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Regionalization  of  a Fetal  Monitoring 

System 


FRANK  H.  BOEHM,  M.D.,  AND  SARAH  JANE  HODGE,  R.N. 


Over  the  past  ten  years  electronic  monitoring 
of  the  fetus  has  become  an  important  tool  in  aid- 
ing the  obstetrician  to  adequately  diagnose  the 
fetus  in  distress.1  Because  these  techniques  of 
fetal  monitoring  are  new,  and  because  interpreta- 
tion of  the  data  obtained  is  often  confusing,  many 
physicians  have  been  reluctant  to  establish  fetal 
monitoring  in  their  practice.  Because  of  this,  it 
was  felt  that  three  important  features  were  needed 
to  regionalize  a fetal  monitoring  system:  1.)  ade- 
quate funds  for  purchasing  the  required  equip- 
ment; 2.)  an  on-going  educational  system  for 
nurses  and  physicians  in  their  local  environment; 
3.)  the  ability  to  obtain  24-hour  consultation  for 
interpretation  of  collected  data.  With  these  factors 
in  mind,  funding  for  a regional  fetal  monitoring 
system  was  therefore  requested  and  granted  by  the 
Tennessee  Mid-South  Regional  Medical  Program. 

Methods 

Five  hospitals  throughout  the  region  were 
selected  in  May,  1973  to  initiate  a fetal  monitor- 
ing network  and  7 additional  were  added  in 
July,  1974  (Fig.  1).  Each  hospital’s  adminis- 
trator, as  well  as  involved  physicians  and  nurses, 
was  consulted  as  to  their  interest  in  this  project. 
Once  committed,  hospitals  were  aided  in  the 
purchase  of  a fetal  monitor  (Fig.  2)  as  well  as 
full  payment  for  one  year’s  rental  of  a Xerox 
400  Telecopier* *  which  was  to  be  used  for  24-hour 
consultation  of  fetal  monitor  tracings2  (Figs.  3 
and  4).  Finally,  a nurse  trained  in  the  field  of 
fetal  monitoring  was  employed  on  a full-time 
basis  to  visit  each  hospital  monthly  for  nursing 
in-service  training.  Physician  training  was  and  is 


From  the  Department  of  Obstetrics  and  Gynecology. 
Vanderbilt  University  Hospital,  Nashville,  Tenn.  37232. 

*Xerox  Corporation — Rochester,  N.Y. 


being  made  available  by  fetal  monitoring  work- 
shops held  throughout  the  state. 


AREAS  IN  THE  TENNESSEE  MID-SOUTH 
REGIONAL  MEDICAL  PROGRAM 


Fig.  1.  A map  of  the  Tennessee  Mid-South  Region 
showing  the  location  of  12  fetal  monitors. 


Fig.  2.  A fetal  monitor. 
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Fig.  3.  The  Xerox  Telecopier  utilized  for  transmission 
of  fetal  monitor  tracings. 

Results 

In  the  beginning  phase  of  the  project  much  time 
was  spent  in  obtaining  equipment.  Learning  how 
to  operate  this  acquired  equipment  was  the  next 
important  step.  Considerable  effort  was  also  made 
in  nurse  as  well  as  physician  education  in  the  field 
of  fetal  monitoring.  Acceptance  has  been  enthu- 
siastic and  encouraging.  Consultation  of  fetal 
monitoring  records  sent  to  Vanderbilt  University 
Hospital  for  interpretation  on  the  Xerox  400 
Telecopier  has  been  on  the  increase  over  the  past 
months.  This,  in  part,  is  due  to  increasing  utiliza- 
tion of  the  fetal  monitoring  equipment.  Plans  to 
expand  this  system  throughout  the  entire  state  of 
Tennessee  are  presently  being  made. 


Fig.  4.  An  example  of  an  8 minute  segment  of  fetal 
monitor  tracing  sent  for  consultation,  revealing 
variable  deceleration  of  the  fetal  heart  rate. 


Comments 

The  importance  of  an  on-going  educational 
system  at  the  nurse  as  well  as  physician  level 
seems  critical  to  the  viability  of  this  regionaliza- 
tion concept.  Consultation  from  a regional  cen- 
ter for  read-out  interpretation  of  the  fetal  monitor 
tracing  as  well  as  possible  transfer  of  the  patient 
to  the  center  seems  also  to  be  an  important  aspect 
of  the  overall  success  of  this  type  of  project.  It  is 
through  this  process  of  education  as  well  as  re- 
gionalization that  we,  as  obstetricians,  can  have 
an  effect  on  lowering  the  perinatal  mortality  rate 
throughout  the  state. 
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% % % 

Clinical  Center  Study  of  Patients  with 
Primary  Breast  Cancer 

The  cooperation  of  physicians  is  requested  in  the  referral  of  patients  with  suspicious 
lesions  or  proven  breast  cancer  for  studies  now  in  progress  at  the  Clinical  Center.  National 
Institutes  of  Health  in  Bethesda,  Maryland. 

It  is  desirable  to  receive  referrals  prior  to  definitive  surgery  in  order  to  evaluate  diagnostic 
techniques,  estrogen  binding  protein  status  of  the  tumor,  pathological  characteristics  of  the 
tumor,  and  tumor  markers. 

In  the  event  this  is  not  possible,  postoperative  patients  will  be  considered  for  adjuvant 
chemotherapy  studies.  It  is  anticipated  that  adjuvant  immunotherapy  will  soon  be  utilized 
as  well.  Postoperative  patients  meeting  the  following  criteria  will  be  considered: 

1)  less  than  65  years  of  age, 

2)  primary  breast  lesions  of  any  size  but  without  fixation  to  the  chest  wall  or  involve- 
ment of  the  skin, 

3)  before  or  after  performance  of  a radical  or  modified  radical  mastectomy, 

4)  demonstration  of  at  least  one  histopathologically  positive  axillary  node,  if  patient 
is  postoperative, 

5)  no  evidence  of  disease  outside  of  the  breast  and  axillary  contents. 

All  operative  reports,  pathology  reports,  blocks,  and  slides  must  be  forwarded  with  the 
patient  for  review. 

Physicians  interested  in  further  details  or  in  having  their  patients  considered  for  ad- 
mission may  write  or  telephone:  Douglass  C.  Tormey,  M.D.,  Ph.D.,  Chief.  Medical  Breast 
Cancer  Service,  National  Cancer  Institute,  Clinical  Center.  Room  6B-02.  Bethesda,  Maryland 
20014  Telephone:  301/496-1547 
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Reconstruction  of  the  Breast 
Following  Radical  Mastectomy 

W.  M.  COCKE.  M.D. 


Forty  thousand  women  undergo  mastectomy  for 
cancer  each  year.  The  disease,  the  treatment,  and 
the  sequelae  of  the  treatment  have  an  adverse 
effect  on  the  self-image  of  most  of  these  women. 
They  do  not  like  to  be  looked  at,  and  many  re- 
fuse even  to  look  at  themselves.  Each  woman  will 
react  in  her  own  way,  but  there  is  always  anxiety 
and  depression  lurking  about.  Patients  that  will 
talk  about  it  worry  about  how  they  look.  They 
complain  about  the  problems  they  have  in  buying 
special  undergarments  that  are  necessary  to  mask 
their  chest  wall  deformity.  Most  have  a desire  to 
wear  sports  clothes  and  swim  suits,  but  are  afraid 
to  do  so.  In  many  cases,  there  can  be  marital 
problems  and  sometimes  broken  marriages  be- 
cause of  the  chest  wall  deformity  that  results  from 
radical  mastectomy. 

The  basic  patterns  or  combinations  of  defor- 
mity are:  (1)  Infraclavicular  depression,  (2) 

Axillary  deformity,  (3)  Loss  of  soft  tissue  over 
the  anterior  chest  wall.  (4)  Loss  of  nipple  and 
areolar  complex. 

There  are  no  exact  guidelines  as  to  which 
patient  is  a suitable  candidate  for  reconstruction. 
A young  woman  with  a low-grade  malignancy, 
who  has  had  a limited  resection  with  negative 
nodes,  would  be  a good  candidate.  Advanced  age 


Fig.  1 

Post-operative  mastectomy 

From  the  Division  of  Plastic  Surgery.  Vanderbilt  Uni- 
versity School  of  Medicine.  Nashville.  Tenn. 

Presented  at  the  159th  Semi-Annual  Meeting  of  the 
Middle  Tennessee  Medical  Association.  Nashville.  Tenn., 
May  16,  1974. 


should  not  itself  be  prohibitive,  but  a seventy- 
year-old  woman  who  has  had  an  extensive  tumor. 


Fig.  2 

Post-operative  implantation  of  breast  prosthesis.  Nip- 
ple reconstruction  not  desired  by  the  patient. 


Fig.  3 

Post-operative  bilateral  radical  mastectomy. 
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RECONSTRUCTION  OF  THE  BREAST/Cocke 


Fig.  4 

The  same  patient  as  in  Fig.  3 after  abdominal  pedicle 
transfer  and  bilateral  prosthetic  implant. 


with  nodal  metastasis  would  not  be  a suitable 
candidate  for  reconstruction. 

The  techniques  used  for  reconstruction  will 
vary  with  the  specific  anatomic  defect.  (Table  1) 

A most  difficult  aspect  of  the  problem  is  the 
psychological  management  of  many  of  these 
patients.  There  is  dread  of  residual  disease,  fear 
of  recurrence  and  depression  resulting  from  the 
loss  of  the  hallmark  of  femininity — the  breast. 
Several  consultations  are  necessary  pre-opera- 
tively  if  reconstruction  is  decided  upon.  The 
operation  and  the  results  of  the  operation  should 
be  undersold.  She  must  be  aware  of  the  compli- 
cations that  can  occur,  such  as  rejection  of  the 
prosthesis,  necrosis  of  the  pedicle  flap  and  loss  of 
soft  tissue  over  the  chest  wall.  These  complica- 
tions would  necessitate  further  surgery  and  result 
in  further  anxiety.  To  fail  to  so  instruct  the 
patient  would  send  her  into  a flight  of  fantasy  in 
which  she  imagines  a result  which  can  never  be. 
This  would  likely  result  in  disappointment,  al- 
though the  technical  result  may  be  quite  satis- 
factory. Psychological  or  psychiatric  evaluation 
may  be  necessary  if  the  surgeon  still  feels  uneasy 
about  the  patient’s  reaction  to  the  surgery. 

There  are  technical  and  psychological  problems 
associated  with  breast  reconstruction  following 
radical  mastectomy,  but  the  overall  positive  effect 
makes  it  worth  considering  and  it  should  be 
made  available  to  many  patients  who  have  had 
radical  mastectomy. 


Class 


Table  1 
Surgical  Problem 


Technique 


I 


IV 

V 


Simple  Mastectomy  or  Modified  Radical  Prosthetic  implant 


Standard  Radical  Mastectomy 

Radical,  Extended  Radical, 
and/or  irradiation 

Bilateral  Mastectomy 
Recurrent  Chest  Wall  Disease 


Prosthetic  implant  and/or 
Dermal  Fat  Implant 
Nipple  reconstruction 

Pedicle  flap 

Prosthetic  implant  and/or 
Dermal  Fat  Implant 
Nipple  reconstruction 
Dermal  Fat  Implant 

Combinations  of  the  above 

Mesh  replacement  of  chest 
wall,  pedicle  flap,  and 
skin  graft 
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Pseudomembranous  Colitis  Secondary  to 
Penicillin  and  Adrenocorticotropin  Abuse 


EDWARD  W.  McREYNOLDS,  M.D.,  MAJ,  USAMC  AND 
JORGE  E.  FOIANINI,  M.D.,  LTC,  USAMC 

Symptomatic  colitis  resulting  from  a variety  of 
drugs  and  antibiotics  has  long  been  recognized.1 
A severe  illness  associated  with  abdominal  pain, 
fever,  leukocytosis,  and  proctoscopic  and  radio- 
graphic  evidence  of  severe  mucosal  plaques  with 
pseudopolyps  and  pseudomembrane  formation  has 
been  recently  described.  This  disease  has  been  re- 
lated etiologically  to  the  use  of  chlortetracycline,2 
ampicillin,3  lincomycin,4  and  clindamycin.5  Scott, 
et  al.,6  favored  the  concept  of  disturbance  in  the 
gut  microbial  population  as  being  responsible  for 
this  occasionally  very  serious  complication  of 
therapy  with  these  agents.  Others  have  suggested 
a direct  relationship  between  the  damaged  intes- 
tinal mucosa  and  lincomycin  and  clindamycin.7 

Recently,  we  have  observed  a child  who  de- 
veloped severe  pseudomembranous  colitis  after 
having  received  a course  of  therapy  for  asthmatic 
bronchitis  with  benzathine  penicillin  and  ACTH. 
Pseudomembranous  colitis  likely  occurred  as  a 
result  of  this  therapy.  This  suggests  that  even 
narrow-spectrum  antibiotics  may  under  certain 
circumstances  result  in  colitis. 

Case  Report 

This  3-6/12-year-old  white  female  was  in  good  health 
until  five  months  prior  to  admission  when  she  developed 
recurrent  episodes  of  wheezing  and  a pruritic  eczematous 
rash  over  the  extremities.  Urticarial  rash  had  occurred 
intermittently  since  infancy.  The  episodes  of  wheezing 
and  rash  were  treated  by  the  child’s  physician  with 
benzathine  penicillin  and  ACTH  injections  on  a bi- 
monthly schedule.  Symptoms  referable  to  the  respiratory 
and  cutaneous  systems  were  relieved  by  this  therapy. 

After  about  4 Vi  months  on  this  regimen,  the  child 
developed  diarrheal  stools  containing  mucus,  purulent 
material  and  blood,  and  cramping  abdominal  pain.  On 
one  occasion  she  developed  severe  abdominal  distention 
shortly  after  receiving  Lomotil.®  The  child  began  vomit- 
ing the  day  of  her  hospital  admission  and  had  a decrease 
in  urinary  frequency  at  that  time. 

The  family  history  revealed  that  an  uncle  had  had 
multiple  intestinal  resections,  and  a paternal  grandfather 

From  the  Department  of  Pediatrics  arid  Surgery,  U.S. 
Army  Hospital,  Fort  Campbell,  Ky.  42223. 

Address  Reprint  requests  to:  Pediatric  Clinic,  U.S. 

Army  Hospital.  Fort  Campbell,  Kentucky  42223  (Dr. 
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had  had  a colostomy  performed  for  carcinoma  of  the 
colon. 

Physical  examination  on  admission  to  the  hospital 
revealed  a temperature  of  102.2°  F,  a pulse  of  120  per 
minute,  respiration  of  30  per  minute,  and  a blood 
pressure  of  120/60/40.  There  was  moderate  clinical 
dehydration.  There  was  tenderness  in  the  abdomen 
specifically  over  the  descending,  transverse  and  ascend- 
ing colon,  without  rebound  tenderness.  Bowel  sounds 
were  slightly  hyperactive. 

Admission  hemogram  revealed  a hematocrit  of  39.5%, 
hemoglobin  13.5  Gm%,  white  blood  cell  count  21,600/ 
cu  mm  with  24%  bands,  69%  segmented  neutrophiles, 
3%  lymphocytes,  and  4%  monocytes.  Bilateral  inter- 
stitial basilar  infiltrates  were  noted  on  admission  chest 
roentgenograms.  Urinalysis  was  within  normal  limits. 

Serum  chemistries  revealed  sodium  139  mEq/L,  potas- 
sium 4.0  mEq/L,  chloride  104  mEq/L,  bicarbonate  20 
mEq/L,  calcium  9.0  mg%,  phosphorus  4.4  mg%,  blood 
urea  nitrogen  6.5  mg%,  and  blood  glucose  83  mg%. 
Clean-voided  urine  and  blood  cultures  revealed  no 
growth,  and  stool  cultures  revealed  no  bacterial  or  fun- 
gal pathogens,  including  Staphylococci.  Stool  examina- 
tion for  occult  blood  was  persistently  2+  while  stool 
examinations  for  ova  and  parasites  and  amoebae  were 
negative  on  multiple  occasions.  Skin  tests  for  tuber- 
culosis and  histoplasmosis  were  negative,  as  were  sero- 
logical titers  for  histoplasmosis,  coccidioidomycosis, 
blastomycosis  and  amebiasis.  Serum  glutamic  oxalacetic 
transaminase  on  admission  was  82  international  units  and 
alkaline  phosphatase  was  38  international  units. 

Sigmoidoscopy  on  admission  revealed  patches  of  white 
material  felt  to  represent  polyps  (Figure  1).  On  path- 
ological examination,  however,  several  biopsied  areas 
were  found  to  be  infiltrated  with  many  polymorpho- 
nuclear cells  from  the  mucosa  down  through  the 
submucosa,  consistent  with  the  diagnosis  of  pseudomem- 
branous colitis.  No  evidence  of  crypt  abscesses.  Staphy- 


Fig.  1.  Sigmoidoscopic  appearance  of  the  colitis  with 
large  white  patches,  lack  of  true  ulceration  of 
the  mucosa,  and  marked  hyperemia. 
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lococci,  fungi,  or  acid-fast  organisms  could  be 
demonstrated. 

Barium  enema  revealed  marked  diffuse  colitis  with 
cobblestoning  suggesting  pseudopolyp  formation.  Plaque- 
like mucosal  lesions  considered  virtually  diagnostic  of 
pseudomembranous  colitis8  were  observed  (Figure  2). 

The  child  was  kept  on  nothing  by  mouth  during  the 
initial  part  of  her  admission  and  was  started  on  intra- 
venous fluids  consisting  of  a solution  of  5%  dextrose 
containing  a balanced  mixture  of  electrolytes.  Ampicillin 
at  100  mg/kg/day  in  four  divided  doses  was  given  intra- 
venously. There  was  gradual  improvement  on  this  regi- 
men. Addition  of  an  oral  elemental  diet  and  lactobacil- 
lus  powder  after  three  days,  coupled  with  intravenous 
fluids,  appeared  to  hasten  recovery.  Over  a two-week 
period  the  colitis  gradually  resolved,  and  the  patient 
became  asymptomatic.  Sigmoidoscopic  findings  reverted 
to  normal,  and  the  leukocytosis,  elevated  serum  glutamic 
oxalacetic  transaminase,  and  pulmonary  infiltrates  re- 
solved. 

Discussion 

Broad-spectrum  antibiotics1’2,3  and  specifically 
lincomycin4  and  clindamycin5,6,7  have  been  asso- 
ciated with  a severe  pseudomembranous  colitis. 


Fig.  2.  Barium  enema  revealing  a diffuse  colitis  with 
plaque-like  mucosal  lesions  suggesting  pseudo- 
membranous colitis. 


In  4,500  patients  an  estimated  rate  of  one  case 
per  100,000  courses  of  lincomycin  has  been 
proposed.7  It  has  been  suggested  that  other 
factors  besides  a direct  toxic  effect  or  alteration 
of  the  bow'd  mucosa  might  be  responsible  for 
the  observed  colitis.6,7,8 

Our  patient  received  neither  broad-spectrum 
lincomycin  nor  clindamycin,  ruling  out  these  drugs 
as  etiologically  related  to  the  disease  in  this  child. 
The  colitis  syndrome  observed,  however,  closely 
resembles  that  recently  reported  with  lincomycin4 
and  clindamycin.5,6,7  First,  abdominal  pain  and 
rectal  bleeding  similar  to  that  described  in  patients 
in  colitis  associated  with  lincomycin4  and  clinda- 
mycin5 was  observed.  Second,  barium  enema, 
sigmoidoscopic  findings,  and  histological  findings 
were  typical  of  the  disease  described  in  that  condi- 
tion.7 Third,  the  outcome  was  complete  recovery, 
the  usual  outcome  of  previously  reported  cases.7 
No  other  etiology  for  the  colitis  could  be  demon- 
strated. 

Alterations  of  the  gut  flora  alone  are  poorly 
correlated  with  the  occurrence  of  the  syndrome.9 
It  is,  therefore,  likely  that  both  alterations  in  the 
gut  flora  and  an  alteration  of  the  resistance  of  the 
gut  mucosa  are  necessary  for  the  development  of 
the  colitis  syndrome.  The  occurrence  of  the  syn- 
drome with  a narrow-spectrum  antibiotic  such  as 
penicillin  G when  given  in  conjunction  with 
ACTH  suggests  such  a dual  pathogenetic 
mechanism. 

The  condition  may  be  so  severe  as  to  lead  to 
consideration  of  colectomy,6  but  patients  almost 
uniformly  improve  within  one  month  without 
surgery.  Recognition  of  the  syndrome  by  its 
classical  barium  enema  and  sigmoidoscopic  find- 
ings and  its  differentiation  from  ulcerative  colitis 
are  thus  exceedingly  important. 

A conservative  approach  to  the  patient  utilizing 
hydration,  gut  rest  and  recolonization  of  the  gut 
flora  with  lactobacillus  is  suggested  by  our  ob- 
servations in  this  patient.  Since  opiates  are  known 
to  worsen  the  lincomycin  and  clindamycin-related 
syndromes,  and  since  they  resulted  in  worsening 
of  our  patient,  it  appears  best  that  they  not  be 
used  for  the  condition. 
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Temporal  Arteritis 

CASE  PRESENTATION 

A 66-year-old  white  female  was  admitted  with  a con- 
stant headache  of  eight  weeks  duration.  The  pain  was 
acute,  sharp,  and  located  on  the  right  side  of  the  neck 
and  occipito-temporal  region.  She  stated  that  she  was 
found  to  have  had  calcium  deposits  in  the  neck  about 
10  years  ago.  There  had  been  no  history  of  head  trauma, 
meningitis,  or  visual  disturbances.  She  was  unaware  of 
any  major  disease  process,  but  had  been  under  the  care 
of  an  orthopedist  for  some  time  because  of  multiple 
joint  discomfort.  This  was  not  inflammatory  but  was 
characterized  by  pain  in  the  joints  and  muscles  as  well. 
Morning  stiffness  was  profound,  often  requiring  her  to 
ambulate  30-to-60  minutes  before  being  limber.  There 
had  been  no  fever,  subcutaneous  nodules,  peri-articular 
swelling,  or  gout.  Phenylbutazone  therapy  was  of  no 
benefit.  She  had  a long  standing  history  of  indigestion 
and  morning  dysphagia  with  food  seeming  to  hang  in 
the  lower  portion  of  the  esophagus  without  relation  to 
food  quality.  Moderate  nervous  tension  and  depression 
had  been  present  for  some  time  and  was  intensified  by 
her  arthritis. 

Physical  examination  revealed  a moderately  tense 
lady,  somewhat  petulant,  who  complained  of  head  and 
face  pain.  The  blood  pressure  was  120/70  in  both  arms. 
The  pupils  were  equal  and  reactive,  with  Grade  I-IT 
arteriosclerotic  eyegrounds.  The  vision  with  correction 
was  normal  for  the  age.  No  papilledema  was  identified 
and  good  venous  pulsations  were  present.  There  was 
exquisite  pain  on  touch  of  the  right  neck,  and  tenderness 
in  the  right  temporal  region.  The  ears,  nose,  and  throat 
were  negative.  Neck  motion  was  restricted  in  all  areas, 
and  tapping  on  the  neck  posteriorly  seemed  to  produce 
pain  in  the  right  temporal  and  facial  areas.  The  chest 
was  clear.  The  heart  size  and  sounds  were  normal.  The 
abdomen  revealed  no  mass,  spasm,  or  bruit.  Pelvic 
examination  was  normal.  The  extremity  arterial  pulsa- 
tions were  normal.  A full  motion  range  of  all  joints 
was  present;  however,  she  was  hesitant  in  the  pursuance 
of  any  physical  act.  The  cranial  nerves  were  intact. 
Sensation  for  touch,  pain,  vibration,  perception  and 
corneal  reflex  were  all  normal. 

The  laboratory  examinations  showed  normal  SMA 
18/60.  which  specifically  included  LDH,  SGOT,  CPK 
and  uric  acid.  Other  normal  or  negative  tests  included 
CBC,  glucose  tolerance  tset,  LE  preparation,  FANA, 
RA,  and  serum  protein  electrophoresis.  The  sedimenta- 
tion rate  was  elevated  to  38  mm/hr,  and  the  C-reactive 
protein  was  positive  1:16. 

X-rays  of  the  cervical  spine  showed  marked  degen- 
erative changes  of  vertebrae  C3-6  with  narrowed  inter- 
spaces and  neural  encroachments.  Skull  and  chest  X- 
rays  were  negative.  Paranasal  sinus  studies  showed  a 
sclerotic,  thickened  mucous  membrane  of  the  left 
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maxillary  antrum.  A complete  gastrointestinal  series 
showed  minimal  diverticulosis  and  a moderate  hiatal 
hernia.  IVP  and  Gallbladder  series  were  negative. 

While  a medical  workup  was  in  progress,  injections 
of  local  anesthetic  were  given  into  the  cervical  spine 
which  seemed  to  give  her  some  relief;  however,  right 
temporal-parietal  headaches  persisted.  Following  ex- 
tensive diagnostic  studies,  a biopsy  was  performed. 

CLINICAL  DISCUSSION 

Presiding:  Dr.  Eugene  J . Spiotta : The  patient 
being  discussed  today  presented  with  muscu- 
loskeletal pain  and  headache.  Dr.  Harry  B.  Blum- 
enfeld,  a rheumatologist  will  discuss  the  case. 

Dr.  Blumenfeld : This  is  the  case  of  a 66-year- 
old  white  female  with  pain  primarily  in  the  tem- 
poral occipital  area  on  the  right,  radiating  to  the 
right  side  of  the  neck.  Prior  to  this  for  an  un- 
known time  she  had  complaints  consisting  of  dis- 
comfort, tenderness,  and  pain  in  her  muscles  and 
joints.  There  was  no  evidence  of  swelling  or 
synovitis  in  any  joint.  She  complained  of  morn- 
ing stiffness  and  apparently  had  been  receiving 
phenylbutazone  of  unknown  dose  and  duration 
without  benefit.  A review  of  systems  and  past 
history  reveal  only  that  she  had  some  indigestion 
and  dysphagia.  She  had  also  become  more  de- 
pressed and  anxious  during  this  period  of  her 
present  illness.  On  physical  examination,  the  only 
positive  signs  were  tenderness  in  the  right  tem- 
poral region  and  neck.  Although  she  had  no  signs 
of  synovitis,  such  as  redness,  tenderness,  or  swell- 
ing, she  did  elicit  stiffness  and  pain  by  moving 
her  joints. 

Now  from  this  point,  before  we  get  to  the 
laboratory,  I think  we  need  to  discuss  the  possi- 
bilities of  a differential  diagnosis,  and  the  thing 
that  comes  forward  more  than  anything  else  is 
temporal  arteritis.  We  need  to  eliminate  other 
things  that  can  cause  a similar  syndrome.  The 
other  things  are  the  connective  tissue  diseases, 
particularly  rheumatoid  arthritis,  polymyositis  or 
even  lupus  erythematosis.  One  other  thing  to 
consider  is  that  this  patient  is  66  years  old  and 
sometimes  an  occult  malignancy  can  produce  this 
type  of  syndrome.  This  illness  has  been  going 
on  for  at  least  2 months,  which  should  rule  out 
an  infectious  problem  of  viral  or  bacterial  origin. 
The  cervical  spine  X-rays  showed  a marked  de- 
generative change  in  cervical  vertebrae  3 to  6. 
An  IVP,  barium  enema,  GB,  and  GI  series  re- 
vealed only  diverticulosis  and  hiatal  hernia.  The 
laboratory  state,  including  the  SMA  18/60  which 
includes  muscle  enzymes,  such  as  SGOT  and  CPK 
was  apparently  normal  and  the  serum  protein 
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electrophoresis  was  normal.  She  does  have  slight 
anemia  with  a hematocrit  of  35,  and  an  elevated 
sedimentation  of  38  mm  in  1 hour.  There  was  a 
negative  LE  preparation,  negative  FANA,  and  a 
positive  CRP.  Other  things  for  completeness 
would  have  included  an  EMG  to  rule  out  poly- 
myositis and  its  overlapping  syndromes;  also 
further  muscle  enzymes  such  as  an  Aldolase.  Peo- 
ple with  polymyositis  sometimes  have  one  ele- 
vated muscle  enzyme  and  some  other  muscle 
enzyme  won’t  be  elevated;  there  is  no  particular 
reason  to  this. 

Temporal  arteritis  is’  sort  of  an  emergency  be- 
cause an  estimated  50  percent  of  the  people 
with  temporal  arteritis  will  go  blind  unless  treated. 
They  do  respond  to  large  doses  of  steroids  and  it 
is  mandatory  to  start  treatment  as  soon  as  pos- 
sible. I assume  that  the  operation  was  a temporal 
artery  biopsy  and  that  the  patient  probably  has 
temporal  arteritis  with  a polymyalgia  rheumatica 
syndrome.  Polymyalgia  rheumatica  is  a disease 
of  elderly  people,  usually  past  the  age  of  50,  who 
have  severe  pain  and  tenderness  of  the  muscles. 
Some  of  them  are  incapacitated,  and  enter  the 
hospital  on  a stretcher,  but  improve  after  getting 
steroid  therapy.  The  percentage  of  the  people 
who  have  polymyalgia  rheumatica  who  present 
with  temporal  arteritis  is  not  known.  It  is  known 
that  about  20  percent  of  the  people  who  present 
with  polymyalgia  rheumatica  syndrome  without 
symptoms  of  temporal  arteritis  have  a positive 
biopsy  for  temporal  arteritis.  They  are  not  really 
the  same  disease  because  in  uncomplicated  poly- 
myalgia rheumatica  there  are  no  positive  lab 
findings  except  for  marked  elevation  of  the  eryth- 
rocytic sedimentation  rate  (frequently  to  over 
100  mm/hr)  and  slight  anemia. 

Temporal  arteritis  should  be  grouped  in  a larger 
classification  of  giant  cell  arteritis,  which  means 
any  medium  or  large  size  artery  in  the  body  may 
be  involved.  It  may  be  called  pulseless  disease 
when  it  involves  the  aortic  arch  or  the  aorta. 
Temporal  arteritis  is  a particular  arteritis  of  giant 
cell  variety.  Polymyalgia  rheumatica  has  no  par- 
ticular association  with  other  diseases  and  is  a 
diagnosis  by  elimination.  We  must  eliminate  pa- 
tients with  muscular  pain  and  morning  stiffness, 
which  eventually  go  into  other  connective  tissue 
diseases,  particularly  rheumatoid  arthritis. 

Polymyalgia  rheumatica  and  temporal  arteritis 
should  be  differentiated  for  purposes  of  therapy 
because  the  degree  and  duration  of  steroid  ad- 
ministration is  different.  Polymyalgia  rheumatica 
will  respond  to  small  doses  of  steroids,  for  ex- 
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ample  10  mg  of  prednisone  daily.  Unfortunately, 
the  symptoms  may  last  from  2-to-3  years,  so 
prolonged  steroid  administration  is  necessary. 
Finally,  reduction  of  dose  may  be  guided  by  how 
the  patient  feels,  the  sedimentation  rate  and  the 
hematocrit.  The  threat  of  blindness  makes  tem- 
poral arteritis  a medical  emergency  which  requires 
40-to-60  mg  of  prednisone  daily  for  perhaps  a 
month  to  6 weeks  with  subsequent  reduction. 

A generous  portion  of  the  artery  was  taken. 
A significant  percentage  of  patients  with  temporal 
arteritis  have  a negative  biopsy,  which  are  not 
really  negative,  they  just  were  not  in  the  seg- 
ments that  were  studied  because  this  is  a seg- 
mental disease.  I am  not  aware  of  side  effects 
from  the  biopsy  itself.  I have  never  seen  temporal 
arteritis  bilaterally.  I don’t  know  the  etiology  of 
temporal  arteritis,  or  why  the  temporal  artery  is 
singled  out.  It  is  probably  an  antigen-antibody 
complex  disease.  It  is  similar  to  the  involvement 
of  specific  joints  by  rheumatoid  arthritis.  The  pain 
is  usually  intense  and  steady  with  scalp  tender- 
ness, and  is  never  migratory.  The  duration  from 


Fig.  1.  Temporal  artery  wall  with  giant  cell  granu- 
loma of  media  and  elastic  tissue  fragmentation. 
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the  time  of  the  onset  of  pain  to  blindness  can  be 
overnight,  and  has  been  reported  within  24  hours, 
but  it  is  usually  a matter  of  days.  The  pathophysi- 
ology of  the  blindness  itself  is  occlusion  of  the 
opthalmic  artery  and  central  retinal  artery.  How- 
ever, the  lesion  is  segmental  so  there  may  not  be 
any  involvement  of  the  opthalmic  portion  at  all. 

Dr.  William  T.  Hayes:  Received  were  two 

portions  of  artery  of  uniform  normal  diameter 
with  a total  length  of  15  mm.  They  were  soft 
without  significant  calcification,  but  the  lumina 
appeared  markedly  narrowed.  The  total  length 
of  artery  available  for  study  was  considered  quite 
adequate.  Microscopically,  there  was  a very 
marked  chronic  inflammatory  reaction  of  the 
adventitia  with  spread  into  the  media  and  with 
elastic  tissue  fragmentation.  Foci  of  giant  cells 
were  numerous.  Fibroblastic  intimal  proliferation, 
with  mural  thrombus  formation,  was  exuberant, 
causing  serious  lumen  compromise.  Lymphocytic 
and  plasmocytic  infiltrates  were  common  in  all 
layers.  Areas  of  probable  fibrinoid  necrosis  were 
widespread.  The  histology  was  completely  devel- 


oped and  considered  classical  for  giant  cell  arte- 
ritis (Fig.  1). 

In  an  extensive  review  article  of  temporal  arte- 
ritis and  polymyalgia  rheumatica  Fauchald,  et  al1, 
compiled  the  clinical  and  biopsy  findings  of  94 
carefully  followed  cases.  Of  the  total  patients 
presenting  with  either  disease,  65  percent  had  a 
positive  biopsy.  Of  the  49  patients  with  myalgia 
who  had  no  temporal  artery  manifestations,  40 
percent  had  a positive  arterial  biopsy.  Relapse 
rates  were  significant  in  both  groups,  necessitating 
a minimum  of  two  years’  therapy  with  steroids. 
Serial  biopsies  of  the  arteritis  showed  an  evolu- 
tion of  healing  with  subsequent  scarring  and 
residual  disruption  of  the  internal  lamina  elastica 
without  inflammatory  cells. 

Final  Anatomic  Diagnosis:  Giant  Cell  Tem- 

poral Arteritis. 
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Liver  Scans 

Liver  scans  obtained  after  the  administration 
of  radiopharmaceuticals  occasionally  fail  to  re- 
veal the  presence  or  absence  of  disease  in  the 
liver.  In  fact,  some  workers1  report  that  25 
percent  of  liver  scans  are  interpreted  incorrectly. 
In  order  to  improve . the  accuracy  of  the  liver 
scan  (i.e.  to  reduce  the  number  of  false  positive 
and  false  negative  studies)  nuclear  medicine  phy- 
sicians must: 

1 . Make  every  effort  to  use  the  most  advanced 
liver  scanning  technique 

2.  Have  a keen  awareness  of  the  great  vari- 
ation in  normal  liver  anatomy  that  consti- 
tutes a pitfall  to  the  unwary 

3.  Accumulate  as  much  ancillary  information 
as  feasible  so  as  to  improve  the  decision 
making  process 

The  use  of  technetium  colloid  and  the  Anger 
scintillation  camera  constitutes  the  essential  ele- 
ments necessary  for  good  liver  scanning  technique 
today.  Technetium  99m  permits  improved  reso- 
lution because  of  the  greater  photon  flux  and 
more  desirable  gamma  energy  than  was  available 
with  the  nuclides  previously  used  for  liver  scan- 
ning and  at  the  same  time  significantly  reduces 
the  radiation  dose  to  patients.  The  Anger  camera 
when  coupled  with  the  15,000  hole  collimators 
permit  more  rapid  imaging.  This  makes  it  pos- 
sible to  obtain  multiple  views  easily  with  less 
patient  discomfort,  and  to  obtain  flow  studies 
and  photographs  during  breath  holding.  Since  the 
Anger  camera  is  ideally  suited  to  the  gamma 
energy  of  technetium  99m,  resolution  is  also 
improved. 

The  principal  cause  of  the  false  positive  liver 
scan  is  probably  a lack  of  appreciation  of  the 
variation  of  normal  liver  anatomy.  There  are 
not  five  or  ten  different  configurations  of  the 
liver  on  a scan,  but  at  least  thirty-nine.2  When  the 
liver  is  pliable  (i.e.  there  is  great  plasticity  to  its 
surrounding  connective  tissue),  this  figure  must 
be  multiplied  by  two  for  images  taken  during 
breath  holding  and  by  four  when  lateral  views  are 
taken  in  the  prone,  supine,  decubitus,  and  upright 
positions.3  If  one  then  adds  the  variation  noted 

From  the  Department  of  Nuclear  Medicine,  Park 
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on  liver  scans  of  patients  with  very  large  breasts, 
with  a thin  left  hepatic  lobe,  with  dilated  vessels 
compressing  the  liver,  with  obesity,  and  with  an 
enlarged  gall  bladder,  then  the  total  number  of 
anatomic  variations  constitutes  a major  problem 
in  interpretation.  Of  these  anatomic  variables  that 
make  liver  scan  interpretation  difficult,  the  most 
common  are:  (1)  variation  of  the  right  lateral 
view  with  different  patient  positioning,  (2)  large 
breasts,  and  (3)  thin  left  hepatic  lobe. 

In  order  to  optimize  the  decision  making  pro- 
cess, correct  interpretation  of  the  liver  scan  will 
be  significantly  augmented  by  blood  chemistry 
tests.4  Alkaline  phosphatase,  BSP  retention,  bili- 
rubin, SGOT,  LDH,  albumin,  globulin,  and  pro- 
thrombin times  are  the  principal  blood  tests  of 
liver  function  performed  in  most  laboratories. 
When  these  are  performed  as  a group,  sometimes 
they  demonstrate  a profile  that  is  commonly  seen 
in  diffuse  liver  disease.  None  of  the  individual 
tests  offer  much  specificity  about  the  type  of  liver 
disease  or  even  that  liver  disease  exists  and  none 
of  them  provides  information  about  regional  ab- 
normalities in  the  liver.  However,  most  of  them 
are  very  sensitive  tests.  The  sensitivity  of  the 
alkaline  phosphatase  is  particularly  impressive 
and  elevation  of  this  test  is  almost  always  noted 
when  intrahepatic  masses  are  present  (other  than 
congenital  cysts  and  hemangiomas).  Conse- 
quently, if  all  liver  scans  with  equivocal  lesions 
(i.e.  areas  of  decreased  isotope  concentration 
which  are  not  discrete  and  are  seen  on  only  one 
view)  were  regarded  as  not  demonstrating  tumor 
infiltrate  when  the  alkaline  phosphatase  was  in 
the  normal  range,  then  the  physician  interpreting 
the  liver  scan  would  be  right  most  of  the  time 
and  the  incidence  of  false  positive  liver  scans 
would  diminish  markedly. 

Unfortunately,  converse  efforts  to  reduce  the 
incidence  of  false  negative  liver  scans  would  not 
be  as  successful  since  most  of  the  false  negative 
liver  scans  are  due  to  lesions  which  are  smaller 
than  the  resolving  capability  of  current  techniques 
and  instrumentation.  If  the  clinical  history,  pro- 
file of  blood  chemistries  and  the  liver  scan  all 
suggest  diffuse  liver  disease,  then  a co-existing 
tumor  may  be  almost  impossible  to  diagnose  on 

Continued  on  page  25 
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Haptoglobin 

(Part  1) 

In  1938,  Jayle,  et  al.,  first  described  the  exis- 
tence of  a serum  protein  which  bound  hemo- 
globin to  form  very  stable  complexes.  To  this 
protein  they  gave  the  name  haptoglobin  (derived 
from  the  Greek  word  “haptein”  meaning  to 
attach,  fix,  or  seize).  Since  that  date,  investi- 
gation has  revealed  small  amounts  of  detectable 
haptoglobin  (Hp)  occurring  in  cerebro-spinal 
fluid,  ascitic  fluid,  synovial  fluid,  lymph,  saliva 
and  pleural  fluid. 

Chemically,  the  haptoglobins  are  a group  of 
serum  glycoproteins  having  an  average  molecular 
weight  of  approximately  100,000.  They  have  a 
high  affinity  for  globin  and  form  stable  complexes 
with  either  free  globin  or  hemoglobin  (Hb). 
They  do  not  bind  heme  or  myoglobin.  Elec- 
trophoresis reveals  that  haptoglobins  migrate  as 
alpha-2  globulins  while  haptoglobin-hemoglobin 
complexes  (Hp-Hb)  have  a somewhat  slower 
alpha-2  electrophoretic  mobility.  Free  hemo- 
globin migrates  in  the  beta  globulin  fraction. 

There  are  three  phenotypic  varieties  of  Hp  in 
the  serum  (Hp  1-1,  Hp  2-1  and  Hp  2-2)  which 
are  controlled  by  a single  pair  of  autosomal  allelic 
genes.  Each  purified  Hp  molecule  consists  of  two 
polypeptide  chains  designated  as  alpha  and  beta 
chains.  The  beta  chains  are  apparently  un- 
affected by  the  genes  at  the  Hp  locus.  The  alpha 
chains  are  affected  by  these  genes  and  variations 
in  the  sub-unit  chains  are  responsible  for  the 
three  phenotypically  different  molecules.  The 
three  different  molecular  types  of  Hp  exist  in 
slightly  different  concentrations  in  the  serum  and 
also  have  slightly  variable  Hb  binding  capacities, 
exercising  the  capacities  by  various  degrees  of 
saturation  in  various  ratios. 

For  most  practical  clinical  purposes,  the  normal 
range  of  Hp  is  25-to-150  mg  per  100  ml  of 
plasma.  Haptoglobin  is  apparently  significantly 
higher  in  men  than  in  women,  possibly  due  to 
higher  androgen  production  in  men.  Only  ten 
to  twenty  per  cent  of  newborn  infants  have  de- 
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tectable  Hp  in  their  plasma,  normal  adult  levels 
not  being  attained  before  four  to  six  months  of 
age.  Also  of  interest  is  the  fact  that  approxi- 
mately 4 percent  of  the  Blacks  in  the  United 
States  have  little  or  no  circulating  Hp,  as  is  the 
case  with  approximately  30  percent  of  the  West 
African  population  and  members  of  certain  Euro- 
pean and  Asiatic  societies. 

Laboratory  measurement  of  serum  Hp  levels 
may  be  provided  by  a variety  of  qualitative,  semi- 
quantitative  and  quantitative  measures  such  as: 
chemical  measurements  of  the  peroxidase  activity 
of  the  Hp-Hb  complex,  lectrophoresis  of  Hp  and 
Hp-Hb  using  a variety  of  supporting  media 
(paper,  starch  gel,  agar  gel,  cellulose  acetate, 
acrylamide  gel),  differential  acid  denaturation 
and  spectrophotometry  of  Hb  and  Hp-Hb,  gel 
filtration,  and  immunodiffusion.  Perhaps  the  most 
widely  used  and  simplest  semi-quantitative  pro- 
cedure used  is  that  of  electrophoresis  with  agar 
gel  or  cellulose  acetate  media.  The  electrophoresis 
pattern  produced  depends  on  the  different  rates 
of  migration  of  Hp,  Hp-Hb.  and  free  Hb.  In- 
creasing amounts  of  Hb  are  added  to  the  series 
of  samples  containing  a fixed  amount  of  serum 
or  plasma  and  the  hemoglobin  concentration  is 
expressed  as  the  largest  amount  of  hemoglobin 
which  can  be  bound  without  any  appearing  in 
the  beta  globulin  position.  As  long  as  Hp  is 
sufficient  to  bind  all  the  added  Hb,  there  will 
be  only  one  band;  when  free  hemoglobin  is  in 
excess  of  the  Hp  binding  capacity,  a second  band 
will  be  present. 

The  semi-quantitative  electrophoretic  tech- 
niques provide  results  which  are  comparable  to 
the  more  precise  quantitative  methods,  with  the 
advantages  of  good  reproducibility,  usually  greater 
sensitivity,  technical  simplicity,  and  fewer  possi- 
bilities for  error.  Special  care  should  be  taken  to 
insure  that  the  blood  specimen  is  not  hemolyzed 
during  handling  and  that  all  glassware  is  clean. 
The  test  can  generally  be  completed  within  one- 
half  to  one  and  one-half  hours,  depending  on 
the  method  used.  Haptoglobin  values  determined 
by  electrophoretic  technique  are  often  expressed 
in  terms  of  Hb  binding  capacity  of  the  Hp,  which, 
depending  upon  the  methodology  used,  normally 
ranges  from  100-to-200  mg  per  100  ml.  Since 
Hp  binds  approximately  0.7  times  its  weight  of 
free  Hb,  approximate  Hp  values  in  mg  per  100 
ml  can  be  calculated  by  multiplying  the  Hb  bind- 
ing capacity  by  1.42. 

T.  Wayne  Higginbotham,  M.D. 
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Licorice  intoxication 

For  those  interested  in  hypertensive  disease 
licorice  intoxication  is  one  of  the  most  intriguing 
curable  forms  of  blood  pressure  elevation.  Its 
diagnosis  suggested  by  the  history  and  its  treat- 
ment (discontinuing  the  source  of  licorice)  make 
it  a rewarding  form  of  hypertension  to  deal  with. 

Historical  Background 

Licorice  extract,  derived  from  the  root  of  a 
plant,  Glycyrrhiza  glabra,  has  long  been  used  as 
a flavoring  agent  for  medications,  foodstuffs  and 
beverages.  Its  use  in  folk  medicine  for  the  treat- 
ment of  indigestion  led  to  the  use  of  licorice  in 
many  patent  medicines  during  the  19th  and  early 
20th  century.  In  1946  the  usefulness  of  licorice 
extract  in  the  treatment  of  peptic  ulcer  disease 
was  reported,  but  of  note  is  that  edema  and 
congestive  heart  failure  occurred  in  20%  of  pa- 
tients treated  in  this  fashion.  In  1950  Molhuysen 
reported  a similarity  between  the  salt  retaining 
action  of  deoxycorticosterone  (DOC),  a potent 
mineralocorticoid  produced  by  the  adrenal  cortex, 
and  licorice  and  suggested  that  the  active  prin- 
ciple of  licorice  extract  was  glycyrrhizic  acid.  For 
a few  years  thereafter,  licorice  extract  was  used 
in  the  treatment  of  Addison’s  disease.  During 
the  early  1950’s  several  medications  flavored  with 
licorice  extract  to  disguise  their  unpleasant  taste 
were  found  to  be  responsible  for  the  development 
of  hypokalemic  alkalosis,  hypertension,  edema 
and  occasionally  fatal  arrhythmia. 

In  1956  Louis  and  Conn  were  able  to  isolate 
pure  ammonium  glycyrrhizinate  from  licorice  and 
demonstrated  that  this  compound  was  responsible 
for  the  sodium  retention,  potassium  loss  and 
edema  of  licorice  intoxication. 

Pathophysiology  of  Licorice  Intoxication 

In  a fashion  similar  to  aldosterone,  glycyrrhi- 
zinate acts  directly  on  the  kidney  tubule  causing 
sodium  retention  and  potassium  loss.  Sodium 
retention  results  in  an  expansion  of  the  effective 
intravascular  volume  leading  to  the  development 
of  hypertension.  In  addition,  the  increased  intra- 
vascular volume  results  in  decreased  production 
of  renin  by  the  kidney,  leading  to  decreased  pro- 
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duction  of  aldosterone  by  the  adrenal  gland.  It 
might,  therefore,  be  expected  that  a mineralo- 
corticoid antagonist,  such  as  spironolactone, 
would  block  the  sodium  retention  and  potassium 
wasting  of  glycyrrhizinate  excess.  Salassa,  et  al, 
have  demonstrated  such  an  effect  in  an  individual 
ingesting  large  amount  of  licorice. 

Clinical  Spectrum  of  Licorice  Intoxication 

The  presentation  of  patients  with  licorice  excess 
mimics  so  closely  the  findings  in  patients  with 
primary  aldosteronism  that  this  syndrome  has 
been  called  pseudoaldosteronism.  The  clinical  and 
chemical  findings  are  related  to  the  physiologic 
effects  of  glycyrrhizinate.  As  sodium  retention 
occurs  patients  develop  edema  and  hypertension, 
ranging  from  mild  asymptomatic  disease  to  severe 
accelerated  hypertension  with  retinopathy  and 
proteinuria.  Potassium  depletion  occurs  and  may 
be  severe,  particularly  if  the  patient  has  received 
thiazide  diuretics  for  treatment  of  edema  or  hy- 
pertension. This  potassium  depletion  is  thought 
to  be  responsible  for  the  muscle  weakness  which 
sometimes  progresses  to  flaccid  paralysis  or  quad- 
riplegia,  and  the  cardiac  arrhythmias  associated 
with  licorice  intoxication. 

Diagnosis 

The  diagnosis  is  established  by  obtaining  the 
history  of  licorice  ingestion.  It  may  be  confirmed 
by  the  presence  of  hypokalemia,  suppressed  PRA 
and  low  urinary  aldosterone  excretion. 

Treatment 

The  treatment  of  licorice  intoxication  involves 
discontinuing  the  ingestion  of  licorice  and  treat- 
ing the  specific  complications.  Initially,  the  hy- 
pertension may  require  therapy  with  antihyper- 
tensive agents  and  the  congestive  heart  failure  the 
use  of  digitalis,  which  must  be  used  cautiously 
in  view  of  the  hypokalemia.  Often  large  amounts 
of  intravenous  and  oral  potassium  chloride  are 
required  to  correct  the  potassium  deficiency  which 
may  be  profound.  Patients  may  require  careful 
monitoring  for  cardiac  arrhythmias  which  may 
be  severe  and  unresponsive  to  antiarrhythmic 
agents  until  the  serum  potassium  is  raised.  The 
temporary  use  of  spironolactone  is  helpful  in  in- 
ducing sodium  loss  and  potassium  retention. 

The  blood  pressure  elevation  of  licorice  ex- 
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cess  usually  returns  to  normal  within  a month 
after  licorice  ingestion  ceases. 

Extent  of  the  Problem 

Although  licorice  extract  is  used  as  a flavoring 
for  many  medicines,  foods  and  beverages,  it  is 
generally  thought  harmless  in  amounts  ordinarily 
consumed.  Toxic  manifestations  have  occurred 
generally  in  patients  consuming  large  amounts  of 
the  substance  over  a long  period  of  time.  In  the 
United  States  licorice  candy  bars  are  often  the 
culprit.  In  Europe  a licorice  flavored  alcoholic 
beverage  Boisson  de  Coco  has  been  incriminated 
as  causing  licorice  intoxication  and  in  England 
Biogastrone®  (Carbenoxalone)  a medication  de- 
rived from  glycyrrhizic  acid  and  used  for  the 
treatment  of  gastric  ulcer  disease  has  been 
blamed  for  hypertension  and  hypokalemia  in 
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the  liver  scan  and  one  may  be  forced  to  assess 
serial  liver  scans  in  order  to  uncover  co-existing 
tumors.  Ancillary  chemical  tests  such  as  the 
CEA  antigen  and  the  alpha-feto  protein  as  well 
as  ultrasound  studies  of  the  liver  will  occasionally 
clarify  the  problem. 

Despite  the  problem  of  false  positive  and  false 
negative  liver  scans,  the  liver  scan  has  stood  the 
test  of  time  and  clinicians  are  utilizing  this  type 
of  study  more  than  ever  before.  Unlike  some 
radiologic  studies  of  liver,  the  liver  scan  is  non- 
invasive,  and  may  provide  physiologic  informa- 
tion that  is  impossible  or  difficult  to  obtain  with 
radiologic  examinations  or  blood  chemistries. 
And  unlike  the  information  that  blood  chemistries 


some  patients. 

Since  glycyrrhizinate  is  100  times  as  sweet  as 
sugar,  it  has  found  use  as  a sugar  substitute  in 
dietetic  foods.  No  clinical  toxicity  has  been  dem- 
onstrated at  the  concentrations  used. 

Summary 

Licorice  intoxication  (glycyrrhizinate)  is  a rare 
cause  of  hypertension,  diagnosed  by  a history  of 
ingestion  of  licorice  containing  foods  in  the 
setting  of  hypertension,  hypokalemia,  suppressed 
PRA  and  low  urinary  aldosterone  excretion.  It  is 
treated  by  discontinuing  the  source  of  licorice. 
Spironolactone  may  be  used  adjunctively  to  en- 
hance potassium  replacement.  Small  amounts  of 
licorice  extract  is  a common  food  additive. 

John  W.  Hollifield,  M.D. 
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provide,  which  are  sensitive  but  not  specific,  liver 
scans  provide  information  that  is  vastly  superior 
in  its  ability  to  localize  disease  to  a specific  region 
of  the  liver. 

Robert  L.  Bell,  M.D..  Director 
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from  the  tcnnc//cc  department 
of  mental  health 


Program  Evaluation  as  a management  activity 
is  not  new  to  the  human  service  delivery  system. 
The  emphasis  placed  upon  it  is  of  fairly  recent 
origin  dating  from  the  Kennedy-Johnson  Ad- 
ministration’s “War  on  Poverty.”  Because  of 
the  unique  visibility  of  the  many  programs  spon- 
sored by  the  Office  of  Economic  Opportunity, 
program  evaluation  was  seen  as  a vital  com- 
ponent in  an  effective  management  process.  This 
urgency  is  felt  no  less  in  the  field  of  mental 
health.  With  a $100,000,000  a year  budget 
funding  the  largest  single  Department  in  State 
government,  the  necessity  for  evaluating  the 
programs  the  Department  administers  was  seen 
as  a priority  item. 

Recognizing  the  necessity  for  program  evalu- 
ation was,  of  course,  only  a first  step.  The  De- 
partment of  Mental  Health’s  goal  of  establishing 
an  independent  program  evaluation  function  was 
aided  by  the  creation  of  the  Division  of  Planning 
and  Development.  The  Program  Evaluation  Sec- 
tion was  created  and  in  1972,  a director  was 
hired.  His  major  function  was  to  assist  the 
Division  of  Planning  and  Development  in  the 
coordination  of  Task  Forces  which  were  created 
by  Commissioner  Treadway. 

Three  Task  Forces  included  a number  of 
mental  health  professionals  from  the  Department 
of  Mental  Health  Central  Office,  State  Psychiatric 
Hospitals  and  Developmental  Centers  and  pro- 
fessionals from  various  community  mental  health 
centers.  The  goal,  as  Commissioner  Treadway 
stated,  was  “to  develop  minimum  program  per- 
formance standards  as  well  as  to  create  an  ideal 
service  model.” 

The  early  efforts  of  the  Program  Evaluation 
Section  involved  efforts  to  create  a goal-oriented 
instrument  based  on  the  Department’s  Task  Force 
developed  Standards.  The  University  of  Ten- 
nessee at  Nashville,  under  contract  to  the  De- 
partment, developed  the  Self-Assessment  Instru- 
ment. This  instrument  was  utilized  during  Jan- 
uary and  February  1974,  when  11  community 
mental  health  centers  were  evaluated  by  Peer 
Review  Teams  composed  of  Program  Evaluation 
staff  and  community  mental  health  center  per- 
sonnel. These  field  tests  yielded  valuable  data, 
but  the  consensus  reached  by  the  Department  as 
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well  as  Peer  Review  Team  members  was  that 
the  instrument  was  too  lengthy.  The  major  gain, 
as  the  Department  saw  it,  was  that  the  initial 
field  test  of  the  Self-Assessment  Instrument  had 
made  center  directors  more  aware  of  the  need 
for  and  the  difficulty  of  designing  an  effective 
program  evaluation  effort. 

During  the  summer  of  1974  an  instrument 
designed  by  the  National  Institute  of  Mental 
Health  at  Rockville,  Maryland  was  field  tested 
in  all  of  Tennessee’s  federally  funded  compre- 
hensive community  mental  centers.  The  Program 
Evaluation  Section  was  assigned  the  task  of  di- 
recting this  project.  In  order  to  properly  facilitate 
this  activity  the  Program  Evaluation  Section  and 
the  Internal  Audit  Section  were  merged  under  a 
new  director,  Dr.  James  C.  White,  Jr.  The  Pro- 
gram Evaluation  and  Internal  Audit  Section  co- 
ordinated this  project.  The  National  Institute 
of  Mental  Health  both  at  the  national  and  re- 
gional level  participated  in  the  site  visits  along 
with  the  Program  Evaluation  and  Internal  Audit 
Section  and  the  Adult  Services  Section.  Also 
participating  in  these  site  visits  were  represen- 
tatives of  the  Tennessee  Mental  Health  Associ- 
ation. These  citizens  have  long  been  concerned 
about  the  delivery  of  quality  mental  health  ser- 
vices, and  their  participation  gave  our  site  visit 
added  depth  and  demonstrated  rather  forcibly 
that  citizen  input  could  and  did  have  rather 
significant  impact  upon  the  site  visit  outcome. 

Following  these  site  visits  the  Program  Evalu- 
ation and  Internal  Audit  Section  made  several 
recommendations  regarding  revisions  of  the 
NIMH  instrument,  which  were  incorporated  in 
the  final  version  of  the  instrument. 

Current  evaluations  of  the  community  mental 
health  centers  now  include  the  NIMH  instrument, 
fiscal  audits  of  the  center,  compliance  with  state 
standards  and  contracts,  reviews  of  compliance 
with  Title  VI,  and  indices  of  cost  effectiveness. 
The  services  of  this  section  are  delivered  on  two 
levels: 

1.  Routine  evaluations,  which  are  conducted 
annually  at  each  Community  Mental  Health 
Center. 

2.  Comprehensive  evaluations  and  in-depth 
fiscal  audits. 
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The  criteria  to  be  used  in  the  routine  and  compre- 
hensive evaluations  remain  the  same.  What  does 
vary  is  the  more  detailed  nature  of  the  report 
generated.  The  written  reports  complete  only 
one-half  of  the  evaluation  cycle.  The  Psychiatric 
Services  Division  will  initiate  follow-up  contacts 
with  the  center’s  staff.  Then,  a work  plan  to 
correct  all  deficiencies  will  be  submitted  to  this 


Division  within  30  days  after  initial  follow-up 
contact. 

Although  present  staff  size  limits  the  scope 
of  the  Program  Evaluation  and  Internal  Audit 
Section’s  operations,  plans  exist  to  increase  the 
number  of  evaluations  to  include  Mental  Retar- 
dation Facilities  and  the  Psychiatric  Hospitals  in 
the  foreseeable  future. 


* 


from  the  tenne/zee  department 
of  public  health 


The  Tennessee  Department  of  Public  Health 
for  several  years  has  provided  partial  financial 
support  to  nine  out-patient  diagnostic  cardiac 
clinics.  For  this  financial  assistance,  the  clinics 
have  provided  diagnostic  services  to  medically 
indigent  cardiac  patients  referred  by  private  phy- 
sicians. During  the  last  four  years,  we  have  been 
closely  monitoring  the  diagnostic  services  pro- 
vided by  these  clinics  in  order  to  determine  if 
our  funds  were  being  utilized  to  provide  maximum 
diagnostic  benefit  to  medically  indigent  cardiac 
patients.  Based  upon  this  evaluation,  we  have 
decided  to  continue  support  only  to  the  four 
metropolitan  out-patient  diagnostic  clinics  be- 
cause they  have  a greater  capacity  to  provide 
comprehensive  diagnostic  work-ups  on  cardiac 
patients. 

In  order  to  obtain  consultative  diagnostic  ser- 
vices for  your  medically  indigent  cardiac  patients, 
you  may  refer  them  with  a personal  letter  to  the 
nearest  metropolitan  out-patient  cardiac  clinic 
indicated  below.  It  will  be  necessary  to  state 
in  your  letter  that  the  patient  is  medically  indigent 
and  unable  to  pay  for  this  service  without  creating 
an  undue  hardship  on  him  or  members  of  his 
family.  In  addition,  you  should  indicate  if  you 
want  the  results  of  the  diagnostic  studies  sent 
to  you.  A copy  of  your  letter  will  be  kept  on 
file  on  the  out-patient  cardiac  clinic. 

Obviously,  the  funds  provided  by  the  Tennes- 
see Department  of  Public  Health  to  each  out- 
patient diagnostic  cardiac  clinic  are  limited  and 
could  be  exhausted  before  the  end  of  this  fiscal 
year.  Realizing  this  possibility,  the  patient  could 
be  saved  a trip  to  the  out-patient  diagnostic 
cardiac  clinic  if  contact  were  first  made  by  your 


office  with  the  clinic  to  determine  the  availability 
of  funds,  especially  during  the  last  quarter  of  the 
fiscal  year. 

We  hope  that  this  out-patient  diagnostic  ser- 
vice will  prove  to  be  beneficial  in  caring  for  some 
of  your  medically  indigent  cardiac  patients. 

Charles  C.  Trabue,  IV.  M.D. 

Medical  Director 

Division  of  Medical  and  Rehabilitation 
Services 

Cardiac  Clinics 

Memphis 

Jay  Sullivan.  M.D. 

Memphis  Cardiac  Clinic 
951  Court  Avenue,  Room  353 
Memphis.  Tennessee  38163 
Phone— 901/528-5750 

Nashville 

Mrs.  Nina  Bogle 
Vanderbilt  Cardiac  Clinic 
Vanderbilt  University  Hospital 
1 161 — 21st  Avenue  South 
Nashville.  Tennessee  37203 
Phone— 615/322-2318 

Knoxville 

Mrs.  Gene  Messer 

East  Tennessee  Cardiac  Clinic 

University  of  Tennessee  Research  Hospital 

Alcoa  Highway 

Knoxville.  Tennessee  37920 

Phone— 615/971-3384 

Chattanooga 

Mrs.  Paula  Failing 
Hamilton  County  Cardiac  Clinic 
Baroness  Erlanger  Hospital 
241  Wiehl  Street 
Chattanooga.  Tennessee  37403 
Phone— 615/755-7645 
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A 53-year-old  male  was  first  seen  in  January  1974 
with  complaints  of  20  lb.  weight  loss  over  6 to  7 months, 
early  a.m.  coughing  and  dyspnea  on  exertion.  The  pa- 
tient denied  hemoptysis,  fevers,  chills,  and  night  sweats. 
He  produced  one  tablespoonful  of  yellowish-white  spu- 
tum in  the  morning.  Initial  chest  x-rays  and  follow  up 
films  nine  months  later  showed  no  change  in  the 
findings.  PA  and  lateral  chest  films  are  demonstrated 
in  Figures  1 and  2. 


Fig.  1 


Fig.  2 


From  the  Departments  of  Radiology,  Vanderbilt  Uni- 
versity Hospital  and  the  Veterans  Administration  Hos- 
pital, Nashville,  Tenn.  37232. 


Further  inquiries  into  the  patient’s  history  revealed 
that  he  had  worked  for  15-to-20  years  as  a heavy  equip- 
ment operator  driving  a truck  in  heavy  limestone  dust 
and  dusty  construction  work.  He  had  no  history  of 
exposure  to  TB.  pneumonia  or  other  lung  disease.  Phys- 
ical examination  was  negative  except  for  increased  AP 
chest  diameter  with  diffuse  hyperresonance.  Routine 
laboratory  studies  were  within  normal  limits.  Sputum 
cytologies  and  acid  fast  smears  were  each  negative 
on  3 occasions.  Tuberculin  skin  test  was  negative. 

X-ray  findings:  A mass  measuring  7 x 3.5  cm  in  PA 
projection  and  8 x 3 cm  in  lateral  projection  is  noted. 
On  the  PA  view  the  mass  is  somewhat  more  radiolucent 
than  one  might  expect  for  its  size.  It  has  a rather 
straight  lateral  border  which  parallels  the  rib  cage.  On 
the  lateral  view,  the  mass  is  spindle-shaped  and  flattened. 
A few  more  nodules  are  seen  in  the  remainder  of  the 
lungs.  Emphysematous  changes  and  bullae  are  also 
present.  The  radiographic  findings  are  typical  for  pro- 
gressive massive  fibrosis  (PMF)  associated  with  sili- 
cosis. 

Diagnosis : Solitary  progressive  massive  fibrosis 
in  silicosis. 


Discussion 

Progressive  massive  fibrosis  (PMF)  has  also 
been  called  conglomerate  pneumoconiosis,  com- 
plicated pneumoconiosis,  and  conglomerate  an- 
cosilicosis.  It  occurs  in  9.6  percent  of  anthra- 
cite (hard  coal)  miners  and  3.8  percent  of  bitumi- 
nous miners.3  However,  it  is  not  an  exclusive 
disease  of  coal  miners.  It  has  been  found  also 
in  coal  handlers  and  other  occupations  associated 
with  silicosis.  The  appearance  of  PMF  is  related 
to  the  amount  of  silica  and  length  of  exposure. 
It  is  uncommon  in  people  with  less  than  15 
years  of  dust  exposure.  There  is  only  a fair 
correlation  between  the  degree  of  nodularity  in 
the  lungs  and  the  presence  or  absence  of  PMF. 
In  occasional  cases  of  PMF  there  is  no  nodularity 
in  the  remainder  of  the  lungs.2  The  presence  of 
satellite  nodules  is  helpful  in  making  the  diag- 
nosis. Calcifications  may  occur  in  PMF.  They 
may  be  eggshell,  in  solid  chunks,  in  small  nodules, 
or  linear  at  the  lateral  margin. 

The  masses  in  PMF  may  closely  simulate  a 
carcinoma  especially  when  solitary.  Fortunately 
there  are  typical  roentgenographic  features  of 
PMF  which  are  helpful  in  distinguishing  PMF 
from  carcinoma.1,3 

Typical  roentgen  features  of  PMF  are: 

1.  Lateral  margin — the  lateral  border  of  the  mass  is 
flat,  often  elongated,  parallels  rib  cage,  and  is  often 
projected  l-to-3  cm  from  costal  margin.  The 
medial  margin  is  often  ill-defined. 

2.  Density — the  mass  is  more  radiolucent  in  PA  view 
than  a spherical  lesion. 

Continued  on  page  32 
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HISTORY 

A 15-year-old  white  female  was  referred  for  evalua- 
tion of  a systolic  murmur  known  since  age  7.  There  was 
no  history  of  rheumatic  fever,  squatting,  cyanosis,  or 
symptoms  suggestive  of  heart  failure.  She  had  occasion- 
ally participated  in  competitive  sports  without  difficulty. 
The  blood  pressure  was  130/70  in  both  arms.  The  jugu- 
lar venous  pulse  was  not  elevated  and  the  A wave  was 
of  normal  amplitude.  No  hepatojugular  reflux  was  pres- 
ent. The  carotid  arteries  were  normal.  The  chest  was 


clear  to  percussion  and  auscultation.  An  anterior  pre- 
cordial lift  was  felt.  A grade  IV/VI  systolic  ejection 
murmur  which  peaks  rather  late  was  heard  in  the  pul- 
monic area  and  radiated  to  the  base  of  the  neck  but  not 
into  the  carotid  arteries.  Si  was  normal.  S2  was  soft  and 
had  only  one  component  best  heard  in  the  aortic  area. 
An  early  ejection  click  in  the  pulmonic  area  decreased 
in  intensity  with  inspiration.  A short,  early  diastolic 
murmur  was  also  noted  on  a later  examination.  There 
was  no  abdominal  organomegaly.  The  peripheral  pulses 
were  normal  with  no  cyanosis,  clubbing  or  edema. 

The  electrocardiogram  and  vectorcardiogram  shown  in 
Fig.  1 and  Fig.  2 were  obtained.  The  chest  x-ray  showed 
an  enlarged  right  ventricle  with  a dilated  main  left 
pulmonary  artery.  No  valvular  calcium  was  noted.  The 
pulmonary  flow  was  normal. 


Fig.  1 


The  vectorcardiogram  seen  in  right  ventricular 
hypertrophy  (RVH)  can  be  classified  into  three 
main  groups  (A-C)  depending  on  the  rotation 
and  orientation  of  the  QRS  vector  loop.1  The 

From  the  St.  Thomas  Hospital,  Department  of  Cardi- 
ology, Nashville,  Tennessee. 


vectorcardiogram  exhibits  “type  A”  right  ventric- 
ular hypertrophy  with  a clockwise  QRS  loop  in 
the  horizontal  plane.  In  the  frontal  plane  the 
QRS  loop  precedes  clockwise  with  the  terminal 
portion  of  the  loop  being  rightward  and  superior. 
The  manifestations  of  this  loop  in  the  12  lead 
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Frontal:  Clockwise  loop  at  80°. 


Right  Sagittal:  Counterclockwise  loop  at  60°. 


Horizontal:  Clockwise  loop  at  80°.  X,Y,Z  Leads:  (1 ) Normal  sinus  rhythm. 


Fig.  2 


electrocardiogram  are  the  large  R in  Vi  and  the 
right  axis  deviation.  Note  that  the  T wave  vector 
is  normal  in  the  frontal  plane  which  produces 
a positive  T wave  in  2,  3 and  AVF.  With  more 
marked  RVH  and  higher  RV  systolic  pressures 
the  T wave  may  become  negative  in  2,  3 and  F 
and  the  anterior  leads  as  the  T vector  rotates 
posteriorly  and  with  lesser  degree  of  RVH,  the 
QRS  in  Vi  may  exhibit  an  RSR  or  notching  in 
a R-R’  complex.2 

Cardiac  catheterization  revealed  a peak  right 
ventricular  systolic  pressure  of  82  mm  Hg  with 
a peak  pulmonary  artery  pressure  of  20  mm  Hg. 
The  right  ventricular  end  diastolic  pressure  was 
8 mm  Hg.  Cardiac  index  was  normal  and  the 
PA  02  saturation  was  70%.  There  was  no  evi- 
dence of  a left  to  right  shunt.  The  right  atrial 


and  right  ventricular  angiogram  showed  isolated 
valvular  pulmonic  stenosis  with  no  significant 
infundibular  stenosis.  The  valve  cusps  were  thick- 
ened and  somewhat  deformed,  and  did  not  show 
the  usual  dome-like  pattern  in  this  anomaly. 

Final  diagnosis:  Isolated  valvular  pulmonic 

stenosis  with  intact  ventricular  septum. 

John  B.  Breinig,  M.D. 
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from  (he  regional  medical 
program/ 


High  Risk  Obstetrics  Program  of  the 
Tennessee  Mid-South  Regional 
Medical  Program 

The  High  Risk  Obstetrics  program  which  is 
currently  being  funded  by  the  Tennessee  Mid- 
South  Regional  Medical  Program  is  a logical 
adjunct  to  the  High  Risk  Newborn  Network 
covering  the  State  of  Tennessee,  discussed  in  the 
December  issue  of  the  Journal.  This  program 
was  initially  funded  by  the  Tennessee  Mid-South 
Regional  Medical  Program  in  May  1973  when 
matching  funds  were  provided  for  the  installation 
of  fetal  monitors  in  five  hospitals  in  the  region. 
These  were  located  in  Shelbyville,  Cookeville, 
Murfreesboro,  Clarksville  and  Hopkinsville,  Ken- 
tucky. Each  of  these  hospitals  provided  half  the 
funds  to  pay  for  a fetal  monitor,  and  matching 
funds  were  provided  by  TMS/RMP,  which  also 
paid  the  rental  fee  for  one  year  for  a Xerox  400 
Telecopier  at  each  institution.  This  means  that 
each  participating  institution  has  access  to  24- 
hour-a-day  consultation  with  the  project  director, 
Frank  H.  Boehm,  M.D.,  of  Vanderbilt  University 
Medical  Center.  Miss  Jane  Hodge,  a nurse  em- 
ployed by  the  program,  is  responsible  for  the 
training  of  the  local  hospital  personnel  in  the 
utilization  of  the  equipment.  She  visits  each 
hospital  once  a month  after  the  initial  training 
sessions  to  provide  consultation  and  further  in- 
struction. As  the  obstetrical  staff  of  each  hos- 
pital become  more  familiar  with  the  monitoring 
equipment,  they  are  more  and  more  often  able 
to  interpret  the  tracings  without  consultation,  al- 
though that  service  is  always  available. 

With  the  allocation  of  additional  funds  in  July 
1974,  seven  more  hospitals  were  added  to  the 
network.  These  are  located  in  Johnson  City, 
Bristol,  Kingsport,  McMinnville,  Cleveland.  Mor- 
ristown, and  Crossville.  In  several  of  the  five 
original  hospitals,  the  personnel  have  now  be- 
come sufficiently  conversant  with  the  use  of  the 
equipment  that  instructional  visits  are  only  neces- 
sary on  a bi-monthly  basis,  and  at  least  one  of 
the  hospitals  is  about  ready  to  relinquish  the 
Telecopier  because  the  staff  at  the  hospital  feels 
confident  about  its  ability  to  use  the  fetal  monitor 
without  the  benefit  of  the  consultation  services. 

The  need  for  such  a system  in  our  area  has 


been  well  documented.  In  1970,  the  national 
perinatal  mortality  rate  was  approximately  19.8 
per  1,000  live  births,  ranking  the  United  States 
14th  among  comparable  nations.  The  incidence 
of  mental  retardation  is  high,  with  approximately 
3%  of  the  population  under  65  suffering  from 
some  degree  of  retardation.  The  incidence  of 
traumatic  deliveries  because  of  incorrect  diag- 
noses of  labor  patterns  and  fetal  distress  is 
thought  to  be  responsible  for  many  cases  of 
cerebral  palsy  and  fetal  damage.  These  three  facts 
alone  would  point  to  the  need  for  such  a fetal 
monitoring  system,  as  it  has  been  shown  by  in- 
vestigation that  monitoring  the  unborn  child  bio- 
chemically or  biophysically  will  reduce  this  peri- 
natal mortality  rate  and  perhaps  decrease  the 
mental  retardation,  cerebal  palsy,  and  fetal  trau- 
ma rates  as  well.1 

The  fetal  monitor  used  in  this  program  is  an 
electronic  device  which  provides  for  obstetricians 
information  about  the  condition  of  the  patient. 
It  allows  for  the  simultaneous  measuring  of  the 
fetal  heartbeat  and  the  labor  activity,  which  then 
can  be  interpreted  for  use  in  the  diagnosis  and 
prognosis  of  fetal  distress.  The  instrument  keeps 
a record  of  the  fetal  heartbeat  in  relation  to  the 
labor  pains  or  contractions.  Subtle  changes  in 
the  heart  rate  or  in  the  contractions  that  would 
indicate  the  advent  of  distress  patterns  are  re- 
corded. This  is  accomplished  externally  by  means 
of  two  elastic  belts  which  are  put  on  the  pa- 
tient. Attached  to  one  belt  is  a round  disc  which 
measures  the  heart  rate  by  sending  a signal  to 
the  fetal  heart  which  is  then  bounced  back  to 
be  recorded  on  a graph.  The  other  device  mon- 
itors the  labor  contractions  by  the  measurement 
of  muscle  movements.  Both  of  these  measure- 
ments utilize  ultrasound  waves  (SONAR).  Mon- 
itoring can  also  be  accomplished  internally  with 
a spiral  electrode,  protected  by  a sleeve,  which 
is  inserted  painlessly  to  the  head  of  the  fetus. 
The  plastic  sleeve  is  then  removed,  and  wires 
attached  to  the  device  provide  a constant  readout 
of  the  fetal  heartbeat. 

Although  insufficient  data  are  available  at  pres- 
ent to  prove  conclusively  that  this  system,  which 
was  pioneered  by  Dr.  Edward  H.  Hon  of  the 
University  of  Southern  California  at  Los  Angeles 
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and  Los  Angeles  County  Hospital,  has  actually 
saved  lives,  there  seems  to  be  little  doubt  that  it 
will  eventually  be  shown  to  be  true.  More  and 
more  evidence  is  being  presented  to  show  that 
use  of  this  fetal  monitoring  system  will  actually 
reduce  the  incidence  of  mental  retardation  by 
prevention  of  the  many  conditions  which  result 
in  the  deprivation  of  oxygen  to  the  fetus. 

From  the  time  of  inception  of  the  program 
through  the  end  of  the  present  grant  period  in 
June  1975,  the  Tennessee  Mid-South  Regional 
Medical  Program  will  have  expended  a total  of 
$63,458  on  this  project.  The  program  became 
operational  in  October  1973,  and  since  that  time 
1082  nurses,  physicians  and  other  hospital  per- 
sonnel have  been  trained  in  the  use  of  the  equip- 
ment. Approximately  2280  patients  have  been 
served  during  the  period  from  October  1973 
through  September  30,  1974. 
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Fetal  Monitor  at  Cumberland  Medical  Center 
in  Crossville 


Dr.  Robert  H.  Wood,  right,  Chief  of  Gynecology  and 
Obstetrics  at  Cumberland  Medical  Center;  Jane  Hodge, 
RN  of  Vanderbilt  Medical  Center  and  RMP;  Patti  Ceter, 
LPN,  Peggy  Welch,  RN  and  Lena  Collins,  RN. 
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X-Ray  . . . 

Continued  from  page  28 

3.  On  lateral  or  oblique  view— the  mass  tends  to  be 
flattened,  thin,  or  spindle-shaped  and  frequently 
parallels  the  major  fissure. 

4.  Associated  findings — presence  of  characteristic  cal- 
cification in  the  lesion  as  mentioned  above  and 
satellite  nodules. 

5.  Location — upper  lung  zones. 

6.  Serial  films — Migration  medially  over  the  course 

of  years. 

— Decrease  in  size  of  the  lesion. 

— Increasing  sharpness  of  the  lateral 
margin  of  the  lesion. 

PMF  typically  starts  in  the  periphery  of  the 
lung.  It  is  thought  to  be  produced  by  coalescence 
of  nodules.  Some  PMF  masses  migrate  medially 
and  may  reach  the  hilum  or  mediastinum  over  a 
period  of  10  or  more  years.  During  this  migra- 
tion PMF  may  assume  a somewhat  spherical 
shape  with  an  irregular  margin  resembling  a 
malignancy.  Small  nodules  of  coal  workers’ 
pneumoconiosis  may  disappear  after  termination 
of  dust  exposure,  while  PMF  may  be  progressive. 

Patients  with  PMF  are  usually  poor  operative 


risks  because  of  chronic  obstructive  lung  disease 
or  other  factors  and  are  less  likely  to  tolerate  un- 
necessary operative  procedures  or  lung  resection. 
Therefore,  it  is  important  to  recognize  the  typical 
roentgenographic  features  described  above.  If 
these  features  are  present  in  association  with 
appropriate  occupational  history,  the  diagnosis 
of  PMF  can  be  made  with  confidence.  The  need 
for  further  diagnostic  or  surgical  procedures  is 
thus  obviated. 

Ying  T.  Lee,  M.D. 

Jose  Zambilowicz,  M.D. 

Guia  P.  Nortell,  M.D. 

References 

1.  Bateson,  EN:  "Analysis  of  155  Solitary  Lung 

Lesions  Illustrating  Differential  Diagnosis  of  Mixed 
Tumors  of  Lung.”  Clin  Rad.  16:51-65.  1965. 

2.  Pendergrass,  EP:  “Silicosis  and  a Few  of  the 
Other  Pneumoconioses:  Observations  of  Certain  Aspects 
of  Problem,  With  Emphasis  on  Role  of  Radiologists.” 
Am  J Roent,  Rad  Therapy  and  Nuclear  Med , 80:1-41, 
1958. 

3.  Williams,  JL,  and  Moller,  GA:  “Solitary  Mass  in 
the  Lungs  of  Coal  Miners.”  Am  J Roent,  Rad  Therapy 
and  Nuclear  Med.  117:765-770,  1973. 


32 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


HEALTH  SUttINUfcfe  Ltcmarcci 
UNIVERSITY  OF  MARYLAND 
RAI  TIMQRE 


THE  COOPER  REVIEW 
(Answers  found  on  page  69) 

1.  A 30-year-old,  previously  healthy  patient,  presents  in  your  office  8 hours  after  the  sudden  onset 
of  extremely  severe  headache,  which  began  in  the  occipital  region  and  quickly  spread  to  become 
generalized.  Pain  has  been  excruciating  since  onset  and  clearly  the  worse  headache  of  her  life. 
General  physical,  neurologic  and  fundoscopic  exams  are  all  normal,  except  for  slight  neck  stiff- 
ness and  discomfort  on  flexion.  She  has  not  been  taking  oral  contraceptive  medication. 

(1)  Your  most  important  diagnostic  concern  initially  is: 

(a)  Migraine  (b)  Tension  Headache  (c)  Sub-arachnoid  Intracranial  Hemorrhage 
(d)  Temporal  (giant  cell)  Arteritis 

(2)  Proper  management  should  be: 

(a)  Heavy  Sedation  (b)  Prompt  Hospitalization  (c)  Injection  of  Ergot  Rx 
(d)  Strong  Narcotic  Analgesic 

(3)  Most  important  diagnostic  study  to  be  done  promptly  is: 

(a)  Skull  X-Ray  (b)  Spinal  Tap  (c)  Brain  Scan  (d)  EEG 

2.  The  most  sensitive  laboratory  test  for  the  detection  of  mild  degrees  of  hypothyroidism  is: 

(a)  serum  protein-bound  iodine  (PBI)  (b)  serum  T4  by  radioimmunoassay  (c)  serum  T4 
by  column  (d)  serum  Tc  uptake  (e)  serum  thyrotropin-stimulating  hormone  (TSH) 
(f)  serum  triiodothyronine 

3.  The  following  is  a list  of  statements  concerning  rheumatoid  arthritis.  Please  answer  TRUE  or 
FALSE. 

(1)  Large  doses  of  salicylates  are  the  initial  treatment  of  choice. 

(2)  Gold  salts,  which  can  induce  long-lasting  remissions  in  rheumatoid  arthritis,  are  also  useful  in 
treatment  of  osteoarthritis  and  gout. 

(3)  Local  injections  of  long  acting  corticosteroid  preparations  are  extremely  dangerous  and 
should  be  avoided  in  the  treatment  of  rheumatoid  arthritis. 

4.  Lithium  Therapy  is  being  increasingly  used  not  only  in  cyclic  types  of  personality  disorders, 
but  also  in  recurrent  depressions.  While  it  is  difficult  at  the  present  time  to  predict  which  patients 
will  respond  well  to  this  medication  in  advance,  and  its  indications  are  determined  mainly  by  trial 
and  error,  however  once  a patient  is  started  on  this  drug  and  found  to  be  beneficial  to  him,  it  is 
usually  anticipated  that  he  will  continue  on  this  medication  for  years,  or  even  indefinitely,  since 
the  characteristics  for  which  the  medication  is  given  are  basically  incurable,  and  last  generally  for 
the  lifetime  of  the  patient.  There  are  two  important  complications  that  must  be  watched  for  in 
Lithium  Therapy  that  the  non-psychiatrist  might  come  across.  What  are  they? 

5.  (1)  The  patient  with  rheumatoid  arthritis  often  presents  with  an  asymmetrical  distribution  of 

joint  involvement.  The  swelling  of  these  joints  is  usually  bony  and  usually  nontender  to 
palpation.  TRUE  or  FALSE 

(2)  The  Westergren  sed.  rate,  although  non-specific,  is  a very  accurate  index  of  disease  activity. 
TRUE  or  FALSE 


“The  Cooper  Review”  is  published  by  the  Department  of  Medical  Education,  The  Cooper  Hospital,  Camden,  New 
Jersey,  Sherman  Garrison,  M.D.,  Director.  Produced  by  the  Medical  Staff  of  The  Cooper  Hospital,  “The  Cooper 
Review”  is  a review  of  clinical  observations  and  contemporary  problems  encountered  by  the  staff. 


JANUARY,  1975 
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Notice  To  All  Members! 


if  Your  Memberships  in  the  Tennessee  Medical  Association  and  Ameri- 
can Medical  Association,  including  subscriptions  to  The  Journal  of 
the  Tennessee  Medical  Association  and  The  Journal  of  the  AM  A 
expired  on  December  31.  Here’s  how  to  renew  them: 

if  Mail  your  dues  immediately  to  the  Secretary  of  Your  County 
Medical  Society. 

if  TMA  dues  are  $80.00.  AMA  membership  dues  are  $110.00.  If  you 
don’t  know  the  amount  of  your  County  Medical  Society  dues,  check 
with  your  local  Secretary. 

if  Many  members  probably  will  want  to  send  one  check  to  cover  local, 
state,  and  national  dues.  Make  Check  Payable  To  Your  County 
Medical  Society. 

if  Your  local  Secretary  or  Treasurer  will  forward  state  and  AMA 
dues  for  you  and  other  members  to  the  Nashville  Office  of  the  TMA. 
That  office  will  transmit  AMA  dues  to  Chicago. 

if  Remember:  As  a part  of  the  privileges  and  services  offered  to  all 
members  of  TMA,  you  will  receive  a year’s  subscription  to  The 
Journal  of  the  Tennessee  Medical  Association  without  cost.  Dues- 
paying  members  of  the  AMA  will  receive  a year’s  subscription  to 
The  Journal  of  the  AMA,  Today's  Health,  and  American  Medical 
News . 

if  The  member  who  becomes  eligible  for  exemption  from  dues,  and  wishes 
to  take  advantage  of  exemption,  should  make  his  wishes  known  to 
the  Secretary  of  his  County  Medical  Society.  After  exemption  has 
once  been  established,  the  member  is  carried  over  from  year  to  year, 
unless  the  status  changes  and  notification  is  received  from  your 
County  Medical  Society. 
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MALPRACTICE  INSURANCE  . . . Every  TMA  member  was  mailed  a special  letter 
on  November  30,  outlining  steps  taken  in  the  critical  malpractice 
insurance  situation  in  Tennessee  . . . The  communication  set  forth  the 
problems  to  the  membership,  and  reported  the  action  that  the  TMA  Committee 
on  Insurance  has  taken,  together  with  rates  for  the  seven  class  schedule 
which  reveal  the  previous  rates,  the  rates  submitted  by  the  Insurance 
Service  Office  (ISO),  and  the  rates  approved  for  the  TMA  carrier,  Shelby 
Mutual  Insurance  Company  of  Ohio  . . . The  Association's  Committee 
headed  off  the  filing  by  all  companies  for  a 250%  increase,  which 
reduced  the  rates  from  the  original  filing  in  the  amount  of  savings 
of  $134.00  in  Category  I,  up  to  a savings  of  $1,094.00  in  Category  VII. 
This  was  based  on  the  $100 , 000-$300 , 000  coverage.  The  only  carrier  at 
present  continuing  to  write  malpractice  insurance  coverage  in  Tennessee  is 
the  TMA's  carrier.  Other  companies  have  not  re-entered  the  market  . . . 

It  was  the  Committee's  intent  to  get  the  best  possible  rate  structure 
obtainable,  and  at  the  same  time  be  certain  that  a carrier  was  available 
to  Tennessee  physicians  for  liability  and  malpractice  coverage  • . . 

The  Committee  is  continuing  to  investigate  all  other  possibilities,  and 
confer  with  any  carriers  that  show  an  interest  in  a plan  where  rates  could 
be  further  reduced. 

v v •t' 

AMA  BUDGET  CRISIS  ...  At  the  AMA  Clinical  Session  of  the  House  of 
Delegates  in  Portland,  the  House  acted  to  adopt  a $60.00  membership 
assessment  for  1975.  This  is  in  addition  to  the  regular  dues  of  $110.00 
. . . AMA's  financial  situation  is  critical,  inasmuch  as  the  reserves  have 
dwindled  to  the  point  of  exhausting  all  liquid  assets  available  and  have 
led  to  borrowing  $2,000,000  to  operate.  In  adopting  the  $60.00  assess- 
ment, the  AMA  House  deferred  consideration  of  a dues  hike  from  the  current 
$110.00  annually  until  the  1975  Annual  Meeting  in  June,  "contingent  upon 
demonstration  by  the  Board  of  stronger  economy  measures  and  improved 
executive  management  of  the  Association's  affairs"  . . • Few  physicians 
have  any  understanding  of  the  depth  and  scope  of  activities  of  AMA,  and 
fail  to  appreciate  the  degree  to  which  their  daily  practices  are  affected 
by  what  AMA  does  and  continues  to  do  for  him  daily.  One  example  is  in 
the  field  of  Medical  Education. 

1.  The  AMA  is  jointly  responsible  with  the  AAMC  for  the  accreditation 
of  114  medical  schools  and  16  medical  schools  in  Canada,  and  bears 
one-half  of  the  annual  cost  of  such  accreditation  procedures  in  the 
continual  monitoring  of  educational  standards. 

2.  The  AMA  is,  and  always  has  been,  the  sole  accrediting  body  for  all 
intern  programs  and  bears  the  total  costs  of  this  activity. 

3.  The  AMA  bears  at  least  one-half  of  the  costs  of  all  the  activities 
of  Residency  Review  Committees  which  are  responsible  for  the  ac- 
creditation of  all  the  residency  programs  in  hospitals.  One-half 

of  the  doctors  who  serve  on  RRC ' s are  there  by  virtue  of  AMA  appoint- 


ments  on  16  of  these  committees  which  are  bipartite,  and  for  the 
appointment  of  one-third  of  the  physician  members  of  those  tripartite 
committees.  It  bears  the  total  costs  of  all  staff  necessary  for  all 
22  Residency  Review  Committees,  and  for  these  functions  alone,  every 
practicing  physician  owes  a daily  debt  of  gratitude. 

4.  The  AMA  is  responsible  for  the  accreditation  of  the  more  than  3,000 
programs  in  continuing  education  for  practicing  physicians. 

5.  The  development  of  essentials  of  training  for  allied  health  pro- 

fessions and  the  accreditation  of  such  programs  are  also  a responsi- 
bility of  the  AMA,  and  all  costs  therefrom  as  well  as  the  others 
enumerated  above  are  borne  by  AMA  by  virtue  of  the  dues  from 
members.  * * * 

AMA  SUCCESS  WITH  KEOGH  LEGISLATION  . . . Very  few  physicians  realize  the 
debt  that  they  owe  to  the  AMA  for  action  taken  relative  to  expansion  of 
Keogh  legislation.  Under  the  revised  version,  a self-employed  individual 
may  contribute  up  to  15%  of  earned  income,  or  $7,500  a year,  whichever 
is  less,  to  qualified  retirement  funds.  Taxes  on  these  contributions  and 
on  the  investments  they  generate  is  deferred  until  you  retire.  So,  how 
are  you  saving  money?  Let’s  say  that  a physician  during  his  working 
years,  is  in  the  40%  tax  bracket  and  contributing  to  these  retirement 
funds,  and  upon  retirement  drops  to  the  20%  bracket.  By  paying  tax  on 
his  $7,500  contribution  annually  at  the  rate  of  20%,  rather  than  40%, 
he  is  saving  $1,500  a year.  That  is  7%  times  the  proposed  AMA  dues  in- 
crease. It  took  a persistent  20-year  drive  to  get  Congress  to  adopt  this 
plan,  and  AMA  spearheaded  that  drive  . . . Beyond  these  are  many  specific 
tangible  benefits  which  physicians  continually  receive  from  AMA,  as  well 
as  those  important  intangible  benefits  of  AMA  leadership  at  the  national 
level.  * * * 

THE  MEDIX  PROGRAM  . . • Medix  is  a weekly  one-half  hour  TV  program  for 
public  interest  revealing  a realistic  picture  of  Medicine  and  the 
physician.  It  keeps  the  public  informed  on  the  good  things  that  they 
need  to  know  to  be  healthy,  and  it  puts  the  physician  in  a good  light  by 
showing  that  they  are  not  only  highly  trained,  skilled  professionals,  but 
concerned  citizens  and  real  people.  It  keeps  the  physician’s  name  before 
the  community  . . • County  medical  societies  can  take  advantage  of  these 
weekly  one-half  hour  programs  in  the  television  areas  of  Tennessee  . . • 
The  Burroughs-Wellcome  Company  has  contracted  to  bring  this  series  to  the 
public  nationwide  in  1975.  Burroughs-Wellcome  will  share  the  credit 
with  sponsoring  medical  societies  to  bring  this  series  to  the  public. 
County  societies  are  urged  to  consider  approval  of  the  program  sponsored 
by  the  local  medical  society.  For  further  information,  contact  the 
TMA  Communications  and  Public  Service  Committee. 

sl« 
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COULD  YOU  USE  THIS  IN  YOUR  OFFICE?  . . . "The  person  who  said  he  is  above 
politics  is  really  saying  that  democracy  is  beneath  him."  To  obtain  a 
ten-inch,  color  plaque  bearing  the  previous  statement,  write  the  American 
Medical  Political  Action  Committee,  520  North  Michigan  Avenue,  Chicago, 
Illinois  60611.  * * * 

SOCIAL  SECURITY  TAX  BASE  GOES  TO  $14,100  ...  In  1972,  when  Congress 
amended  the  Social  Security  Law  to  provide  for  an  automatic  increase 
in  benefits  based  on  the  Cost-of-Living  Index,  it  also  included  a formula 
which  would  bring  about  a corresponding  increase  in  the  tax  base  . • • 

This  was  not  publicized  at  the  time  because  Congress,  as  in  the  past,  set 
forth  stated  amounts  for  base  increases  including  that  of  $13,200  for 
1974.  Effective  January  1,  1975,  the  new  base  becomes  $14,100.  This  also 
means  that  each  year,  as  the  average  wage  being  paid  increases,  there  will 
be  a new  and  higher  base.  The  present  tax  rate  of  5.85%  has  not  been 
changed. 


LEGISLATIVE  COMMITTEE  TO  SPONSOR  CONFERENCE  ...  The  third  biennial 
Legislative  Conference  will  be  conducted  by  the  TMA  Legislative  Committee 
on  Sunday,  February  16,  1975.  The  one-day  conference  will  begin  at 
9:00  a.m.  and  will  conclude  at  3:00  p.m.  and  will  be  held  at  the  Nashville 
Airport  Rodeway  Inn  (Briley  Parkway  and  1-40).  More  than  150  county 
society  officers,  legislative  committee  members,  legislative  contact 
doctors,  auxiliarians  and  interested  physicians  are  expected  to  attend. 
Legislation  of  interest  to  TMA,  the  Department  of  Public  Health  and 
Department  of  Mental  Health  will  be  discussed.  Mr.  Harry  Hinton,  director 
of  the  AMA  Washington  office,  will  discuss  pending  and  proposed  National 
Health  Care  Legislation.  Dr.  Jack  Lewis  of  Dayton,  Ohio,  immediate-past 
chairman  of  the  Board  of  AMPAC  (American  Medical  Political  Action  Com- 
mittee) will  participate  on  the  program  and  several  members  of  the 
Tennessee  General  Assembly  have  been  invited  to  participate  on  a panel 
discussion  which  will  afford  those  attending  to  ask  specific  questions 
regarding  state  legislative  matters.  Members  planning  to  attend  should 
notify  TMA  Headquarters  in  order  to  be  pre-registered. 


vly  «JU  O. 
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GENERAL  ASSEMBLY  TO  CONVENE  . . . The  89th  Tennessee  General  Assembly  will 
begin  its  regular  session  Tuesday,  February  25,  1975.  The  new  Assembly 
met  initially  January  7th  for  its  required  organizational  session  at  which 
time  Senator  John  Wilder  of  Somerville  and  Representative  Ned  McWherter  of 
Dresden  were  elected  speakers  of  the  Senate  and  House  of  Representatives, 
respectively.  Committee  chairmen  were  also  named  by  the  speakers  as  well 
as  members  of  the  various  committees  of  both  bodies. 


FIRST  AID  STATION  NEEDS  VOLUNTEERS  . . . TMA  and  the  Tennessee  Hospital 
Association  will  again  provide  a First  Aid  Station  in  the  State  Capitol 
for  members  of  the  General  Assembly  and  staff.  First  begun  in  1967,  the 
facility  has  proven  to  be  a most  welcome  service  on  Capitol  Hill.  As 
in  the  past,  THA  will  provide  the  services  of  a Registered  Nurse  and 
TMA  will  furnish  a volunteer  Physician  each  day  the  facility  is  in 
operation.  Any  TMA  members  who  desire  to  serve  one  day  during  the  months 
of  March,  April  or  May  are  urged  to  contact  TMA  Headquarters.  The 
facility  will  operate  each  Tuesday,  Wednesday  and  Thursday  from  Mid- 
morning until  Mid-afternoon. 
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The  AMA  and  Other  professional  organizations 
will  cooperate  in  the  development  of  a major  real 
estate  complex  on  four  blocks  adjoining  the  AMA 
Headquarters.  Long-range  plans  include  a profes- 
sional association  campus  and  a center  for  con- 
tinuing education.  The  campus  will  be  built  on 
land  owned  by  the  AMA  and  the  AMA  Members 
Retirement  Plan,  but  neither  will  own  any  build- 
ings in  the  complex.  The  land  will  be  leased  to 
the  Urban  Investment  and  Development  Co.  of 
Chicago,  which  will  plan  and  develop  the  property. 
The  first  construction  is  planned  for  mid-1975 
and  will  probably  continue  for  ten  years. 

$30  million  will  be  awarded  by  the  Robert  Wood 
Johnson  Foundation  to  approximately  60  com- 
munity hospitals  and  their  medical  staffs  to  as- 
sist in  establishing  primary  care  group  practices 
over  the  next  five  years.  About  900  community 
hospitals  have  received  invitations  to  submit 
proposals.  The  awards  will  be  announced  in  1976. 
Every  state  is  expected  to  have  at  least  one  pro- 
gram in  which  groups  of  three  or  more  full-time 
physicians  offer  round-the-clock  primary  care 
for  up  to  15,000  people  each. 

Fifty  national  non-governmental  organizations 
will  establish  a National  Commission  on  Confi- 
dentiality of  and  Access  to  Health  Care  Records. 
The  commission  will  make  studies  and  recom- 
mendations, and  will  encourage  member  organ- 
izations to  seek  legislative  action.  The  commis- 
sion grew  out  of  a conference  on  the  subject  of 
confidentiality,  sponsored  by  the  AMA  and  other 
groups.  There,  a study  group  recommended  that 
all  information  used  by  PSROs  be  considered 
confidential  and  that  PSROs  be  exempted  from 
state  laws  requiring  the  reporting  of  certain 
health  data. 

There  are  eight  fewer  acupuncture  clinics  in  the 
Washington,  D.C.  area  today  than  there  were  nine 
months  ago.  Then,  a dozen  clinics  employed  about 
50  Oriental  acupuncturists,  and  now  there  are 
only  four  clinics  and  a total  of  eight  acupunc- 
turists. Patient  loads  have  decreased  from  about 
200  a day  to  about  25.  The  demise  of  the  clinics 
in  the  D.C.  area  is  the  result  of  a survey  of  them 
by  the  Medical  Society  of  District  of  Columbia, 
a call  for  speedy  improvements,  mounting  public 
reaction,  and  the  recommendation  from  the  AMA’s 
delegation  to  China  that  acupuncture  be  allowed 
in  the  U.S.  only  as  an  experimental  treatment. 


Oregon  and  Mississippi  have  laws  requiring 
the  use  of  the  AMA’s  uniform  claim  form  for 
health  insurance.  The  Oregon  law  requires  all 
third-party  payers  to  use  the  form.  Mississippi, 
where  the  law  requires  the  state  insurance  com- 
missioner to  mandate  a uniform  form  for  all 
insurance  companies,  has  opted  for  the  AMA 
form.  Since  the  form  was  introduced  a year  ago, 
the  AMA  has  supplied  more  than  3 million  cop- 
ies. Single  forms  (OP-407)  costing  $18.50  per 
thousand;  duplicate  forms  (OP-408);  and  continu- 
ous forms  for  computer  use  (OP-409),  each  cost- 
ing $28  per  thousand,  are  available  from  Order 
Dept.,  AMA  Headquarters. 

The  National  Cancer  institute  will  conduct  a 
continuing  survey  of  cancer  data  in  regions  with 
populations  of  23  million.  The  project,  costing 
$3.5  million  a year,  will  help  NCI  determine  na- 
tional trends  in  cancer  and  evaluate  the  results 
of  diagnosis  and  treatment. 

53,597  medical  students  are  enrolled  in  the 
nation’s  114  medical  schools  this  year,  a 5%  in- 
crease over  the  50,716  reported  in  1973-1974. 
Of  the  total  14,763  first-year  students,  22%  are 
women.  There  are  1,106  black  first-year  stu- 
dents, and  8%  increase  over  last  year. 

The  deadline  for  entries  in  the  AMA’s  1974 
Journalism  Awards  Program  is  Feb.  3,  1975. 
Cash  awards  of  $1,000  each  will  be  presented  in 
the  categories  of  magazine  articles,  newspaper 
reporting,  television  programs,  radio  programs, 
and  editorial  writing.  Submit  entries  to  Journal- 
ism Awards  Committee,  AMA  Headquarters. 
Available  from  AMA:  Distribution  of  Physi- 
cians in  the  U.S.,  1973,  a publication  from  the 
Center  for  Research  and  Development.  OP-399 
is  available  for  $6.00  each  for  1-10  copies;  $5.40 
each  for  11-49;  and  $4.80  each  for  50  or  more 
from  Order  Dept.,  AMA  Headquarters.  Copies 
mailed  to  foreign  countries  are  $6.50  each... 
Two  pamphlets,  “Your  Blood  Pressure”  (OP-44) 
and  “So  You  Have  High  Blood  Pressure”  (OP-202). 
To  order  OP-44—150  each  for  1-99  copies  and 
70  each  for  100-499  copies,  or  OP-202--300 
each  for  1-99  copies  and  250  each  for  100-499— 
write  Order  Dept.,  AMA  Headquarters. . .“Dona- 
tion of  Bodies  or  Organs  for  Transplantation  and 
Medical  Science,”  an  AMA  pamphlet.  OP-371  is 
300  each  for  1-99  copies,  220  for  100-499,  and 
200  for  1,000  or  more  from  Order  Dept.,  AMA 
Headquarters. 


E.  Kent  Carter 
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New  Year  s Resolutions 9 Are  They  loo  Late? 

The  new  year  is  with  us.  It  may  be  too  late  for  resolutions.  However, 
these  are  strange  and  unusual  times  for  Medicine.  The  patient  is  fine;  the 
doctor  is  restless  and  uneasy;  the  winds  of  change  are  being  fanned  by  the 
politician  who  in  turn  is  prodded  by  the  patient  who  is  being  agitated  by 
the  social  reformers.  The  patient  prodding  can  only  be  stopped  by 
convincing  him  that  medical  care  is  good  and  physicians  are  concerned 
about  him. 

Dr.  Francis  Peabody  of  Harvard  University  once  said,  “The  secret  of  the 
care  of  the  patient  is  caring  for  the  patient.”  Let  us  try  to  de-emphasize 
curing  and  accentuate  caring.  Would  these  New  Year’s  resolutions  be 
helpful? 

PERSONAL  RESOLUTIONS  FOR  THE  PHYSICIAN  HIMSELF: 

1.  Improve  office  routine  to  cut  down  patient  waiting. 

2.  Be  more  communicative  and  courteous  to  patients.  Explain  the 
diagnosis,  the  treatment  and  the  prognosis. 

3.  Demand  that  employees  be  kind  and  considerate  to  the  patient.  Your 
employee  is  your  ambassador. 

4.  Specialists  reflect  on  the  referring  physician.  Do  not  be  too 
specialized  to  be  human. 


COOPERATIVE  RESOLUTION  INVOLVING  THE  ENTIRE 
PHYSICIAN  COMMUNITY: 

1.  Establish  a cooperative  appointment  schedule  in  each  community  or 
area  to  avoid  long  waiting  periods  for  patient  appointment. 


DO  AND  DON’T  RESOLUTIONS  FOR  THE  PHYSICIAN: 

1.  Do  not  over-utilize  the  hospital  bed. 

2.  Do  not  over-utilize  ancillary  facilities. 

3.  Do  not  over-utilize  prescription  drugs. 

4.  Do  have  the  guts  to  put  your  colleagues  who  get  out  of  line  back 
into  line. 

5.  Do  have  the  guts  to  support  good  medical  care  evaluation. 

6.  Do  stand  up  and  be  counted,  support  the  good  things  in  Medicine, 
and  help  make  changes  where  changes  are  needed  to  improve  patient  care. 

7.  Do  not  support  those  who  demand  change  simply  for  the  sake  of  change. 

8.  Do  support  and  work  with  your  local,  state  and  national  organizations 
as  they  attempt  to  represent  you. 

I believe  these  resolutions,  if  adopted  by  practicing  physicians  in  our 
state  and  our  country,  will  pull  the  patients  back  into  the  fold  of  Medicine 
and  engender  their  support  in  our  efforts  to  effect  and  maintain  what  we 
feel  is  the  best  in  health  care. 


Yours  truly, 


President 
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editorial/ 


Cross-Roads  1975 

A light  rain  was  falling — the  usual  for  Portland 
at  this  time  of  year — as  the  United  Airlines  707 
touched  down,  bringing  with  it  a load  of  dele- 
gates to  begin  a new  AMA  fiscal  year  with  a 
scientifically  stimulating  clinical  convention.  But 
the  weather  set  the  mood  for  the  concurrent  meet- 
ing of  the  House  of  Delegates,  which  was  to  be 
stormy  and  seemingly  endless. 

It  is  appropriate  for  this  New  Year’s  editorial 
to  concern  itself  with  the  problems  of  our  national 
organization  in  a year  which  will  no  doubt  prove 
to  be  a critical  one  in  its  long  history,  for  we  are, 
whether  we  like  it  or  not,  and  even  though  some 
refuse  to  face  it,  at  a cross-roads.  The  AMA, 
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at  the  end  of  five  years  of  deficit  spending,  faces 
bankruptcy.  A proposed  dues  increase  in  1969, 
realistic  in  light  of  projected  needs,  was  halved 
by  the  House  of  Delegates,  so  that  in  order  to 
continue  its  mandated  programs,  the  AMA  began 
to  cut  into  its  reserves.  It  has  as  of  now  not 
only  no  reserves,  but  has  a debt  consisting  of 
over  2 million  dollars  worth  of  short  term  notes, 
outstanding  against  dues  payable  the  first  of 
1975. 

It  is  easy  to  condemn  the  AMA  staff  and 
the  Board  of  Trustees  for  mismanagement,  and 
for  the  uninitiated,  this  is  the  logical  approach. 
It  is  the  one  taken  by  a majority  of  AMA  mem- 
bers, as  well  as,  oddly  enough,  many  of  the 
delegates.  As  one  Trustee  remarked,  “You  elect 
your  most  trusted  friend  a trustee,  and  he  be- 
comes an  instant  bastard!”  The  problem  though 
must  rest  largely  at  the  feet  of  a membership 
unwilling  to  inform  itself  on  the  issues,  resulting 
in  a timid  and  confused  house  which  was  trying 
to  carry  out  the  wishes  of  its  uninformed  con- 
stituency and  at  the  same  time  face  pressing 
realities.  The  obvious  inconsistencies  of  these 
positions  produced  a long,  drawn  out  parliamen- 
tary horror. 

I need  to  say  at  this  point  that  the  general 
attitude  was  not  reflected  in  our  own  delegation. 
Their  diligence  and  their  grasp  of  the  issues  be- 
fore them  was  impressive.  They  had  done  their 
homework  well,  and  were  willing  to  work  toward 
necessary  though  unpopular  ends.  Much  of  the 
burden  of  all  of  the  confusion  fell  on  one  of 
our  delegates,  Speaker  of  the  House  Tom  Nesbitt, 
who  in  spite  of  several  20  hour  days  of  hard 
work  maintained  full  control  of  the  difficult  situ- 
ation. The  entire  delegation  worked  hard,  begin- 
ning each  long  day  with  a 7 a.m.  breakfast 
caucus.  One  of  our  delegates,  Roy  Tyrer,  of 
Memphis,  was  a reference  committee  chairman, 
a difficult  and  tiring  job. 

Unfortunately,  my  general  reaction  toward  the 
convention  was  somewhat  negative,  due  largely 
to  two  related  impressions.  These  were  the  un- 
willingness or  inability  of  the  House  to  come  to 
grips  with  the  issues,  and  the  attitude  that  they 
had  to  act  as  a 247  member  reference  committee 
on  every  issue,  possibly  stemming  at  least  in 
part  from  an  unwillingness  to  trust  the  Board  of 
Trustees  to  perform  its  constitutionally  mandated 
functions.  The  result  was  endless  debate  on  fi- 
nances, to  no  useful  end,  seriously  impeding 
action  on  the  many  other  pressing  issues  before 
the  House.  One  could  not  avoid  the  feeling  that 
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there  was  an  attempt  on  the  part  of  everyone — 
Board  and  House — to  find  a scape-goat.  Perhaps 
the  Board’s  failure  was  in  not  keeping  the  House, 
and  the  membership,  adequately  informed  as  to 
our  perilous  financial  situation. 

The  Board  of  Trustees  is  charged  by  the  con- 
stitution of  the  AMA,  and  by  the  laws  of  the 
State  of  Illinois,  under  which  it  is  incorporated, 
with  fiscal  responsibility  for  the  association.  It 
is  required  by  both  to  keep  us  solvent.  It  there- 
fore took  steps  to  effect  this,  consistent  with  its 
income,  and  in  so  doing  cut  a number  of  ser- 
vices. The  House,  reflecting  no  doubt  the  mood 
of  its  constituents,  took  umbrage  at  this,  and 
passed  resolutions  requiring  that  these  services 
be  retained,  without  taking  the  necessary  steps 
to  fund  them.  A few  stop-gap  measures  were 
passed,  such  as  a special  assessment,  but  most 
of  the  responsibility  was  dumped  on  a subsequent 
House. 

This  editorial  must  end  with  a fervent  plea. 

1 know  there  are  many  who  say  the  AMA  does 
nothing  for  them.  While  it  is  true  that  because 
of  its  diverse  make-up  there  can  be  no  such 
thing  as  a unified  voice  in  American  medicine, 
and  no  body  can  speak  for  all  of  us  in  every 
instance,  for  medicine  to  have  no  voice  at  all 
is  unthinkable,  yet  this  would  be  the  result  of 
having  no  AMA.  It  should  be  apparent  that  in 
these  days  of  inflation,  when  the  price  tag  on 
everything  else  is  going  up,  more  money  will 
be  required  to  perform  the  same  services.  Yet 
time  and  again  we  heard  delegates  say  that  if 
dues  were  increased  there  would  be  an  offsetting 
decrease  in  membership.  We  can't  let  it  happen 
in  Tennessee. 

There  will  be  a special  assessment,  which  will 
no  more  than  take  up  the  present  slack.  The  dues 
increase  was  punted  to  the  June  session  of  the 
House.  The  increase  will  have  to  come  if  the 
American  Medical  Association  is  to  remain 
viable.  It  is  unthinkable  that  any  of  you  would 
contribute  to  its  demise.  No  union's  dues  are  as 
low  as  the  combined  dues  we  pay,  and  Tennes- 
see’s dues  are  among  the  lowest  of  any  of  the 
states.  This  is  not  an  idle  threat.  The  future  of 
the  AMA  hinges  on  what  will  be  done  in  June. 
It  will  require  more  money.  What  will  you  do? 

J.B.T. 

2 — 1=0 

It  is  an  interesting  and  distressing  fact  that 
there  has  been  no  improvement  in  the  mortality 
rate  for  cancer  of  the  breast  since  1950.  During 


this  period,  the  numbers  of  patients  dying  of  this 
disease  have  increased  significantly,  almost  exactly 
offsetting  the  decrease  in  deaths  from  carcinoma 
of  the  cervix,  so  that  in  spite  of  the  good  record 
of  the  Pap  smear,  as  many  women  as  ever  are 
dying  of  cancer  of  the  female  genital  tract  and 
breast. 

In  the  past  few  months  there  has  been  an 
astounding  explosion  of  breast  cases  on  the 
operative  schedules  of  all  the  hospitals  I know 
anything  about.  This  seems  to  be  the  result  of  a 
rather  remarkable  set  of  circumstances.  In  the 
past  year  or  so  mammography  has  come  into  its 
own  and  there  has  been  a push  for  screening  of 
high  risk  populations  on  the  part  of  the  American 
Cancer  Society  and  the  Breast  Cancer  Task  Force 
of  the  NIH.  During  this  same  period  the  concept 
of  carcinoma-in-situ  of  the  breast  lobules  has  been 
widely  accepted.  Then  came  the  most  remarkable 
event  of  all.  one  which  is  sending  women  in  droves 
to  have  their  breasts  examined.  Within  the  space 
of  a few  short  weeks  the  wife  of  the  President  of 
the  United  States  and  the  wife  of  the  nominee  for 
vice-president  had  widely  publicized  operations  for 
breast  cancer. 

We  now  have  the  capability  of  picking  up  very 
early  breast  cancers  and  almost  daily  in  the  hos- 
pital where  I am  the  surgical  pathologist  we  are 
seeing  the  removal  of  cancers  which  were  non- 
palpabie.  Many  surgical  groups  are  even  now 
advocating  modified  radical  mastectomy,  in  which 
the  pectoral  muscles  are  spared,  for  infiltrating 
cancer.  It  is  conceivable  that  in  the  not  too  dis- 
tant future  most  lesions  will  be  discovered  early, 
and  even  less  mutilating  operations  will  be  the 
rule. 

For  now,  though,  we  are  daily  turning  out  large 
numbers  of  maimed  women,  some  of  whom  take 
it  philosophically.  But  many,  or  even  perhaps 
most,  become  even  more  psychologically  than 
physically  crippled,  feeling  themselves  to  be  some- 
thing less  than  a woman.  They  need  all  the  help 
they  can  get. 

One  of  the  most  effective  aids  to  mastectomy 
patients  has  been  the  Reach-To-Recovery  Pro- 
gram, sponsored  by  the  American  Cancer  Society, 
which  has  been  reported  and  editorialized  on  at 
length  in  this  Journal  and  in  both  the  medical 
and  lay  press  generally.  Yet  it  is  sad  but  true  that 
many  women  are  deprived  of  this  tremendous 
physical  and  psychological  boost  because  of  op- 
position by  their  surgeons.  Why  this  should  be  so 
escapes  me,  but  it  is,  in  spite  of  the  widely 
demonstrated  physical  benefits,  not  to  mention  the 
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psychological  support  it  affords. 

A major  segment  of  the  scientific  program  of 
the  AMA  in  Portland  last  month,  the  first  to  be 
sponsored  jointly  by  the  Auxiliary,  was  devoted 
to  the  problems  of  the  mastectomy  patient.  One 
presentation  dealt  with  reconstructive  operations, 
and  the  results  were  little  short  of  miraculous.  A 
report  by  Dr.  William  Cocke  on  this  surgery,  with 
case  presentations,  is  carried  in  this  issue  of  the 
Journal  (see  page  15). 

It  cannot  be  stated  too  often  that  in  spite  of  all 
of  our  scientific  advances,  medicine  still  must  be 
very  much  an  art.  It  is  the  sometime  failure  on 
our  part  to  remember  this  that  has  produced  much 
of  the  public  alienation  toward  the  medical  pro- 
fession. We  need  to  be  doctors,  and  not  mere 
technicians,  as  is  too  often  the  case  with  all  of  us, 
but  especially  with  surgeons.  As  Dr.  Cocke  points 
out,  most  of  these  patients  need  all  the  support 
they  can  get,  from  their  doctors,  from  their  hus- 
bands, and  from  their  friends.  Some,  especially 
the  younger  women,  will  be  vastly  helped  by 
reconstructive  surgery.  And  they  all  desperately 
need  “Reach-to-Recovery,”  which  is  so  simple  to 
obtain,  and  which  costs  them  nothing.  Their 
doctor  need  only  ask! 

J.B.T. 

For  the  Children:  Reprise 

In  the  running  fight  which  has  been  going  on 
over  the  past  few  years  between  those  trying  to 
prove  everything  is  wrong  with  American  Med- 
icine and  those  countering  their  claims,  one  set  of 
statistics  which  keeps  cropping  up  is  the  infant 
mortality  rate.  A widely  quoted  figure  is  that  in  a 
group  of  comparable  countries,  the  United  States 
ranks  tenth.  This  is  countered  by  the  allegation 
that  the  data  are  spurious  because  of  different 
methods  of  reporting,  and  that  things  aren’t  really 
that  bad  here  at  home. 

The  data  may  or  may  not  be  spurious,  but  the 
argument  is  in  either  case  specious,  because  in  any 
set  of  data,  with  the  individual  it  is  always  100 
percent — he  either  makes  it  or  he  doesn’t.  Every- 
one is  agreed  that  any  perinatal  death  at  all  is  one 
too  many. 

The  Regional  Medical  Programs  have  been 
variously  praised  and  maligned,  and  often  have 
appeared  to  be  no  more  than  a tempest  in  a tea- 
pot, without  any  real  goals  or  direction.  A lot  of 
money  was  poured  into  them  initially,  with  little 
to  show  for  it.  Then  about  the  time  they  really 
got  cranked  up  and  going,  the  rug  was  pulled  out 
from  under  them,  and  the  jury-rigged  structure 
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that  had  begun  to  appear  solid  had  to  be  dis- 
mantled. 

Certainly  one  of  the  most  valuable  and  lasting 
contributions  of  the  RMP  to  the  citizens  of  Ten- 
nessee has  been  in  the  area  of  perinatal  care. 
Last  month  the  Journal  published  a report  on 
the  program  for  the  care  of  high-risk  newborn 
infants.  This  month  we  have  two  reports  on 
the  fetal  monitoring  program — a paper  from  the 
director  of  the  program,  Dr.  Frank  Boehm,  and 
a report  from  the  TMS/RMP  staff,  to  which  I 
direct  your  attention. 

In  spite  of  pleas  on  the  part  of  the  nation’s 
leaders  for  us  to  unite,  people  seem  to  be  be- 
coming more  and  more  polarized  on  more  and 
more  issues.  For  this  we  blame  the  leaders  them- 
selves, Viet  Nam,  the  economy,  Watergate, 
partisan  politics — you  name  it.  It  is  therefore  re- 
freshing to  find  this  area  of  well-oiled  coopera- 
tion between  what  are  sometimes  uncomfortable 
bedfellows:  a government  agency,  academe,  and 
the  private  sector  of  medicine.  It  certainly  is  in 
a good  cause.  It  might  even  set  an  example. 

J.B.T. 


To  the  Editor: 

I am  enclosing  a copy  of  the  latest  Public  Health 
Service  treatment  schedules  for  gonorrhea.  They  have 
been  developed  in  conjunction  with  a highly  qualified 
group  of  medical  experts,  and  we  believe  they  will  be 
of  interest  and  of  use  to  physicians. 

I would  appreciate  it  if  you  would  consider  publish- 
ing the  new  therapy  schedules  in  your  journal.  I am 
asking  other  journals  to  publish  the  schedules  as  well, 
in  an  effort  to  give  them  as  wide  and  as  rapid  a 
distribution  as  possible.  1 feel  this  is  needed,  in  view 
of  our  current  pandemic  of  gonorrhea. 

Thank  you  for  your  help. 

Ralph  H.  Henderson,  M.D.,  Director 
Venereal  Disease  Control  Division 
Bureau  of  State  Services 


ABBOTT,  SARA  E.,  Memphis.  Died  November  8,  1974, 
age  55.  Graduated  University  of  Tennessee,  1953. 
Member  of  Memphis-Shelby  County  Medical  Society. 
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CARPENTER,  WILLIAM  NEEL,  Union  City.  Died 
November  13,  1974,  age  56.  Graduated  University  of 
Tennessee,  1945.  Member  of  Northwest  Tennessee 
Academy  of  Medicine. 

CHISOLM,  JOSEPH  MOFFATT,  Memphis.  Died  No- 
vember 3,  1974,  age  64.  Graduated  University  of  Ten- 
nessee, 1935.  Member  of  Memphis-Shelby  County 
Medical  Society. 

MAUL,  EUGENE  M.,  Kingsport.  Died  November  6, 
1974,  age  54.  Graduated  University  of  Colorado,  1944. 
Member  of  Sullivan-Johnson  County  Medical  Society. 

TIPTON,  MALCOLM  T.,  Union  City.  Died  November 
24,  1974,  age  71.  Graduated  University  of  Tennessee. 
1927.  Member  Northwest  Tennessee  Academy  of 
Medicine. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association. 

GREENE  COUNTY  MEDICAL  SOCIETY 

James  F.  Easterly.  M.D.,  Greeneville 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Paul  Dwight  Beery,  Jr.,  M.D.,  Memphis 
Stephen  Lane  Gammill,  M.D.,  Memphis 
Howard  Ralph  Horn,  M.D.,  Memphis 
Larry  B.  Newman,  M.D.,  Memphis 
John  D.  Simpson,  Jr.,  M.D.,  Memphis 
Indu  A.  Tejwani,  M.D.,  Memphis 
Joseph  Martin  VandeWater,  M.D.,  Memphis 
Charles  Votava,  Jr.,  M.D.,  Memphis 
Robert  R.  West,  M.D..  Memphis 

SULLIVAN-JOHNSON  COUNTY 
MEDICAL  SOCIETY 

Robert  H.  Williams.  M.D..  Kingsport 

WASHINGTON-CARTER-UNICOI  COUNTY 
MEDICAL  ASSOCIATION 

Gay  K.  Battle,  M.D.,  Johnson  City 
Brian  H.  Dunkelberger.  M.D.,  Johnson  City 
Robert  G.  Hutchins.  M.D..  Johnson  City 
Ralph  E.  Myers,  M.D..  Elizabethton 
Ernest  M.  Nielsen,  M.D.,  Mountain  Home 


program/  and  new / of 
medical  /ocietie/ 


Knoxville  Academy  of  Medicine 

The  Academy  met  on  November  12  at  the  KAM 
headquarters.  The  Continuing  Medical  Education  Pro- 


gram consisted  of  the  following:  Surgery — A discussion 
on,  “Fluids,  Electrolytes,  and  Acid-Base  Balance  in  the 
Surgical  Patient.”  The  program  was  moderated  by  Dr. 
J.  Serge  LeBel  and  discussants  included  Dr.  James  V. 
Lewis — “Maintenance  and  Replacement  Fluid  Therapy”; 
Dr.  J.  Serge  LeBel — “Problems  Relating  to  Hyperali- 
mentation”; Dr.  Richard  A.  Obenour — “Pulmonary 
Regulation  and  Problems  Relating  to  Chronic  Lung 
Disease”;  Dr.  Roland  F.  Regester — “Kidney  Regulation 
and  Problems  Related  to  Chronic  Renal  Disease." 

Pediatrics — Dr.  Alanson  Hinman.  Associate  Professor 
of  Pediatrics,  Bowman  Gray  School  of  Medicine  spoke 
on  “Minimal  Brain  Dysfunction.” 

Urology — Dr.  William  O.  Miller  arranged  for  the 
showing  of  a film  entitled,  “New  Concepts  in  Urinary 
Infections.”  After  the  showing  of  the  film,  Drs.  Tom 
Stamey,  James  Glenn  and  others  discussed  the  film. 

Radiology — Various  members  from  the  Department  of 
Radiology,  E.  Tennessee  Baptist  Hospital  were  in  charge 
of  discussing  interesting  cases. 

Ophthalmology — Dr.  William  R.  Sullivan  spoke  on 
“Bullous  Keratopathy.” 

Anesthesiology— Dr.  Larry  Sheely  spoke  on  “Electro- 
cardiology  for  Anesthetists.” 

Pathology — Area  pathologists  viewed  and  discussed 
various  slides. 

At  the  December  10  meeting,  the  following  officers 
were  elected  for  1975:  President-Elect,  Robert  B. 

Gilbertson;  Vice-President,  I.  Reid  Collmann;  Secretary. 
Henry  H.  Long;  Treasurer,  William  G.  Laing;  Judicial 
Council  Members,  Daniel  F.  Beals,  Felix  G.  Line;  Exec- 
utive Committee,  Walter  C.  Beahm,  Richard  L.  Hobart. 
Rolland  F.  Regester.  The  incoming  President  is  Dr. 
William  O.  Miller. 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

Dr.  Dan  Sanders  was  named  President-Elect  for  the 
coming  year.  He  will  succeed  Dr.  David  Pickens.  1975 
Academy  President,  in  January  1976.  Elected  to  the 
Board  of  Directors  for  3-year  terms  were  Drs.  B.  K. 
Hibbett  and  John  Tudor.  Incumbent  elective  members 
of  the  Board  are  Drs.  Robert  Bomar.  James  Hays.  Ralph 
Massie,  and  John  Sawyers.  President  Pickens.  President- 
Elect  Sanders,  Fred  Rowe,  Secretary-Treasurer,  and 
George  Holcomb,  immediate  Past  President,  serve  the 
Board  as  ex-officio  members.  Dr.  Holcomb  was  recently 
elected  by  the  Board  to  serve  as  1975  Chairman. 

Named  as  Regular  Delegates  to  the  TMA  House  of 
Delegates  for  3-year  terms  were  Drs.  Robert  Bomar. 
George  Carpenter,  Jr.,  Burton  Grant,  Gordon  Peerman. 
Sarah  Sell,  David  Thombs,  and  Carter  Williams.  Jr. 
They  will  serve  with  incumbent  Regular  Delegates:  Drs. 
Ben  Alper,  Holcomb,  Horace  Lavely,  Malcolm  Lewis. 
Ronald  Overfield.  Pickens,  Charles  Thorne.  Willard 
Tirrill,  III,  C.  C.  Woodcock,  and  John  K.  Wright. 

Alternate  Delegates  for  1975  (1-year  terms)  are:  Drs. 
Terry  Allen,  H.  R.  Anderson.  Ed  Benz.  James  Fleming. 
Kent  Kyger,  Robert  Linn,  Charles  MacMillan.  Bruce 
P'Pool,  Jr.,  Robert  Schweikert,  and  Paul  Stumb. 
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notional  new/ 


THIS  MONTH  IN  WASHINGTON 
(From  Washington,  Office,  AMA) 

The  only  two  crucial  health  bills  that  have  an 
outside  chance  of  passage  in  the  93rd  Congress 
face  tough  sledding  in  the  remaining  “lame  duck” 
days,  mostly  due  to  the  wide  differences  between 
the  House  and  Senate  versions. 

The  House  Commerce  Committee  has  approved 
and  sent  to  the  floor  for  action  an  Aid-For- 
Medical  Education  bill  requiring  medical  school 
graduates  to  pay  back  the  federal  government  for 
its  contribution  to  their  education  through  capita- 
tion assistance  or  serve  in  shortage  areas. 

Another  provision  of  the  House  Committee 
bill  establishes  an  agency  for  accrediting  medical 
residency  training  programs  and  for  limiting  the 
number  of  positions  in  each  program.  The  total 
would  equal  125  percent  of  the  estimated  number 
of  graduates  from  U.S.  medical  schools,  thus  im- 
posing a ceiling  on  the  number  of  slots  that 
could  be  filled  by  Foreign  Medical  Graduates. 
Some  7,000  residencies  could  be  eliminated  if  this 
limitation  were  imposed  now. 

The  Senate  has  approved  a manpower  bill  much 
broader  in  overall  scope  than  that  of  the  House 
but  the  Administration,  the  American  Medical 
Association,  and  the  Association  of  American 
Medical  Colleges  vigorously  oppose  both  bills.  As 
a result  of  this  controversy  and  the  shortage  of 
time  remaining,  both  health  manpower  bills  may 
founder  this  year. 

A one-year  extension  of  present  aid  programs 
is  the  alternative.  The  AMA  and  others  support 
this  latter  course. 

Health  planning  bills  are  also  pending  in  the 
Senate  and  House.  Both  bills  have  been  sub- 
stantially modified  from  the  original  versions 
which  called  for  a tough  regulatory  structure  for 
the  health  sector  similar  to  sanctions  which  now 
govern  the  operations  of  public  utilities. 

The  arguments  of  the  AMA  and  other  groups 
have  prevailed  and  a rate  setting  provision  has 
been  struck  from  the  House  bill.  However,  the 
Senate  bill  still  contains  authority  for  government 
regulation  of  hospital  rates. 

The  AMA  opposes  the  Senate  bill  because: 

**The  bill  represents  a mechanism  for  the 
regulation  of  the  health  care  delivery  system. 

**Control  of  the  planning  and  regulation  pro- 


cess would  not  be  at  the  local  level,  but  would  be 
directed  from  HEW. 

**Health  care  would  be  subject  to  public  utility 
type  regulation. 

“There  is  no  proven  basis  for  adopting  this 
extreme  system  of  controls,”  the  AMA  asserts. 

**State  legislatures  would  be  required  to  adopt 
certificate  of  need  legislation  to  implement  state 
programs  of  control  meeting  the  satisfaction  of 
the  HEW  Secretary. 

**States  would  be  expected  to  establish  rates 
for  all  health  services,  which  through  regulation, 
could  cover  all  institutional  and  ambulatory 
services,  including  professional  charges.  HEW  is 
empowered  to  establish  criteria  respecting  basic 
elements  of  the  rate  structures. 

**Control  of  the  health  sector  would  be  fed- 
eralized through  the  broad  authority  vesting  such 
power  in  HEW. 

**The  complicated  planning  program  proposed 
in  the  bill  “could  delay  health  resource  develop- 
ment and  adversely  affect  health  services,”  ac- 
cording to  the  AMA. 

Similar  but  less  strenuous  objections  were  raised 
by  AMA  against  the  more  moderate  planning  bill 
approved  by  the  House  Commerce  Committee. 
“While  the  bill  does  not  contain  the  original  public 
utility  type  controls  proposed,  which  included  rate 
setting  authority  in  the  states,  the  bill  does  estab- 
lish a controlled  planning  system  embracing  char- 
acteristics of  a public  utility  type  approach  to  the 
regulation  of  health  services  and  facilities,”  ac- 
cording to  the  AMA. 

“The  bill  should  be  rejected  and  the  existing 
authorities  for  Comprehensive  Health  Planning 
and  Regional  Medical  Programs  should  be  ex- 
tended until  an  appropriate  alternative  is  devel- 
oped,” the  AMA  argues. 

The  great  difference  between  the  House  and 
Senate  versions  of  both  the  planning  and  man- 
power bills,  the  opposition  of  almost  all  provider 
groups,  plus  the  time  bind  would  seem  to  reduce 
greatly  the  passage  of  either  bill  this  year. 

^ 5*1  ^ 

President  Ford  has  indicated  that  the  national 
health  insurance  plan  he  will  submit  to  the  next 
Congress  will  be  similar  to  former  President 
Nixon’s  Comprehensive  Health  Insurance  Plan 
(CHIP)  which  was  based  on  mandatory  coverage 
of  workers  by  employers  through  the  existing 
private  health  insurance  system.  In  a legislative 
message  to  “lame-duck”  Congress,  Ford  made  no 
pitch  for  action  in  the  present  Congress. 

Meanwhile,  HEW  Secretary  Caspar  Weinberger 


48 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


has  been  meeting  with  principal  medical  and 
health  care  providers,  including  the  AMA,  in  an 
effort  to  arrive  at  some  sort  of  consensus  with 
respect  to  a NHI  bill.  The  AMA  has  provided 
the  Secretary  and  other  providers  with  a 14-point 
set  of  principles  that  it  believes  essential  in  any 
NHI  plan.  Approved  by  the  AMA  Board  of 
Trustees,  these  NHI  guidelines  are: 

1)  minimum  federal  involvement  in  adminis- 
tration of  any  national  health  insurance  program 

2)  state  jurisdiction  with  respect  to  licensure 
and  certification  of  professional  health  personnel 
and  regulation  of  insurance 

3)  minimum  federal  dollars  in  financing  of 
programs  for  comprehensive  coverage  at  least 
possible  cost. 

4)  funding  through  federal,  state  and  private 
funds  including  (a)  employer-employee  contribu- 
tions for  private  health  insurance  and  (b)  an 
individual  tax  credit  as  applied  for  full  health  care 
protection 

5)  no  added  Social  Security  tax  for  financing 

6)  no  administration  by  Social  Security 

7)  cost  sharing  by  participating  individuals 
and  families  and  a subsidy  for  the  indigent  scaled 
according  to  income 

8)  use  of  private  insurance  on  risk  and  un- 
derwriting basis 

9)  comprehensive  coverage,  basic  and  cata- 
strophic, for  entire  population 

10)  pluralism  in  methods  of  health  care 
delivery 

1 1 ) cost  controls  as  appropriate 

12)  quality  controls  as  appropriate 

1 3 ) continuity  of  benefits 

1 4 ) coordination  of  benefits 

sH  sH  * 

The  Government  has  issued  its  long-promised 
regulations  to  encourage  purchase  of  lower  priced 
drugs  for  the  Medicare  and  Medicaid  programs, 
and  introduced  a new  wrinkle — a drug  price  in- 
formation bulletin  to  be  sent  to  all  physicians. 

* * * 

The  federal  government  is  now  providing  33 
cents  of  every  health  care  dollar  spent  in  this 
country,  according  to  a unique  report  made  an- 
nually by  the  AMA-Washington  office. 

Actual  dollar  outlays  in  any  given  year  may 
vary  considerably  from  the  appropriations  pro- 
vided by  Congress,  but  the  appropriations  figure 
used  by  the  AMA  gives  as  accurate  guidelines  as 
any  other  yardstick  available  on  the  nation’s  year- 
to-year  health  spending. 

During  the  fiscal  year  that  ended  last  July,  the 


federal  government  disbursed  more  than  $32.7 
billion  for  health,  up  $2.6  billion  from  the  previ- 
ous year,  plus  more  than  $12  billion  for  disability 
programs.  Total  spending  from  all  sources  on 
health  was  estimated  at  about  $100  billion. 

The  federal  tab  for  the  current  fiscal  year,  end- 
ing in  July,  1975,  is  slated  to  register  a sharp 
jump  as  new  federal  programs  get  going  and  in- 
creased overall  health  care  costs  are  reflected. 

The  HEW  Department  leads  the  list  of  govern- 
ment health  spenders  with  $23.7  billion  ap- 
propriated last  fiscal  year  for  its  many  health 
activities  including  Medicare  and  Medicaid.  Next 
in  line  were  Defense,  $3,065,274,500,  and  Vet- 
erans Administration,  $3,016,853,000.  Fourth 
and  fifth  slots  are  occupied  by  relatively  recent 
federal  activities — the  Federal  Employees  Health 
Insurance  program — $696.6  million — and  the  En- 
vironmental Protection  Agency,  $528.9  million. 
Agriculture  comes  next  at  $302.7  million  for  ani- 
mal disease  control,  research,  meat  inspection, 
etc.  (not  counted  are  $7.8  billion  for  health  re- 
lated programs  of  food  for  school  children,  and 
rural  housing,  water  and  waste  disposal  activities). 

Medicare  is  the  single  largest  federal  health 
plan  moneywise  though  financed  out  of  Social 
Security  taxes,  it  technically  remains  an  appropria- 
tion that  must  be  approved  by  Congress  each  year, 
cost  of  Medicare  last  fiscal  year  was  $12.1  billion, 
a $2.5  billion  increase  due  to  increased  utilization, 
higher  costs,  and  the  new  program  for  the  dis- 
abled, including  kidney  disease  patients,  which 
accounted  for  $1.25  billion. 

Of  the  Medicare  total,  almost  $3  billion  was 
paid  out  for  the  supplemental  insurance  plan  for 
outpatient  benefits.  Half  of  the  premium  is  paid 
for  by  the  beneficiaries. 

The  federal  government  allotted  $5.8  billion 
to  the  states  for  the  Medicaid  program  for  med- 
ically indigent  people,  an  increase  of  almost  $1 
billion  due  to  expansion  of  categories  eligible  for 
such  assistance.  If  federal,  state  and  local  funds 
are  counted,  Medicaid  costs  $10.5  billion. 


qiedicol  new/ 
in  tenne//ee 


Texas  Professor  Gets  Stahlman  Chair 

An  internationally  recognized  cancer  research 
scientist  has  been  appointed  to  fill  the  Mary 
Geddes  Stahlman  Chair  in  Cancer  Research  at  the 
Vanderbilt  University  Medical  Center. 
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The  appointment  of  Dr.  Lubomir  S.  Hnilica, 
professor  of  biochemistry  at  the  M.  D.  Anderson 
Hospital  and  Tumor  Institute  of  the  University  of 
Texas  at  Houston  has  been  approved  by  the 
Vanderbilt  Board  of  Trust  at  the  final  session  of 
its  two-day  fall  meeting. 

The  appointment  will  be  effective  January  1. 

The  Stahlman  Chair  in  Cancer  Research  is  one 
of  five  chairs  at  the  Vanderbilt  School  of  Medicine 
endowed  by  $5  million  in  trusts  during  the  last 
three  years  by  James  G.  Stahlman,  a senior  mem- 
ber of  the  Board  of  Trust,  a Vanderbilt  alumnus 
and  former  owner  and  publisher  of  the  Nashville 
Banner.  The  cancer  research  chair  is  named  for 
his  mother  and  is  the  first  to  be  filled. 

Memphis  Medical  Units  Join  Forces  for 
Crippled  Children’s  Rehab  Center 

The  University  of  Tennessee  Center  for  the 
Health  Sciences  and  the  Crippled  Children’s  Hos- 
pital of  Memphis  announce  the  beginning  of  a 
rehabilitation-engineering  center  for  crippled  chil- 
dren. Announcement  of  the  center  was  made 
jointly  by  Dr.  Edmund  D.  Pellegrino,  chancellor 
of  the  Center  for  the  Health  Sciences  and  Miss 
Margaret  Hyde,  president  of  the  Crippled  Chil- 
dren’s Hospital. 

The  center  will  be  an  engineering  research 
facility  in  the  field  of  prosthetics  and  orthotics 
within  the  department  of  Orthopaedic  Surgery 
(College  of  Medicine)  at  the  Center  for  the 
Health  Sciences. 

The  program  will  include  both  rehabilitative 
services  and  research.  It  will  involve  children  who 
have  been  crippled  by  such  diseases  as  cerebral 
palsy,  muscular  dystrophy,  spina  bifida  and  other 
less  common  neuromuscular  disorders. 

U.T.  Primary  Health  Care  Program 

The  University  of  Tennessee  Center  for  the 
Health  Sciences  has  launched  a three-year  pro- 
gram of  training  in  primary  health  care,  through 
financing  from  the  Robert  Wood  Johnson  Founda- 
tion. 

The  Foundation  has  allocated  $800,000  for  the 
project,  which  is  under  the  direction  of  Dr.  John 
W.  Runyan,  Jr.,  M.D.,  director  of  UT’s  Division 
of  Health  Care  Sciences  and  chairman  of  the 
Department  of  Community  Medicine.  The  money 
will  be  used  to  expand  a primary  care  network 
utilizing  the  training  available  at  UT  in  conjunc- 
tion with  a system  of  satellite  clinics  which  has 
been  established  during  the  last  decade  by  the 
Memphis  and  Shelby  County  Health  Department. 
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The  grant  funds  will  be  used  to  train  personnel, 
to  staff  these  and  other  clinics,  and  to  establish 
the  medical  protocols  or  guidelines  for  their  op- 
eration. None  of  the  money  will  be  used  directly 
for  patient  care. 

In  addition  the  grant  will  finance  research  into 
the  effectiveness  of  health  care — how  effectively 
health  care  is  delivered  and  what  happens  to 
patients  with  various  diseases  who  receive  care 
under  it.  It  also  will  finance  the  development  of 
teaching  aids  for  primary  care  professionals. 
These  will  include  audiovisual  material  for  train- 
ing and  the  revision  of  primary  care  protocols  and 
guides. 

The  primary  care  network  has  two  major 
purposes:  to  facilitate  the  enrollment  of  patients 
who  need  care — especially  the  adult  patients  who 
are  chronically  ill — into  the  health  care  system, 
and  to  provide  continuing  care  for  these  patients. 

Vanderbilt  Breast  Cancer  Screening  Project 

A Breast  Cancer  Screening  Project  will  begin  at 
Vanderbilt  University  Medical  Center  Jan.  15.  The 
center  is  one  of  twenty-seven  research  projects  through- 
out the  country  financed  jointly  by  the  American  Can- 
cer Society  and  the  National  Cancer  Institute.  In  the 
Vanderbilt  project,  five  thousand  women  will  be  checked 
for  breast  cancer.  Drs.  M.D.  Ingram  and  Burton  Silbert 
of  the  Vanderbilt  clinical  staff  are  coordinators  of  the 
project.  Officers  are  located  in  the  Baker  Building,  110 
Twenty-first  Avenue,  South,  Nashville.  Hours  will  be 
announced  later. 


DR.  CRAWFORD  W.  ADAMS,  Nashville,  has  been 
elected  president-elect  of  the  American  College  of  Chest 
Physicians. 

DR.  ROBERT  BRASHEAR,  Knoxville,  UT  football 
physician  was  honored  recently  in  Memphis  by  the  UT 
College  of  Medicine  Alumni  Association. 

DR.  JAMES  DONNELL,  Alamo,  has  been  named  a 
Fellow  of  the  American  Academy  of  Family  Physicians. 
Also  named  were:  DR.  JOHN  W.  ELLIS,  JR.,  Jefferson 
City;  DR.  AUGUSTUS  C.  FORD  and  DR.  MARVIN 
M.  NATHAN,  both  of  Chattanooga;  DR.  DAVID  G. 
PETTY,  Carthage;  DR.  NATHAN  F.  PORTER,  Green- 
field; DR.  CHARLES  A.  PRATER,  Jellico;  DR. 
THOMAS  V.  ROE,  Savannah;  and  DR.  BOBBY  JOEL 
SMITH,  Dickson. 

DR.  J.  W.  ERWIN.  Blountville,  Retiring  Director  of  the 
Sullivan  County  Health  Department,  was  honored  re- 
cently for  his  services  to  the  County. 

DR.  R.  H.  HUTCHESON,  Franklin,  was  honored  re- 
cently for  his  services  as  County  Health  Officer. 

DR.  NAT  HYDER,  JR.,  Erwin,  has  been  named 
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“Physician  of  the  Year"  by  the  Tennessee  Academy  of 
Family  Physicians. 

DR.  A.  L.  JENKINS.  Knoxville,  has  been  elected  to  the 
Board  of  Directors  of  the  American  College  of  Emer- 
gency Physicians. 

DR.  ROB  R.  KENNER.  Jackson,  has  accepted  a position 
with  the  Georgia  Mental  Health  Institute  in  Atlanta. 

DR.  S.  H.  LEE,  Tullahoma,  has  been  elected  president 
of  the  Coffee  County  Medical  Society.  Others  elected 
were  DR.  MARVIN  FRALEY.  Tullahoma,  vice- 
president:  DR.  M.  CLARK  WOODFIN.  JR..  Tullahoma. 
secretary-treasurer;  DR.  H.  K.  KIM.  Tullahoma,  county 
medical  examiner;  DR.  JAMES  KING,  Tullahoma,  dele- 
gate to  the  TMA:  and  DR.  RALPH  BRICKELL.  Tulla- 
homa, alternate  delegate  to  the  TMA. 


Feb.  10-13 
Feb.  12-15 

Feb.  15-19 

Feb.  17-20 

Feb.  21-28 

March  1-6 


American  College  of  Cardiology,  Houston 

Southern  Neurosurgical  Society,  Hilton 
Palacio  del  Rio,  San  Antonio 

American  Academy  of  Allergy,  Town  and 
Country,  San  Diego 

Doctors  and  Nurses  Meeting,  Southeastern 
Surgical  Congress,  43rd  Annual  Assembly, 
Hyatt  Regency  Atlanta  Hotel,  Atlanta 

American  Society  of  Clinical  Pathologists. 
International  and  Convention  Center,  Las 
Vegas 

American  Academy  of  Orthopaedic  Sur- 
geons, Brooks  Hall  and  Civic  Auditorium, 
San  Francisco 


DR.  RONALD  L.  MOLLOY.  Chattanooga,  has  been  March  6 
elected  a Fellow  in  the  American  Academy  of  Pediatrics. 


American  Orthopaedic  Society  for  Sports 
Medicine,  San  Francisco 


DR.  JACK  D.  PIGOTT,  Memphis,  has  been  named  to 
the  Board  of  Directors  of  the  American  Cancer  Society, 
and  was  named  Volunteer  of  the  Year  by  the  Tennessee 
Division  of  the  American  Cancer  Society.  Also,  he  has 
been  chosen  to  deliver  a paper  to  the  13th  International 
Cancer  Congress  in  Florence.  Italy. 

DR.  H.  WILLIAM  SCOTT,  JR.,  Nashville,  has  been 
elected  President-Elect  of  the  American  College  of 
Surgeons. 

DR.  CHARLES  C.  SMELTZER.  Knoxville,  has  been 
elected  President  of  the  Knoxville  Surgical  Society. 
Others  elected  were  DR.  ERNEST  HENDRIX.  Oak 
Ridge,  vice-president,  and  DR.  TRAVIS  MORGAN. 
Knoxville,  secretary-treasurer. 

DR.  ARCH  Y.  SMITH.  Ill,  Signal  Mountain,  has  been 
installed  as  President  of  the  Tennessee  Academy  of 
Family  Physicians.  Other  physicians  elected  during  the 
Annual  Meeting  were  DR.  WILLIAM  B.  ACREE, 
Ridgely.  president-elect;  DR.  GRACE  E.  MOULDER. 
Shelbyville,  vice-president;  DR.  OSCAR  M.  McCAL- 
LUM,  secretary-treasurer:  DR.  BASIL  BLAND.  JR.. 
Memphis,  speaker  of  Congress;  DR.  WALTER  C. 
BEAHM.  Knoxville,  vice-speaker:  DR.  OSCAR  McCAL- 
LUM,  Henderson,  delegate  to  the  American  Association 
of  Family  Physicians;  and  DR.  NAT  HYDER,  Erwin, 
alternate  delegate  to  the  American  Association  of  Family 
Physicians. 

DR.  NORMA  WALKER,  Knoxville,  has  been  elected 
chief  of  staff  of  Children's  Hospital.  Others  elected  were 
DR.  SHIRLEY  AVERY,  chief-elect;  DR.  THOMAS 
LOWRY,  secretary;  DR.  JIM  BENTON,  chief  of 
medicine;  DR.  E.  JAY  MOUNGER.  chief  of  surgery, 
and  DR.  CECIL  D.  ROWE,  chief  of  anesthesiology. 


announcement/ 


CALENDAR  OF  MEETINGS 

NATIONAL 

1975 

Jan.  31-  Southern  Radiological  Conference,  Grand 
Feb.  2 Hotel,  Point  Clear,  AL 


April  7-11  American  College  of  Physicians,  San  Fran- 
cisco 

STATE 

April  9-12  Tennessee  Medical  Association,  Annual 
Meeting,  Read  House,  Chattanooga 


Research  scientists  in 
university  laboratories 
throughout  the  country  need 
thousands  of  mice  to  help 
save  lives  from  cancer. 

Will  you  help? 

GIVE  TO  YOUR 
American  Cancer  Society 
a Fight  cancer 

§*  'with  a checkup 

and  a check. 

THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER 


JANUARY,  1975 


51 


The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  I credit  for 
the  AM  A Physician’s  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  1 12  Louise  Avenue, 
Nashville,  Tennessee  37203. 


Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman, 
can  plan  an  individualized  program  of  one  to  four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 


Participating  Departments  and  Divisions 

Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  . Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases  James  D.  Snell,  M.D. 

Dermatology  Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  . . Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Sanford  B.  Krantz,  M.D. 

Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology John  S.  Zelenik,  M.D. 

Orthopaedics  Paul  W.  Griffin.  M.D, 

Pathology William  H.  Hartmann.  M.D. 

Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 

General  H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 


Oral  H.  David  Hall,  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac  Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physician’s 
Recognition  Award  and  American  Academy  of  Family 
Physician’s  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 

305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615-322-2716 


The  University  of  Tennessee  College  of 
Medicine  Continuing  Education  Courses 
1975 


Jan.  30-31 

Feb.  1 
Feb.  13 
Feb.  19-70 
Feb.  21-23 


Mar.  2-5 
Mar.  8-9 
Mar.  9-12 
Mar.  17-22 

Apr.  17-18 

Apr.  19-20 
May  15-16 
May  19-23 

May  28-31 
Aug.  7-8 


Management  of  Peripheral  Nerve  In- 
juries 

Disorders  of  Lipids 
Medicine  with  Religion 
Office  Gynecology 

Current  Management  of  Laryngopharyn- 
geal Disorders 

Fundamentals  of  Otolaryngologic  Allergy 
Obstetrical  Anesthesia 
Basic  Principles  of  Rhinoplasty 
General  Review  Course  for  Family  Phy- 
sicians 

Leigh  Buring  Memorial  Conference  for 
Exceptional  Children 
Pediatric  Anesthesia 
Office  Orthopaedics 

Intensive  Review  of  the  Science  of 
Anesthesiology 
Clinical  Electrocardiography 
Medical  Aspects  of  Sports 


University  of  Tennessee  Clinical  Education 
Center — Chattanooga  Program  Schedule 
Spring  1975 


Feb.  6-7 
Feb.  20-21 
March  6-7 
March  20-21 
April  21-22 

April  23 


Musculoskeletal  Symposium 
Asthma  Today:  An  Update 
Emergency  Medicine 
Recent  Advances  In  Clinical  Pediatrics 
Electro-Cardiography  for  Primary  Phy- 
sicians 

Vector-Cardiography 
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April  24-25  Echo-Cardiography,  Phono-Cardiogra- 
phy, Pulse  Training 

May  8 9 Management  of  the  Critical  Surgery 

Patient 

May  22-23  Drug  Interactions 

June  5-6  Infectious  Disease 

Courses  approved  for  Category  I credit  for  AMA 
Physician’s  Recognition  Award. 

For  information,  contact  LeRoy  J.  Pickles,  Director 
of  Continuing  Medical  Education,  Suite  416 — Franklin 
Building,  Eastgate  Center,  Chattanooga,  Tennessee 
37411. 

Audio-Cassette  Directory  Available 

To  aid  the  physician  in  locating  little-known  but 
often  useful  programs,  Cassette  Information  Services 
of  Los  Angeles  has  published  its  1974  Directory  of 
Spoken-Voice  Audio-Cassettes. 

The  CIS  Directory  is  not  a catalog,  but  rather  a 
compendium  of  program  titles  and  subjects  that  can 
be  found  on  audio-cassettes,  a brief  description  of  each 
(including  price),  and  from  whom  the  tape  or  more 
information  may  be  obtained.  The  directory  itself  is 
available  for  $5.00  from  Cassette  Information  Services, 
Box  17727,  Los  Angeles,  CA  90057. 

The  American  College  of  Physicians 
Postgraduate  Courses 

THE  RESPECTIVE  ROLES  OF  MEDICAL  AND 
SURGICAL  TREATMENT  IN  CARDIAC  DISEASE 
IN  THE  ADULT.  University  of  California  at  Los 
Angeles  and  Cedar-Sinai  Medical  Center,  Century 
Plaza  Hotel.  Los  Angeles,  CA,  Jan.  16-18. 
ADVANCES  IN  NEUROLOGY,  Virginia  Mason  Med- 
ical Center,  Seattle,  WA,  Jan.  22-24. 
GASTROENTEROLOGY— SELECTED  TOPICS  OF 
CURRENT  INTEREST,  Alton  Ochsner  Medical 
Foundation,  New  Orleans,  LA,  Jan.  27-29. 
CURRENT  CONCEPTS  IN  ONCOLOGY,  University 
of  Michigan  Medical  Center,  Towsley  Center  for  Con- 
tinuing Medical  Education,  Ann  Arbor,  MI,  Feb.  3-7. 
INFECTIOUS  DISEASES,  Stanford  University  Medical 
Center.  Stanford,  CA,  to  be  held  at  Squaw  Valley, 
Olympic  Valley,  CA,  Feb.  10-14. 
CARDIOVASCULAR  PROBLEMS:  PATHOPHYSIO- 
LOGICAL AND  CLINICAL  CONSIDERATIONS, 
University  of  Texas  Southwestern  Medical  School, 
Dallas,  TX,  Mar.  6-8. 

CARDIOLOGY,  1975— TOPICS  OF  CURRENT  IN- 
TEREST, Mount  Sinai  School  of  Medicine,  NY, 
Mar.  10-14. 

TUMORS  AND  INFLAMMATORY  LESIONS  OF 
THE  SKIN,  Duke  University  Medical  Center, 
Durham,  NC,  Mar.  14-16. 

RECENT  ADVANCES  IN  INTERNAL  MEDICINE: 
AN  OVERVIEW  OF  THE  PAST  FIVE  YEARS, 
University  of  Alabama  School  of  Medicine,  Parli- 
ament House  Motor  Hotel,  Birmingham,  ALA, 
Mar.  17-21. 

RECENT  ADVANCES  IN  THE  IMMUNOPROPHY- 


LAXIS AND  CHEMOTHERAPY  OF  INFECTIOUS 
DISEASES,  Tuscon,  AZ,  Apr.  3-5. 

RECENT  PROGRESS  IN  CLINICAL  ENDOCRI- 
NOLOGY, Ann  Arbor,  MI,  Apr.  21-25. 

THE  PHYSIOLOGICAL  BASIS  FOR  MANAGEMENT 
OF  RESPIRATORY  INSUFFICIENCY,  Charleston, 
SC,  Apr.  21-25. 

GASTROENTEROLOGY  FOR  PRACTICING  PHY- 
SICIANS, Nashville,  TN,  Apr.  24-26. 

Info:  Registrar,  Postgraduate  Courses,  ACP.  4200  Pine 
Street,  Philadelphia,  PA  19104. 

See  Dec.  1974  issue  for  detailed  information  on  other 
ACP  courses. 

Post-Graduate  Course  in  Skin  Diseases 

PHILADELPHIA — The  American  College  of  Phy- 
sicians (ACP)  will  sponsor  a three-day  postgraduate 
course  entitled  “Tumors  and  Inflammatory  Lesions  of 
the  Skin”  on  March  14-16,  1975,  in  Durham,  N.C.  The 
course,  co-sponsored  by  the  American  Academy  of 
Dermatology’s  National  Program  for  Dermatology  and 
held  in  conjunction  with  the  Duke  University  Medical 
Center,  will  take  place  at  Duke’s  Amphitheatre. 

The  course  will  consist  of  a comprehensive  review  of 
tumors  of  the  skin,  including  classification,  diagnosis, 
histopathology,  and  therapy.  Various  aspects  of  surgery, 
radiotherapy,  and  immunotherapy  will  be  covered.  In- 
flammatory lesions  will  be  discussed.  There  will  be 
panel  discussions,  lectures,  and  question-and-answer  ses- 
sions. in  addition  to  a workshop. 

Cardiology  Course  In  New  York  City 

PHILADELPHIA — The  American  College  of  Phy- 
sicians (ACP)  will  sponsor  a five-day  postgraduate 
course  entitled  “Cardiology  1975 — Topics  of  Current 
Interest”  on  March  10-14,  1975,  in  New  York  City. 
The  course,  held  in  conjunction  with  the  Page  and 
William  Black  Post-Graduate  School  of  Medicine  of 
the  Mount  Sinai  School  of  Medicine  of  the  City  Univer- 
sity of  New  York,  will  take  place  in  the  Annenberg 
Building  Auditorium  of  the  Mount  Sinai  Medical  Center. 

The  course  will  be  concerned  with  most  forms  of 
adult  heart  disease.  It  will  emphasize  topics  of  major 
importance  and  current  interest.  Organization  will  be 
directed  toward  diagnosis  and  treatment,  but  recent  ad- 
vances in  understanding  will  be  stressed  when  indicated. 

Study  of  Cardiovascular  Problems 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a three-day  postgraduate  course  entitled  “Cardio- 
vascular Problems:  Pathophysiological  and  Clinical 

Considerations”  on  March  6-8.  1975.  in  Dallas.  Tex.  The 
course,  held  in  conjunction  with  the  University  of  Texas 
Southwestern  Medical  School,  will  take  place  at  the 
Marriott  Hotel. 

The  course  is  designed  to  present  current  pathophys- 
iological concepts  in  cardiovascular  disease  and  their 
application  to  the  management  and  treatment  of  patients 
with  cardiac  disease.  Among  the  topics  to  be  covered 
are  exercise,  acute  coronary  care  and  hypertension. 
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Infectious  Diseases  Post-Graduate  Course 

The  American  College  of  Physicians  (ACP)  will  spon- 
sor a five-day  postgraduate  course  entitled  “Infectious 
Diseases”  on  February  10-14,  1975,  in  Olympic  Valley, 
Calif.  The  course,  held  in  conjunction  with  the  Stanford 
University  School  of  Medicine,  will  take  place  at  the 
Squaw  Valley  Convention  Center. 

The  course  is  designed  to  provide  a thorough  and 
up-to-date  review  of  topics  in  infectious  diseases  of 
special  interest  in  internal  medicine.  Particular  em- 
ph  asis  will  be  on  newer  concepts  of  diagnosis,  treatment 
and  prevention  of  infectious  diseases  and  to  the  clinical 
relevance  of  the  recent  advances  in  our  knowledge  of 
host  defense  mechanisms  against  infection. 


International  Academy  of  Pathology 
U.S. — Canadian  Division 

The  64th  Annual  Meeting  will  be  held  at  the  Mar- 
riott Hotel  in  New  Orleans,  Louisiana,  from  Tuesday 
evening,  March  4,  through  Saturday,  March  8,  1975. 

Eighty  scientific  papers,  6 pathology  specialty  con- 
ferences, 48  Short  Courses,  a seminar  on  Techniques 
for  Tissue  Pathology,  a special  course  on  Electron- 
microscopy,  and  the  Long  Course  on  Diseases  of  Bones 
and  Joints  directed  by  Dr.  Lauren  V.  Ackerman  and 
Dr.  Harlan  J.  Spjut  will  be  given  during  the  meeting. 

Further  information  about  the  meeting  may  be 
obtained  from  Dr.  Leland  D.  Stoddard,  Secretary- 
Treasurer,  U.S. -Canadian  Division,  International  Acad- 
emy of  Pathology,  Department  of  Pathology,  Medical 
College  of  Georgia,  Augusta,  Georgia  30902.  Telephone 
404/722-1111. 


Courses  on  Diseases  of  Bones  and  Joints 

A comprehensive  program  on  Diseases  of  Bones  and 
Joints  will  be  given  by  a faculty  of  sixteen  authorities 
at  the  Annual  Meeting  of  the  U.S. -Canadian  Division 
of  the  International  Academy  of  Pathology  in  New 
Orleans,  Louisiana.  The  course  will  be  given  Thursday 
March  6,  1975  at  the  Marriott  Hotel. 

Further  information  may  be  obtained  from  Mrs.  J. 
Preston,  LAP  Registrar,  Armed  Forces  Institute  of  Pa- 
thology, Room  4090,  Washington,  D.C.,  20306.  Tele- 
phone 202/576-2969. 


Recent  Advances  in  Allergy 
Symposium  Scheduled  in  April 

A four-day  medical  symposium  entitled,  “Recent 
Advances  in  Allergy”  will  be  held  at  the  famous  resort, 
THE  HOMESTEAD,  in  Hot  Springs,  Va.,  from  April 
21-24,  1975.  The  medical  seminars  will  be  held  from 
8:00  a.m.  until  10:00  a.m.  A wide  variety  of  subject 
material  will  be  presented  by  outstanding  specialists, 
that  will  be  of  interest  to  all  physicians. 

For  further  information  contact  Claude  A.  Frazier, 
M.D.,  4-C  Doctors  Park,  Asheville,  N.C.  28801. 

54 


Southeastern  Surgical  Congress 
43rd  Annual  Assembly 

Doctors  and  Nurses  Meeting 
February  17-20,  1975 
Hyatt  Regency  Atlanta  Hotel 
Atlanta,  Georgia 

Coinciding  with  the  Annual  Assembly,  the  SSC  will 
initiate  a series  of  postgraduate  courses  to  be  held 
each  year. 

Postgraduate  Course 
Southeastern  Surgical  Congress 
“Cancer  of  the  Breast” 

February  16,  1975 
Hyatt  Regency  Atlanta  Hotel 
Atlanta,  Georgia 

Arthritis  Symposium 

A five-day  symposium  on  arthritis  and  related  dis- 
orders will  be  held  by  New  York  University  Post- 
Graduate  Medical  School  from  Feb.  24  to  28.  The 
symposium  is  designed  for  physicians  and  researchers 
seeking  detailed,  up-to-date  knowledge  of  arthritis, 
rheumatic  fever,  systemic  lupus  erythematosus  and 
gout.  Recent  developments  of  particular  note  will  be 
discussed  in  the  session  on  “Inflammation  and  Comple- 
ment” on  Tuesday,  Feb.  25,  at  9 A.M. 

A tuition  fee  of  $195  is  payable  in  advance  with 
an  application  for  enrollment  directed  to  the  Office 
of  the  Recorder,  Room  4-44-N,  Arnold  and  Marie 
Schwartz  Lecture  Hall,  New  York  University  Post- 
Graduate  Medical  School,  550  First  Avenue.  New  York, 
N.Y.  10016. 

The  Postgraduate  Medical  Education 
Committee  of  the  American  College  of 
Chest  Physicians  1975 
Postgraduate  Programs 

The  continuing  education  program  for  physicians 
sponsored  by  the  American  College  of  Chest  Physicians 
has  been  accredited  by  the  Council  on  Medical  Educa- 
tion of  the  American  Medical  Association  and  is 
acceptable  for  credit  toward  the  AMA  Physician’s 
Recognition  Award. 

For  further  information  contact:  Bradford  W.  Claxton, 
M.Ed.,  Director  of  Continuing  Education,  American 
College  of  Chest  Physicians,  911  Busse  Highway,  Park 
Ridge,  Illinois  60068. 

1975 

February  24-27 

“Pediatric  Cardiopulmonary  Problems — Diagnosis  and 
Management — Newborn  to  Young  Adult” 
Location:  Snowmass,  Aspen,  Colorado 

February  24-28 

“The  Diagnosis  and  Treatment  of  Acute  and  Chronic 
Respiratory  Failure” 

Location:  Miami  Beach,  Florida 

March  12-14 

“Cardiology  for  the  Practitioner” 

Location:  Warren,  Vermont 
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April  2-4 

“Occupational  Pulmonary  Diseases” 

Location:  Morgantown,  West  Virginia 

April  30-May  2 

“Pulmonary  Disease:  The  Changing  Scene” 

Location:  Toronto,  Canada 

June  23-25 

“Critical  Care — A Postgraduate  Course  for  Nurses 
and  Physicians” 

Location:  Nashville,  Tennessee 


Self-Assessment  Examination 
In  Chest  Disease 

The  American  College  of  Chest  Physicians  announces 
its  Self-Assessment  Examination  in  Chest  Disease.  Field 
tested  in  Toronto  last  year,  this  test  is  the  result  of  over 
two  years  of  concentrated  work,  study  and  revision  by 
a committee  of  physicians  representing  the  major  dis- 
ciplines of  chest  medicine. 

Accredited  for  up  to  22  hours  of  credit  toward  the 
AMA's  Physician  Recognition  Award  Category  5-D.  the 
examination  is  credited  for  each  hour  spent  working 
with  the  test.  Those  physicians  who  completed  the 
entire  examination  during  our  annual  meeting  in  Toronto 
did  so  in  four  to  six  hours. 

When  an  order  is  received,  the  physician  will  be  sent 
a test  booklet  containing  case  material  and  questions,  a 
response  booklet  and  return  envelope.  Upon  completion 
of  the  examination,  the  physician  will  return  his  answer 
booklet,  where  it  will  be  computer  graded  and  then 
returned  to  the  physician  accompanied  by  an  answer  key, 
a set  of  discussions  and  a bibliography  keyed  to  each 
test  case.  Scores  will  be  held  in  strict  confidence. 

To  obtain  the  test,  send  requests  to  the  American 
College  of  Chest  Physicians,  P.O.  Box  93826.  Chicago, 
Illinois  60690,  with  a check  made  payable  to  the  ACCP. 
Participation  fees  are  $35  ACCP  members,  $40  non- 
member physicians  and  $25  residents. 


Postgraduate  Course:  ‘Cancer  of  the  Breast’ 

A new  feature  of  the  1975  annual  assembly  of  the 
Southeastern  Surgical  Congress  will  be  a postgraduate 
course  Sunday,  February  16,  concluding  on  Tuesday 
afternoon,  February  18.  A faculty  of  15  distinguished 
physicians  and  others  will  discuss  many  phases  of  the 
subject  “Cancer  of  the  Breast”  under  the  general  head- 
ings: Appraisal  of  Initial  Lesion,  Management  of  the 
Primary  Site,  and  Management  of  Patients  with  Residual 
Cancer.  This  course  is  limited  to  100  participants  and 
there  is  a $100  fee.  Each  session  will  be  taped,  and 
each  member  of  the  audience  will  receive  a cassette. 
Chairman  of  the  postgraduate  sessions  will  be  Dr. 
Benjamin  F.  Byrd.  Nashville,  Tenn.,  and  co-chairman. 
Dr.  A.  H.  Letton,  Atlanta,  Ga. 

Write:  Southeastern  Surgical  Congress 

315  Boulevard.  Atlanta,  Ga.  30312 


University  of  Kentucky 
Lexington,  Kentucky 
SYMPOSIUM  ON  GENITOURINARY 
RADIOLOGY 
May  14-16,  1975 

The  Department  of  Diagnostic  Radiology  and  the 
Division  of  Urology,  Department  of  Surgery,  will  present 
a symposium  on  Genitourinary  Radiology  at  the  Lexing- 
ton Hilton  Inn  May  14-16,  1975.  Prior  to  the  meeting, 
each  registrant  will  be  mailed  a set  of  2"  x 2"  slides  of 
unknown  case  presentations  that  demonstrate  distinguish- 
ing diagnostic  characteristics.  The  program  format  will 
consist  of  panels  analyzing  the  unknown  cases  as  well 
as  of  formal  talks.  An  outstanding  faculty  has  been  as- 
sembled for  this  symposium. 

Registration  Fee:  $225 

For  further  information  and  an  application  form 
write : 

Frank  R.  Lemon.  M.D. 

Office  of  Continuing  Education 
College  of  Medicine 
University  of  Kentucky 
Lexington.  Kentucky  40506 

Alton  Ochsner  Medical  Foundation 

Charity  Hospital  at  New  Orleans 
Louisiana  State  University  School  of  Medicine 
Tulane  University  School  of  Medicine 
New  Orleans,  Louisiana 

“EMERGENCY  ROOM 
MEDICAL-SURGICAL  CARE” 

This  course  in  emergency  medicine  is  a two-week 
course  of  the  lecture-preceptor  type  and  will  be  held 
April  7 through  April  19.  1975  at  the  Ochsner  Foun- 
dation Hospital.  1516  Jefferson  Highway.  New  Orleans, 
Louisiana  70121.  Registration  limited  to  14.  Fee 
$400.00. 

Direct  all  inquiries  to: 

Division  of  Education 
Alton  Ochsner  Medical  Foundation 
1514  Jefferson  Highway 
New  Orleans.  Louisiana  70121 

POSTGRADUATE  COURSE  IN  CLINICAL 
GASTROENTEROLOGY  AND  ENDOSCOPY 

February  9-16.  1975  in  Acapulco.  Mexico.  Sponsored 
by  the  American  Society  for  Gastrointestinal  Endoscopy. 
For  information  write  to: 

Vernon  M.  Smith.  M.D..  Director 
301  St.  Paul  Place 
Baltimore.  Md.  21202 

UNIVERSITY  ASSOCIATION  OF  EMERGENCY 
MEDICAL  SERVICES 

1975  Annual  Meeting.  May  20-24,  1975.  Bayshore  Inn. 
Vancouver.  British  Columbia,  Canada.  Fee:  $60:  $30 
residents. 

Contact:  Arthur  E.  Auer.  Executive  Secretary 

P.O.  Box  1241 

East  Lansing.  Michigan  48823 
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School  of  Medicine 
Medical  College  of  Georgia 
Augusta,  Georgia 
1975 

CONTINUING  MEDICAL  EDUCATION 

BASIC  NEUROLOGY  FOR  THE  PRACTITIONER 
February  20-21,  1975 
CLINICAL  PSYCHIATRY 
February  27-28,  1975 
MEDICINE  AND  RELIGION 
March  10,  1975 

MAKING  SURGICAL  DECISIONS 
March  13-14,  1975  ' 

GASTROINTESTINAL  DISEASES 
The  Atlanta  Marriott,  Atlanta,  Georgia 
March  20-22,  1975 

INFECTIOUS  DISEASES— DIAGNOSIS  AND 
MANAGEMENT 
April  3-4,  1975 

RECENT  ADVANCES  IN  OPHTHALMOLOGY 
The  Cloister,  Sea  Island,  Georgia 
May  19-21,  1975 
INTERNAL  MEDICINE 

Buccaneer  Motor  Lodge,  Jekyll  Island,  Georgia 
June  12-14,  1975 

PHYSICIANS  CONTINUING  EDUCATION  SERIES 
Dalton,  Georgia 

January  9,  February  13,  March  13,  and  April  3,  1975 
PHYSICIANS  CONTINUING  EDUCATION  SERIES 
Dublin,  Georgia 

January  28,  February  25,  and  March  25,  1975 

Contact:  Division  of  Continuing  Education 

Medical  College  of  Georgia 
Augusta,  Georgia  30902 

National  Conference  on  Advances 
In  Cancer  Management 

AMERICAN  CANCER  SOCIETY— NATIONAL 
CANCER  INSTITUTE 
DETECTION  AND  DIAGNOSIS 

May  1-3,  1975 

The  Denver  Hilton — Denver,  Colorado 
These  professional  educational  conferences  will  be 
acceptable  for  Credit  Hours  in  Category  I for  the 
Physician’s  Recognition  Award  of  the  American  Med- 
ical Association  and  for  Elective  Hours  by  the  Ameri- 
can Academy  of  Family  Physicians. 

(Sessions  are  open  to  all  members  and  students  of 
the  medical  and  dental  professions.) 

University  of  Miami  School  of  Medicine 
CME  Courses 

HUMAN  DISEASE  RELATED  TO  FOOD 
AND  CHEMICAL  SENSITIVITY 

January  29-31,  1975 
Americana  Hotel,  Bal  Harbour,  Florida 
$150  physicians  in  practice;  $75  physicians  in  training; 
$100  Nurses 


HYPERTENSION,  DIABETES  & HYPERLIPIDEMIA 
IN  CHILDHOOD  AND  VASCULAR  DISEASE 
IN  THE  ADULT 

Department  of  Pediatrics,  University  of  Miami 
School  of  Medicine 

March  11-14,  1975 

Americana  Hotel,  Bal  Harbour,  Florida 

$150  physicians  in  practice;  $50  physicians  in  training; 

$50  Nurses 

Sidney  Blumenthal,  M.D.,  Professor  of  Pediatrics 

Pediatric  Behavior  Management  Conference 
February  21-22,  1975 

Topics  covered  include  toilet  training  and  eliminative 
disorders,  emotional  and  behavioral  problems,  and  be- 
havioral aspects  of  psychophysiological  disorders  in 
childhood.  The  emphasis  will  be  on  a social  learning 
approach  and  the  cooperation  of  Pediatricians  and 
Behavorial  Scientists  in  treatment. 

Write:  Division  of  Continuing  Medical  Education 
University  of  Miami  School  of  Medicine 
P.O.  Box  520875  Biscayne  Annex 
Miami,  Fla.  33152 

Oak  Ridge  Hospital 
Ventilatory  Problems  Workshop 

January  25,  1975 

Holiday  Inn,  Oak  Ridge,  Tennessee,  9 a.m.-5:30  p.m. 

For  further  information  please  contact: 

Doris  Croley 
Education  Director 
125  W.  Tennessee  Avenue 

Oak  Ridge  Hospital  of  the  United  Methodist  Church 
Oak  Ridge,  Tennessee  37830 


Fifth  Annual  Aspen  Radiology  Conference 

The  Fifth  Annual  Aspen  Radiology  Conference  will 
be  held  March  3-7,  1975,  at  the  Aspen  Institute  for 
Humanistic  Studies,  Aspen,  Colorado.  The  Conference 
is  designed  for  physicians  and  scientists  interested  in 
diagnostic  radiology,  nuclear  medicine  and  radiation 
therapy  and  will  explore  the  impact  of  clinical  and 
technological  advances  on  radiologic  practice. 

The  topics  for  discussions  will  include  advances  in 
bone,  vascular,  gastrointestinal,  and  neuroradiology  in- 
volving a triradiological  approach.  Each  morning  will 
survey  the  advances  in  a single  radiology  subdivision  as 
a refresher  course  with  independent  diagnostic,  nuclear 
medicine  and  therapy  sessions.  Previewed  instructive 
cases,  illustrating  these  topics,  will  be  presented  for 
open  discussion  in  the  afternoons. 

Further  information  may  be  obtained  from  Maurice 
O'Connor,  M.D.,  Conference  Director,  Division  of 
Radiology,  Denver  General  Hospital,  Denver,  Colorado 
80204. 
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Direct  Relief  Doctor 

Aesculapian  International  sends  volunteer  phy- 
sicians and  other  professionals  to  medically  de- 
prived areas.  130  assignments  were  arranged  dur- 
ing the  fiscal  year  which  ended  September  30. 
Of  these,  23  were  for  service  in  the  United  States 
(Indian  reservations,  etc.),  89  in  Latin  America 
and  the  Caribbean,  7 in  the  Far  East  and  South 
Asia,  and  11  in  Africa. 

The  physicians  do  clinical  work,  teach  or  tem- 
porarily replace  local  doctors,  and,  in  most  cases, 
take  their  families  along.  Room  and  board  are 
usually  provided,  but  physicians  on  short-term 
assignments  are  asked  to  pay  for  their  own  trans- 
portation. However,  this  is  deductible  for  tax 
purposes  to  the  extent  allowed  by  law.  Those 
assigned  for  a year  or  more  are  provided  with 
transportation  expenses  for  themselves  and  their 
families,  plus  compensation  based  on  the  local 
economy. 

Interested  physicians  should  write  to  Direct 
Relief  Doctor — Aesculapian  International,  P.O. 
Box  1319,  Santa  Barbara,  CA  93102. 

Battling  a Deadly  Enemy  Smoke  from 
Polymeric  Material  Fires  Carries 
Toxic  Gases 

Experiments  by  a team  of  Naval  Research 
Laboratory  (NRL)  chemists  have  revealed  that 
the  soot  and  water  particles  generated  in  fires 
with  chlorinated  polymeric  materials  transport 
potentially  toxic  amounts  of  hydrogen  chloride 
(HC1 ) gas. 

Shipboard  fires  below  deck  have  long  harassed 
the  Navy.  But  more  recently,  man-made  poly- 
meric materials  have  added  another  degree  of 
complexity  to  the  problems  such  fires  cause. 

The  NRL  team,  J.  P.  Stone,  principal  investi- 
gator, and  Drs.  Homer  W.  Carhart  and  F.  W. 
Williams,  said  chlorinated  polymeric  materials  are 
used  on  ships  as  deck  coverings,  paints,  and 
electrical  insulation,  and  are  also  widely  used  in 
industry.  They  reported  that,  although  these  poly- 
meric materials  have  attractive  properties  that  in- 
clude fire  retardancy,  when  such  polymers  are 
involved  in  fires,  they  release  HC1  which  can  be 
transported  on  the  smoke,  as  well  as  in  the  water 
used  to  fight  the  fire. 


Normally,  moderate  concentrations  of  HC1  gas 
would  be  removed  by  an  individual’s  upper  res- 
piratory tract,  and  would  not  penetrate  the  lungs. 
However,  if  the  HCI  gas  is  deposited  on  minute 
soot  and  water  particles  (less  than  3 micra),  the 
HCI  could  get  past  the  defense  of  the  upper 
respiratory  tract  and  could  be  deposited  in  the 
lungs.  Desorbing  from  the  particles,  the  gas  then 
invades  the  delicate  tissue  of  the  lungs  and  could 
cause  pulmonary  edema.  The  scientists  suggest 
that  this  could  be  the  cause  of  deaths  that  some- 
times occur  up  to  48  or  even  72  hours  after 
exposures  to  certain  fire  situations. 

An  important  factor  in  this  research,  the 
scientists  feel,  is  that  those  using  chlorinated  poly- 
meric materials,  especially  on  ships,  be  made 
aware  of  the  additional  factor  of  danger,  so  that 
when  fire  breaks  out,  masks  or  other  methods 
may  be  used  to  avoid  harmful  breathing  condi- 
tions. 

^ ^ ^ 

Report  on  Radiological  Problems  Resulting 
from  a Nuclear  Attack 

The  publication  of  recommendations  dealing 
with  the  radiological  problems  associated  with  a 
nuclear  attack  was  announced  today  by  the  Na- 
tional Council  on  Radiation  Protection  and 
Measurements  (NCRP).  NCRP  Report  No.  42, 
Radiological  Factors  Affecting  Decision-Making 
in  a Nuclear  Attack,  will  go  on  sale  November  1, 
1974. 

The  new  NCRP  report  supersedes  Report  No. 
29,  Exposure  to  Radiation  in  an  Emergency, 
which  was  published  in  1961.  Like  Report  No. 
29,  the  new  report  was  formulated  to  provide  an 
information  base  for  the  decision-making  that 
might  be  required  in  civil  defense  operations  dur- 
ing and  after  a nuclear  attack.  Report  No.  42 
uses  data  from  accidental  human  radiation  ex- 
posures, and  contemporary  experimental  radio- 
biological information  to  evaluate  how  fractiona- 
tion and  protraction  of  radiation  exposure  might 
influence  the  effectiveness  of  total  body  radiation 
exposure.  The  new  report  develops  a guidance 
scheme  on  which  those  in  charge  could  base  their 
decisions  concerning  radiation  exposure  under 
operational  conditions  during  and  after  a nuclear 
attack. 

The  new  report  was  prepared  to  assist  in 
preparedness  activities  for  large  disasters  in 
which  exposure  of  many  people  to  nuclear  radia- 
tion is  a primary  concern.  In  particular,  the  re- 
port is  intended  as  a basic  resource  for  those 
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officially  responsible  for  civilian  preparedness 
against  nuclear  attack.  The  report  constitutes  an 
attempt  to  describe  in  a form  that  will  be  useful 
to  the  individuals  responsible  for  decision-making 
in  civil  defense  operations  the  important  char- 
acteristics of  radiation,  with  emphasis  on  radio- 
active fallout  and  radiation  injury. 

Copies  of  NCRP  Report  No.  42,  Radiological 
Factors  Affecting  Decision-Making  in  a Nuclear 
Attack,  can  be  purchased  at  the  following  prices: 
1 through  99  copies,  each  copy  $4.00 
100  through  999  copies,  each  copy  $3.25 

1000  or  more  copies,  each  copy  $2.50 
Individuals  and  organizations  already  on  the 
NCRP  Publications  Standing  Order  List  will 
receive  copies  of  the  new  report  automatically  and 
be  invoiced  for  their  order.  Others  may  purchase 
copies  of  the  new  report  or  place  their  name  on 
the  Standing  Order  List  by  directing  their  order 
or  request  to: 

NCRP  Publications 
P.O.  Box  30175 
Washington,  D.C.  20014 

AMA  Urges  Caution  in  Prescribing  Drugs 

The  American  Medical  Association  urged  phy- 
sicians to  exercise  great  caution  in  prescribing 
sleeping  pills  and  tranquilizers  that  might  lead  to 
drug  abuse  and  addiction. 

“Because  of  the  proliferation  of  psychoactive 
substances,  the  physician,  today  more  than  ever 
before,  should  guard  against  contributing  to  drug 
abuse  through  injudicious  prescription  practices 
or  by  acquiescence  to  the  demand  of  some  patients 
for  instant  chemical  answers  to  their  problems,” 
the  AMA  declared. 

The  physician  should  first  determine  that  there 
are  sound  medical  indications  for  using  a 
psychoactive  drug,  such  as  a sleeping  pill  or  a 
tranquilizer.  He  should  then  weigh  three  addi- 
tional factors:  (1)  The  severity  of  symptoms  in 
terms  of  the  patient’s  ability  to  accommodate 
them,  (2)  The  patient’s  reliability  as  a drug  taker, 
noted  through  observation  and  careful  history 
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taking,  and  (3)  The  dependence  liability  of  the 
drug  itself,  the  AMA  said. 

The  AMA  listed  ten  “points  to  remember”  for 
physicians  when  administering  or  prescribing  these 
products — 

1.  Use  barbiturates  and  other  sedative- 
hypnotics  for  relief  of  severe  symptoms,  but  avoid 
them  for  minor  compliants  of  distress  or  discom- 
fort. 

2.  Attempt  to  diagnose  and  treat  underlying 
disorders  before  relying  on  drugs  of  this  class  for 
symptomatic  relief. 

3.  Assess  susceptibility  of  the  patient  to  drug 
abuse  before  prescribing  barbiturates  or  any  other 
psychoactive  drugs.  Weigh  benefits  against 
hazards. 

4.  Use  dosages  that  will  not  lower  sensory 
perception,  responsiveness  to  the  environment,  or 
alertness  below  safe  levels. 

5.  Know  how  to  administer  barbiturates  when 
clinically  indicated  for  withdrawal  in  cases  of 
drug  dependence  of  the  barbiturate  type. 

6.  Using  periodic  checkups  and  family  con- 
sultations, monitor  possible  development  of  de- 
pendence in  patients  who  are  on  an  extended 
sedative-hypnotic  regimen. 

7.  Prescribe  no  greater  quantity  of  a drug  than 
is  needed  until  the  next  checkup. 

8.  Warn  patients  to  avoid  possible  adverse  ef- 
fects because  of  interaction  with  other  drugs,  in- 
cluding alcohol. 

9.  Counsel  patients  as  to  the  proper  use  of 
medication — follow  directions  on  the  label,  dis- 
pose of  old  medicine  no  longer  needed,  keep 
medicine  out  of  reach  of  children,  do  not  “share” 
prescription  drugs  with  others. 

10.  Convey  to  patients  through  your  own  atti- 
tude and  manner  that  drugs,  no  matter  how  help- 
ful, are  only  one  part  of  an  overall  plan  of  treat- 
ment and  management. 


Prepared  by  the  AMA  Committee  on  Alcoholism  and 
Drug  Dependence,  and  approved  by  the  AMA  Council 
on  Mental  Health  and  the  AMA  Department  of  Drugs. 
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IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  carelul  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration : Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years.  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
limes  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage : Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and.  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  V2  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 

Chicago,  Illinois  60680  454  R 
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The 

Pain  Phone 


When  a telephone  prescription 
for  pain  relief  is  necessary  or 
convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with 
Codeine  in  45  of  the  50  statest 
That  includes  No.  4,  which  provides 
a full  grain  of  codeine  for  more 
intense,  acute  pain. 


tThe  exceptions: 

Alaska,  Arizona,  Maine, 
Oregon,  Rhode  Island,  and 
the  District  of  Columbia 


ft  fe 

Wellcome  / Nort 


oughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


c CODEINE 

No.  4 codeine  phosphate* 
(64.8  mg)  gr  1 

No.  3 codeine  phosphate* 
(32.4  mg)gr  Vz 

Each  tablet  also  contains  aspirin 
gr  3Vz.  phenacetin  gr  2’/2, 
caffeine  gr  Vz. 

* Warning-may  be  habit-forming 
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Gonorrhea 

Recommended  Treatment  Schedules — 1974 
Physicians  are  cautioned  to  use  no 
less  than  the  recommended  dosages 
of  antibiotics. 


Uncomplicated  Gonococcal  Infections 
in  Men  and  Women 

Drug  Regimen  of  Choice: 

Aqueous  procaine  penicillin  G (APPG),  4.8 
million  units  intramuscularly,  divided  into  at 
least  two  doses  and  injected  at  different  sites  at 
one  visit,  together  with  one  gram  of  probenecid, 
by  mouth,  just  before  the  injections. 

Alternative  Regimens: 

A.  Patients  in  whom  oral  therapy  is  preferred: 
Ampicillin,  3.5  gm,  by  mouth,  together  with 
one  gram  probenecid  by  mouth,  administered 
at  the  same  time.  There  is  evidence  that  this 
regimen  may  be  slightly  less  effective  than  the 
recommended  APPG  regimen. 

B.  Patients  who  are  allergic  to  the  penicillins 
(penicillin  G,  ampicillin)  or  probenecid*: 

1.  Tetracycline  hydrochloride,  1.5  gm  ini- 
tially by  mouth,  followed  by  0.5  gm  by 
mouth  four  times  per  day  for  4 days  (total 
dosage,  9.5  gm).  Other  tetracyclines  are 
not  more  effective  than  tetracycline  hydro- 
chloride. All  tetracyclines  are  ineffective 
as  single-dose  therapy. 

2.  Spectinomycin  hydrochloride,  2.0  gm  in- 
tramuscularly, in  one  injection. 

Treatment  of  Sexual  Partners : 

Men  and  women  with  known  recent  exposure 
to  gonorrhea  should  receive  the  same  treatment 
as  individuals  known  to  have  gonorrhea.  Male 
sex  partners  of  persons  with  gonococcal  infection 
must  be  examined  and  treated  because  of  the 
high  prevalence  of  nonsymptomatic  urethral 
gonococcal  infection  in  such  men. 

Followup: 

Followup  urethral  and  other  appropriate  cul- 
tures should  be  obtained  from  men,  and  cervical, 

* Allergy  to  penicillin,  ampicillin,  probenecid,  or  previ- 
ous anaphylactic  reaction. 

From  the  USDHEW.  PHS.  CDC,  BSS,  VDCD.  At- 
lanta, Georgia. 


anal  and  other  appropriate  cultures  should  be 
obtained  from  women,  7 to  14  days  after  com- 
pletion of  treatment. 

Treatment  Failures: 

Most  recurrent  infection  after  treatment  with 
the  recommended  schedules  is  due  to  reinfection. 
True  treatment  failure  after  therapy  with  penicil- 
lin, ampicillin  or  tetracycline  should  be  treated 
with  2.0  gm  of  spectinomycin  intramuscularly. 

Post  gonococcal  U rethritis: 

Tetracycline,  0.5  gm,  four  times  daily  by 
mouth,  for  at  least  7 days. 

Pharyngeal  Infection: 

Pharyngeal  gonococcal  infections  may  be  more 
difficult  to  treat  than  anogenital  gonorrhea.  Post- 
treatment cultures  are  essential  followup  for 
pharyngeal  infection.  The  schedules  of  ampicillin 
and  spectinomycin  recommended  for  anogenital 
gonorrhea  are  ineffective  in  pharyngeal  gonorrhea. 
Patients  with  pharyngeal  gonorrhea  whose  infec- 
tion is  not  eradicated  after  treatment  with  4.8 
million  units  of  APPG  plus  one  gram  of  pro- 
benecid, may  be  treated  with  9.5  gm  of  tetracy- 
cline in  the  dosage  schedule  outlined  above 
(Alternative  Regimens). 

Syphilis: 

All  patients  with  gonorrhea  should  have  a 
serologic  test  for  syphilis  at  the  time  of  diagnosis. 
Seronegative  patients  without  clinical  signs  of 
syphilis,  who  are  receiving  the  recommended 
parenteral  penicillin  schedule,  need  not  have  fol- 
lowup serologic  tests  for  syphilis.  Patients  treated 
with  ampicillin,  spectinomycin,  or  tetracycline 
should  have  a followup  serologic  test  for  syphilis 
after  3 months  to  detect  untreated  syphilis. 

Patients  with  gonorrhea  who  also  have  syphilis 
should  be  given  additional  treatment  appropriate 
to  the  stage  of  syphilis. 

Not  Recommended: 

Although  long-acting  forms  of  penicillin  (such 
as  a benzathine  penicillin  G)  are  effective  in 
syphilotherapy,  they  have  NO  place  in  the  treat- 
ment of  gonorrhea.  Oral  penicillin  preparations 
such  as  penicillin  V are  not  recommended  for  the 
treatment  of  gonococcal  infection. 

Treatment  of  Uncomplicated  Gonorrhea 
in  Pregnant  Patients 

A.  For  women  who  are  not  allergic  to  penicillin: 
Use  the  regimens  of  aqueous  procaine  penicil- 
lin G plus  probenecid,  or  use  ampicillin  plus 
probenecid,  as  defined  above. 
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B.  Pregnant  patients  who  are  allergic  to  penicil- 
lin (there  are  several  possible  alternative 
regimens,  each  of  which  has  potential  disad- 
vantages) : 

1.  Erythromycin  1.5  gm  orally,  followed  by 

0.5  gm  four  times  a day  for  4 days,  for  a 
total  of  9.5  gm.  This  regimen  is  safe  for 
mother  and  fetus,  but  efficacy  has  not  been 
established.  Erythromycin  estolate  should 
not  be  used  in  patients  with  underlying 
liver  disease. 

2.  Cefazolin,  2 gm  intramuscularly,  with  1.0 
gm  of  probenecid.  Because  of  the  possi- 
bility of  cross-allergenicity  between  penicil- 
lins and  cephalosporins,  this  regimen 
should  not  be  used  in  a patient  with  a 
history  of  penicillin  anaphylaxis. 

3.  Spectinomycin,  2 gm  intramuscularly.  This 
is  an  effective  dose,  but  safety  for  the  fetus 
has  not  been  established. 

Contraindicated: 

Tetracycline  should  not  be  used  for  uncom- 
plicated gonococcal  infection  in  pregnancy  be- 
cause of  potential  toxic  effects  for  mother  and 
fetus. 

Acute  Salpingitis  (Pelvic  Inflammatory 
Disease) 

The  diagnosis  of  acute  salpingitis  should  be 
considered  in  women  with  acute  lower  abdominal 
pain  and  adnexal  tenderness  on  pelvic  examina- 
tion. Since  there  are  no  completely  reliable  clin- 
ical criteria  on  which  to  distinguish  gonococcal 
from  nongonococcal  salpingitis,  endocervical  cul- 
tures for  N.  gonorrhoeae  are  essential  in  such 
patients.  Therapy,  however,  should  be  initiated 
immediately,  without  waiting  for  the  results  of  the 
cultures. 

A.  Hospitalization:  Hospitalization  should  be 

strongly  considered  for  women  with  suspected 
salpingitis  in  these  situations: 

1.  Uncertain  diagnosis,  where  surgical  emer- 
gencies must  be  excluded. 

2.  Suspicion  of  pelvic  abscess. 

3.  Pregnant  patients  with  salpingitis. 

4.  Inability  of  the  patient  to  follow  an  out- 
patient regimen  of  oral  medication,  espe- 
cially because  of  nausea  and  vomiting. 

5.  Failure  to  respond  to  outpatient  therapy. 

B.  Antimicrobial  Agents:  Controlled  studies  of 
the  treatment  of  acute  salpingitis  are  not 
available.  Initial  management  must  AT 
LEAST  be  adequate  for  gonococcal  salpin- 
gitis. These  regimens  are  known  to  be  ade- 


quate for  the  treatment  of  gonococcal  salpin- 
gitis: 

1.  Outpatients: 

a.  1.5  gm  tetracycline  hydrochloride, 
given  as  a single  oral  loading  dose, 
followed  by  500  mg,  taken  orally,  four 
times  daily  for  10  days. 

b.  Aqueous  procaine  penicillin  G (APPG), 
4.8  million  units  intramuscularly,  di- 
vided into  at  least  two  doses  and  in- 
jected at  different  sites  at  one  visit,  OR 
3.5  gm  of  oral  ampicillin.  One  gram  of 
oral  probenecid  is  given  along  with 
either  penicillin  or  ampicillin,  and  both 
are  followed  by  500  mg  of  ampicillin, 
taken  orally,  four  times  daily  for  10 
days. 

2.  Hospitalized  patients: 

a.  Aqueous  crystalline  penicillin  G,  20 
million  units,  given  intravenously  each 
day  until  clear-cut  improvement  occurs, 
followed  by  500  mg  of  ampicillin  taken 
orally  four  times  daily,  to  complete  10 
days  of  therapy.  The  need  for  addi- 
tional or  alternative  antibiotics  for  the 
treatment  of  nongonococcal  salpingitis 
requires  further  study.  Since  it  is  im- 
possible to  distinguish  gonococcal  from 
nongonococcal  salpingitis  clinically, 
many  physicians  also  use  an  aminogly- 
coside in  addition  to  penicillin  and/or 
antibiotics  which  are  effective  against 
Bacteroides  fragilis  as  initial  therapy. 

b.  Tetracycline  hydrochloride,  500  mg, 
given  intravenously  four  times  daily  un- 
til improvement  occurs,  followed  by 
500  mg  taken  orally  four  times  daily,  to 
complete  10  days  of  therapy.  This  regi- 
men should  not  be  used  for  pregnant 
women  or  for  patients  with  renal 
failure. 

3.  Failure  to  improve  on  the  recommended 
regimens  does  not  necessarily  indicate  the 
need  for  stepwise  additional  antibiotics,  but 
requires  reassessment  of  the  possibility  of 
other  diagnoses  and  of  the  specific  micro- 
bial etiology. 

C.  The  effect  of  the  removal  of  an  intrauterine 
device  on  the  response  of  acute  salpingitis  to 
antimicrobial  therapy  and  on  the  risk  of  re- 
current salpingitis  requires  further  study. 

D.  Adequate  treatment  of  women  with  acute 
gonococcal  salpingitis  must  include  examina- 
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don  and  appropriate  treatment  of  their  male 
sex  partners  because  of  the  high  prevalence 
of  nonsymptomatic  urethral  gonococcal  in- 
fection in  such  men.  Failure  to  treat  male 
sex  partners  is  a major  cause  of  recurrent 
gonococcal  salpingitis. 

E.  Followup  of  patients  with  acute  salpingitis  is 
essential.  All  patients  should  receive  repeat 
pelvic  examinations  and  cultures  for  N.  gonor- 
roheae  after  treatment. 

Disseminated  Gonococcal  Infection 

A.  Equally  effective  treatment  schedules  in  the 
arthritis-dermatitis  syndrome  include: 

1.  Aqueous  crystalline  penicillin  G,  10  million 
units  intravenously  per  day  for  3 days,  or 
until  there  is  significant  clinical  improve- 
ment. This  may  be  followed  with  ampicil- 
lin,  500  mg  four  times  a day  orally,  to 
complete  7 days  of  antibiotic  treatment. 

2.  Ampicillin,  3.5  gm  orally,  plus  probenecid, 
1.0  gm,  followed  by  ampicillin,  500  mg 
four  times  per  day  orally,  for  at  least  7 
days. 

B.  In  penicillin  and/or  probenecid  allergic 

patients: 

1.  Tetracycline,  1.5  gm  orally,  followed  by 
500  mg  four  times  a day  orally,  for  at 
least  7 days.  Tetracycline  should  not  be 
used  for  complicated  gonococcal  infection 
in  pregnancy  because  of  potential  toxic 
effects  for  mother  and  fetus. 

2.  Erythromycin,  0.5  gm  intravenously  every 
6 hours,  for  at  least  3 days. 

C.  Additional  measures: 

1.  Hospitalization  is  indicated  in  patients  who 
are  unreliable,  have  uncertain  diagnosis, 
or  have  purulent  joint  effusions  or  other 
complications. 

2.  Immobilization  of  the  affected  joint (s)  ap- 
pears helpful.  Repeated  aspirations  and 
saline  irrigations  appear  beneficial,  but 
controlled  studies  of  these  procedures  have 
not  been  performed.  Open  drainage  of 
joints  other  than  the  hip  is  now  generally 
discouraged  in  patients  with  gonococcal 
arthritis. 

3.  Intra-articular  administration  of  penicillin 
is  unnecessary,  since  penicillin  levels  in  the 
synovial  fluid  of  inflamed  joints  approxi- 
mate serum  levels;  furthermore,  intra- 
articular  injection  per  se  may  produce  a 
toxic  synovitis. 


D.  Meningitis  and  endocarditis  due  to  the 
gonococcus  require  high-dose  intravenous 
penicillin  therapy  (at  least  10  million  units 
per  day)  for  longer  periods:  usually  at  least 
10  days  for  meningitis  and  3-4  weeks  for 
endocarditis. 

Gonococcal  Infection  in  Pediatric  Patients 

Pediatric  patients  encompass  those  from  birth 
to  adolescence.  When  a child  is  post-pubertal 
and/or  weighs  over  100  pounds,  he  or  she  should 
be  treated  with  dosage  regimens  as  defined  above 
for  adults. 

With  Gonococcal  Infection  in  Children, 

The  Possibility  of  Child  Abuse  Must  be 
Considered! 

The  efficacy  of  therapeutic  regimens  for  un- 
complicated and  complicated  gonococcal  infec- 
tions of  childhood  is  unproven  at  present. 

Prevention  of  Neonatal  Infection: 

All  pregnant  women  should  have  endocervical 
cultures  examined  for  gonococci  as  an  integral 
part  of  prenatal  care. 

Prevention  of  Gonococcal  Ophthalmia: 

A.  One  percent  silver  nitrate  (do  not  irrigate 
with  saline,  as  this  may  reduce  efficacy). 

B.  Ophthalmic  ointments  containing  tetracycline, 
erythromycin,  or  neomycin  are  also  probably 
effective. 

C.  NOT  RECOMMENDED:  Bacitracin  oint- 

ment (not  effective)  and  penicillin  drops  (sen- 
sitizing) . 

Management  of  Infants  Born  to  Mothers 
With  Gonococcal  Infection: 

Orogastric  and  rectal  cultures  should  be  taken 
from  all  patients.  Blood  cultures  should  be  taken 
if  septicemia  is  suspected.  Aqueous  crystalline 
penicillin  G,  50,000  units/ky/day,  should  be 
administered  in  two  daily  doses  intravenously,  if 
cultures  or  Gram-stained  smears  reveal  gonococci. 
The  duration  of  therapy  should  be  determined  by 
clinical  response.  In  suspected  septicemia,  an 
aminoglycoside  should  also  be  administered. 

Neonatal  Disease: 

A.  Gonococcal  ophthalmia:  Patient  should  be 

hospitalized.  Antimicrobial  agents:  Aqueous 
crystalline  pencillin  G,  50,000  units/kg/day, 
in  two  or  three  doses  intravenously  for  7 days, 
PLUS  frequent  saline  irrigations  and  instilla- 
tion of  penicillin,  tetracycline  or  chloram- 
phenicol eyedrops. 
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B.  Complicated  infection:  Arthritis  and  septi- 

cemia should  be  treated  by  hospitalization  and 
administration  of  aqueous  crystalline  penicil- 
lin G,  75,000-100,000  units/kg/day,  in  four 
doses,  or  procaine  penicillin  G,  75,000- 
100,000  units/kg/day,  in  two  doses  for  7 days. 
Meningitis  should  be  treated  with  aqueous 
crystalline  penicillin  G,  100,000  units/kg/day, 
divided  into  two  or  three  daily  intravenous 
doses  and  continued  for  at  least  10  days. 

Childhood  Disease: 

Gonococcal  ophthalmia  should  be  treated  with 
hospitalization  and  by  the  administration  of 
aqueous  crystalline  penicillin  G intravenously, 
75,000-100,000  units/kg/day,  in  four  doses,  or 
procaine  penicillin  G,  intramuscularly,  75,000- 
100,000  units/kg/day,  in  two  doses,  for  7 days, 
PLUS  saline  irrigations  and  instillation  of  penicil- 
lin, tetracycline  or  chloramphenicol  eyedrops. 
Topical  antibiotics  alone  are  NOT  recommended 
in  therapy  of  gonococcal  ophthalmitis.  The  source 
of  the  infection  must  be  identified. 

Uncomplicated  vulvovaginitis  and  urethritis 
usually  do  not  require  hospitalization.  Both  may 

* 


be  treated  at  one  visit  with  aqueous  procaine 
penicillin  G,  75,000-100,000  units/kg  intramus- 
cularly, and  probenecid,  25  mg/kg  by  mouth. 
Topical  and  systemic  estrogen  therapy  are  of  no 
benefit  in  vulvovaginitis.  All  patients  should  have 
followup  cultures,  and  the  source  of  infection 
should  be  identified,  examined  and  treated. 

Infection  complicated  by  peritonitis  or  arthritis 
should  be  treated  by  hospitalization  and  adminis- 
tration of  aqueous  crystalline  penicillin  G,  intra- 
venously, 75,000-100,000  units/kg/day,  in  four 
doses,  or  procaine  penicillin  G,  75,000-100,000 
units/kg/day  intramuscularly,  in  two  doses  for  7 
days. 

Treatment  of  patients  with  allergy  to  penicillin: 
Patients  under  6 years  of  age  should  be  treated 
with  erythromycin,  40  mg/kg/day,  in  four  doses 
by  mouth,  for  7 days,  for  uncomplicated  dis- 
ease. Complicated  disease  should  be  treated  with 
cephalothin,  60-80  mg/kg/day  in  four  doses  in- 
travenously, for  7 days.  Patients  older  than  6 
may  be  treated  with  an  oral  regimen  of  tetracy- 
cline, 25  mg/kg,  as  an  initial  dose,  followed  by 
40-60  mg/kg/day  in  four  doses,  for  7 days,  or  an 
intravenous  regimen  consisting  of  tetratycline,  15- 
20  mg/kg/day,  in  four  doses,  for  7 days. 

* * 


State  Medical  Journals  Head  the  List 

State  medical  journals  have  received  another  vote  of  confidence  from  their  readers.  This 
year,  10  of  the  state  journals  in  the  36-journal  group  to  which  this  journal  belongs  were 
tested  by  a professional  research  group  in  Philadelphia  and  set  a record  of  which  we  may 
be  very  proud. 

The  testing  mechanism,  which  is  as  objective  as  it  is  possible  to  be,  consists  of  attaching 
valid  blank  checks  for  $5.00  to  advertising  pages  and  then  counting  the  number  of  checks 
which  are  cashed  within  10  weeks  after  mailing.  The  journal  copies  to  be  decorated  with 
the  checks  are  selected  by  an  independent  certified  public  accountant.  Physicians’  names  are 
chosen  from  the  mailing  list  by  serial  numbers  so  that  the  selection  is  completely  at 
random.  The  checks  are  distributed  through  the  various  journal  copies  so  that,  in  the  end, 
each  one  of  the  advertising  pages  has  been  labeled  as  often  as  all  the  other  ad  pages  in  that 
issue. 

During  1973  and  1974  our  own  state  journal  group  and  16  of  the  most  popular  nationally 
distributed  association  sponsored  and  commercial  medical  publications  have  been  tested  by 
this  technic. 

The  10  state  medical  journals  had  an  average  score  of  35%.  This  is  an  extremely  high 
response.  Usually  returns  on  such  tests  are  considered  good  if  they  are  between  20  and  25%. 
The  scores  for  the  other  16  national  publications  varied  from  34.6%  down  to  15.4%.  The 
state  journal  group  was  at  the  head  of  the  list. 

Measuring  a publication's  ad-page-exposure  record  by  the  $5.00  check  technic  is  the 
most  reliable  method  yet  devised.  Every  effort  was  made  by  the  researcher  to  assure  the 
highest  standards  of  precision  and  accuracy.  Standard  procedures,  without  deviation,  were 
employed  on  all  journals.  The  results  may  be  accepted  as  truly  indicative  of  a publication’s 
ability  to  attract  and  interest  its  readers,  the  physicians.  All  state  journals  may  feel  compli- 
mented and  honored  by  such  a study. 

Corroborative  evidence  of  the  high  readership  of  state  journals  is  furnished  by  another 
type  of  reader  interest  study  which  was  done  by  Medico  Media  Audit  in  June  and  July  of 
this  year.  State  medical  journals  as  a group  headed  the  list  of  the  10  publications  which 
were  studied. 
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Professional  Liability  Insurance 

(MALPRACTICE) 

Policy  and  Rates  Approved 

by  the  TENNESSEE  MEDICAL  ASSOCIATION 

Standard  Coverage  That  SAVES  YOU  12]/2% 

Class  1 — Physicians  doing  no  surgery. 

Class  2 — Physicians  doing  minor  surgery  or  assisting  in  major 
surgery  on  own  patients. 

Class  3 — Surgeons — General  Practitioners  who  perform  major 
surgery  or  assist  in  major  surgery  on  other  than  their 
own  patients  and  specialists  hereafter  indicated: 

Cardiologists  (including  catheterization,  but  not  in- 
cluding cardiac  surgery),  Ophthalmologists,  Proc- 
tologists. 

Class  4 — Surgeons — specialist,  Anesthesiologists,  Cardiac  Sur- 
geons, Otolaryngologists — No  Plastic  Surgery,  Sur- 
geons— General  (Specialists  in  general  surgery), 

Thoracic  Surgeons,  Urologists,  Vascular  Surgeons. 

Class  5— Surgeons — specialists,  Neurosurgeons,  Obstetricians- 
Gynecologists,  Orthopedists,  Otolaryngologist — Plastic 
Surgery,  Plastic  Surgeons. 


RATES  AND  LIMITS 


CLASSES 

25/75 

100/300 

200/600 

Class  1 

$103 

$132 

$154 

Class  2 

$181 

$232 

$262 

Class  3 

$310 

$409 

$458 

Class  4 

$413 

$545 

$607 

Class  5 

$516 

$681 

$755 

1.  Partnership  Liability  and  Corporate  Liability, — 

Increase  premium  for  each  partner  or  corporate  member  by  20%. 

2.  X-Ray  Therapy  and  Shock  Therapy  (Quotations  made  on  request.) 

3.  Premises  Liability  (Bodily  Injury  & Property  Damage) 

* Minimum  Premium-— $9.00 

4.  Personal  Injury  (Libel,  Slander,  Invasion  of  Privacy,  False  Arrest  and  Evic- 
tion, etc.) 

* Minimum  Premium— $13.00 

* Minimum  premiums  quoted  are  applicable  only  when  written  with  Professional  Liability 
Coverage. 

FARRINGER&  COMPANY 

A DIVISION  OF 

ARMISTEAD  MILLER  WALLACE /FSYNEfiSDN 

Administrators  / P.O.  Box  1020  Nashville,  Tennessee  37202/  Phone  242-2601 

INGLE-KNOX  INSURANCE  AGENCY  FAW  & SHERROD 

Phone  265-4541  Phone  926-8164 

Chattanooga,  Tennessee  37402  Johnson  City,  Tennessee  37602 

SHELBY  MUTUAL  INSURANCE  COMPANY 

of  Shelby,  Ohio 

Your  policy  is  backed  by  Assets  over  $90,000,000.00 

For  information  on  Hospital  Professional  Liability  and  other  coverages  please  contact  one  of  the  agents  listed. 
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ANSWERS  TO  THE  COOPER  REVIEW 
(from  page  35) 

1.  (1)  (c);  (2)  (b);  (3)  (b) 

Discussion: 

Sudden  onset  of  excruciating  persistent  headache  is 
the  hallmark  of  sub-arachnoid  intracranial  hemor- 
rhage in  a previously  healthy  young  person,  though  it 
can  also  occur  in  other  age  groups.  Such  patients 
should  be  sent  to  the  hospital  for  prompt  spinal  tap, 
which  will  reveal  bloody  cerebrospinal  fluid  and  often 
increased  intracranial  pressure  as  well.  Presence  of 
xanthochromio  in  supermatent  fluid  after  centrifuging 
bloody  cerebrospinal  fluid  will  rule  out  a “traumatic 
tap.”  Bleeding  from  ruptured  intracranial  aneurysms 
or  arteriovenous  malformation  are  primary  sources  to 
consider  in  this  age  group  under  circumstances  related 
above.  Further  study  is  then  needed  prior  to  definitive 
treatment. 

2.  (e) 

The  most  common  cause  of  hypothyroidism  is 
primary  failure  of  the  thyroid  gland,  resulting  in  the 
decreased  production  of  thyroid  hormone.  The  hypo- 
thalamic-pituitary axis  responds  to  the  decreased 
blood  level  of  thyroid  hormone  by  increasing  pro- 
duction and  release  of  thyrotropin-stimulating  hor- 
mone (TSH),  resulting  in  an  elevated  serum  TSH. 

Several  recent  studies  have  shown  that  the  serum 
TSH  can  be  significantly  elevated  in  mild  cases  of 
hypothyroidism  before  the  serum  thyroid  hormone 
levels  (T4  and  T3)  fall  below  the  normal  range.  For 
all  practical  purposes,  the  serum  TSH  level  is  elevated 
in  all  patients  with  primary  hypothyroidism  and  the 
greatest  value  of  the  test  is  in  its  detection  of  early 
or  minor  degrees  of  hypothyroidism.  In  clinical  prac- 
tice, the  serum  T4  by  radioimmunoassay  or  competi- 
tive protein  binding  techniques,  is  an  excellent  initial 
test  for  the  evaluation  of  thyroid  function.  However, 
if  the  serum  T4  is  normal,  but  the  clinical  suspicion 
of  hypothyroidism  exists,  the  serum  TSH  should  be 
determined. 

The  serum  TSH  is  also  of  value  in  following 
patients  who  have  received  therapy  for  hyperthyroid- 
ism. A significant  number  of  these  patients  develop 
hypothyroidism  in  long-term  follow-up  after  either 
surgery  or  131I  therapy.  No  patient  with  normal 
serum  TSH  6-18  years  after  therapy  has  developed 
hypothyroidism,  whereas  about  5 per  cent  per  year 
of  those  with  elevated  serum  TSH  developed  hypo- 
thyroidism. Patients  treated  with  131I  for  thyrotoxi- 
cosis, who  show  a high  serum  TSH,  should  be 
examined  at  years  or  longer. 

The  less  common  secondary  case  of  hypothyroid- 
ism due  to  hypopituitarism  has  undetectable  serum 
TSH.  Therefore,  the  measurement  of  serum  TSH 
also  has  value  in  differentiating  primary  (thyroid) 
from  secondary  (pituitary)  hypothyroidism.  The 
eventual  availability  of  thyrotropin-releasing  factor 
will  provide  a means  of  assessing  pituitary  reserve, 
whereas  patients  with  primary  hypothyjoidism  will 
show  an  exaggerated  increase  of  TSH  to  such  stimula- 
tion of  the  pituitary. 

Patients  with  hypothyroidism  due  to  autoimmune 
thyroiditis  (Hashimoto's  disease  or  struma  hympho- 
matosum)  show  both  elevated  serum  TSH  and  cir- 
culating thyroid  antibodies. 
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Serum  TSH  determinations  are  performed  by  a 
radioimmunoassay  technique.  Reagents  are  commer- 
cially available,  permitting  many  large  hospitals  to 
offer  the  test  on  a routine  basis.  Reliable  measure- 
ments are  also  available  from  most  of  the  large  com- 
mercial laboratories.  The  normal  serum  TSH  level 
is  3.9  + 2.0  microunits  per  ml  (mean  + 1 standard 
deviation),  but  this  may  show  some  variation  with 
methodology.  Patients  with  primary  hypothyroidism 
show  very  high  levels  (24  to  800  microunits  per  ml). 

3.  ( 1 ) TRUE.  Aspirin  is  by  far  the  drug  of  choice  in 

the  treatment  of  rheumatoid  arthritis.  It  must  be 
given  in  high  enough  doses  to  be  antiinflamma- 
tory; that  is,  at  least  12  tablets/day. 

(2)  FALSE.  Gold  salts  are  used  only  for  rheumatoid 
arthritis  and  its  close  variants,  such  as  psoriatic 
arthritis  and/or  lupus.  It  is  never  helpful  in 
osteoarthritis  or  gout. 

(3)  FALSE.  A long  acting  corticosteroid  injection 
into  a bothersome  joint  is  often  extremely  help- 
ful to  the  patient  with  rheumatoid.  Often,  it 
will  allow  them  to  return  to  useful  lives;  for 
example,  the  patient  who  has  disease  in  many 
joints,  but  severe  involvement  of  one  ankle  or 
knee.  A local  steroid  injection  often  allows  the 
patient  to  become  markedly  improved,  while  just 
systemic  therapy  often  fails. 

Reference : 

Kitridou,  RC,  Solomon,  SD:  The  Patient  with 

Rheumatoid  Arthritis.  Amer  Family  Phy,  July.  1971. 

4.  ( 1 ) Lithium  toxicity  and  the  potential  for  toxicity 

is  markedly  enhanced  by  a sodium  restricted 
diet,  or  the  excretion  of  sodium  with  diuretics. 
A patient,  therefore,  with  Lithium  Therapy,  who 
is  hypertensive,  and  needs  the  thiazide  diuretics 
should  have  his  Serum  Lithium  monitored  care- 
fully. Generally  speaking,  it  has  been  found 
that  a dosage  approximately  two-thirds  of  the 
prediuretic  dose  is  adequate  to  maintain  the 
Serum  Lithium  level  at  therapeutic  levels  of  be- 
tween 0.5  milliequivalent  and  1.2  milliequivalent. 
This,  however,  should  be  determined  by  approxi- 
mately weekly  Serum  Lithium  levels  for  three 
or  four  weeks,  or  until  it  is  clear  that  an  equi- 
librium has  been  established,  after  which 
Lithium  levels  can  be  taken  approximately  every 
several  months,  or  as  clinically  indicated. 

(2)  The  second  complication,  which  is  more  un- 
usual but  which  has  been  reported,  is  the  oc- 
currence of  hypothyroidism,  or  thyroiditis  caused 
by  the  Lithium.  This  would  seem  to  be  ade- 
quately taken  care  of  by  a clinical  suspicion, 
appropriate  thyroid  tests,  and  apparently  the 
institution  of  thyroid  hormones  in  conjunction 
with  continuing  the  Lithium,  if  this  is  judged 
necessary. 

5.  (1)  False.  Rheumatoid  arthritis  usually  presents 

with  a symmetrical  pattern  of  involvement. 
It  is  often  uncanny  how  one  extremity  is  a 
mirror  image  of  the  other  extremity.  Also,  the 
swelling  is  soft  and  spongy.  If  a patient  presents 
with  asymmetrical  arthritis  which  is  bony  in 
nature,  the  diagnosis  is  usually  osteoarthritis. 

(2)  True.  The  Westergren  sed.  rate  is  probably 
one  of  the  most  useful  tests  in  following  a 
patient's  disease  activity.  ^ 
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CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 

tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 
Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults- 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin’  (methacycline  HCI.)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  foratotal of5.4grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children  — 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
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Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  POR  information. 
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Ultrasound  In  Clinical  Medicine 


Recent  articles1'2  predict  that  the  use  of  ultra- 
sound in  medicine  will  surpass  the  use  of  X-ray 
in  medicine  within  the  next  ten  years.  While 
this  prediction  might  be  a little  overstated,  ultra- 
sound already  has  become  a well  established  diag- 
nostic modality  in  cardiology,  obstetrics,  neurol- 
ogy, and  ophthalmology  and  its  unique  features 
assure  an  impact  that  will  be  felt  in  virtually 
every  medical  specialty.  The  characteristics  of 
ultrasound  that  are  so  uniquely  desirable  for 
medical  applications  are: 

A.  1.  It  is  non-invasive  (no  injections  are 

made). 

2.  It  is  painless. 

3.  It  is  non-ionizing. 

4.  It  causes  no  known  damage  at  the 
energy  levels  used  in  diagnostic  work. 

B.  It  is  capable  of  very  fine  resolution  (0.1 
mm  in  the  eye  and  1.0  mm  in  the  heart). 

C.  It  can  be  used  to  visualize  moving  struc- 
tures (such  as  a mitral  valve  leaflet  or 
heart  wall). 

D.  It  can  be  used  to  measure  blood  flow.3 

E.  It  can  be  used  to  obtain  a picture  of  a 
cross  section  through  soft  tissues  of  the 
body  without  the  use  of  contrast  media  or 
surgery. 

An  ultrasound  examination  is  carried  out  by 
coating  the  skin  with  a fluid  that  excludes  air 
and  is  capable  of  transmitting  sound  well.  These 
fluids  include  mineral  oil,  gel,  or  water.  A trans- 
ducer containing  a piezzo-electric  crystal  is  placed 
over  the  area  of  interest.  An  alternating  current 
is  passed  through  the  crystal  causing  it  to  vibrate 
rapidly,  change  shape,  and  thereby  emit  a sound 
wave  of  high  frequency  (1  to  5 million  cycles 
per  second  or  1 to  15  megaHertz)  for  a period 
of  about  one  microsecond.  The  electrical  current 

From  the  Department  of  Nuclear  Medicine  and  Ultra- 
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is  then  turned  off  for  about  900  microseconds, 
during  which  time  the  crystal  functions  as  a re- 
ceiver, receiving  the  sound  waves  that  are  re- 
flected from  the  tissues  (i.e.  echoes).  These 
echoes  cause  the  crystal  to  vibrate  and  change 
shape  and  thereby  convert  the  sound  energy  into 
electrical  energy  that  is  processed  and  displayed 
on  an  oscilloscope.  The  oscilloscopic  image  is 
photographed  for  interpretation  by  a physician. 
The  physician  performing  the  examination  not 
only  must  know  the  anatomy  and  pathophysiol- 
ogy of  the  organ  being  studied,  but  also  must 
be  able  to  reposition  the  patient,  redirect  the 
sound  beam,  and  readjust  machine  settings  dur- 
ing the  performance  of  the  study  in  order  to 
produce  images  on  the  oscilloscope  with  maximal 
information  content. 

During  the  mid  and  late  1950’s,  clinical  appli- 
cations of  ultrasound  were  published  for  the 
first  time  in  cardiology,4’5  neurology,6’7  obstetrics8, 
and  opthalmology.9,10  In  the  ensuing  fifteen 
years,  instrumentation  improved  dramatically  and 
physicians  acquired  experience  with  this  new 
technology.  As  many  clinical  studies  were  re- 
ported in  the  medical  literature,  ultrasound  be- 
came recognized  as  a reliable  diagnostic  tool. 

Heart 

An  ultrasonic  examination  of  the  heart  is  ac- 
complished by  placing  the  transducer  to  the  left 
of  the  sternum  in  an  interspace  between  the  ribs 
(usually  between  the  fourth  and  fifth  ribs).  A 
focused  sound  wave  is  directed  into  the  heart, 
and,  depending  upon  the  angulation  of  the  trans- 
ducer, a pencil-like  beam  of  sound  will  pass 
through  the  apex,  mid-portion,  or  base  of  the 
heart.  Reflected  sound  (echoes)  from  the  plane 
through  which  the  sound  beam  passed  are  vis- 
ualized on  an  oscilloscope  as  a set  of  moving 
lines  corresponding  to  the  surfaces  of  muscles, 
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valves,  and  other  structures  in  the  heart.  The 
diameter  of  the  heart  chambers  in  systole  and 
diastole  and  the  thickness  of  muscles,  heart 
valves,  and  pericardial  sac  as  well  as  their  motion 
is  depicted  on  the  oscilloscopic  tracing  to  an 
accuracy  of  plus  or  minus  2 mm.  This  ability 
to  measure  muscle  thickness,  chamber  size, 
stroke  volume,  and  to  describe  valve  motion 
provides  a great  advantage  over  roentgenograms 
and  fluoroscopy.  Many  diverse  cardiac  diseases 
usually  show  a characteristic  appearance  on  an 
echocardiogram,  such  as  mitral  stenosis,  mitral 
insufficiency,  prolapsed  mitral  valve,  flail  mitral 
valve  leaflet,  aortic  stenosis,  aortic  insufficien- 
cy, dissecting  aortic  aneurysm,  ruptured  chorda 
tendeniae,  atrial  septal  defect,  congestive 
cardiomyopathy,  ideopathic  hypertrophic  sub- 
aortic stenosis,  pericardial  effusion,  pulmo- 
nary hypertension,  atrial  myxoma,  ventricular 
aneurysm,  dyskinesis  or  akynesis  of  the  left 
ventricular  wall  or  interventricular  septum  as 
well  as  many  types  of  congenital  heart  disease. 
(Figs.  1 and  2).  Although  it  may  be  difficult 


1.  RV — right  ventricle,  IVS — interventricular  septum, 
LV — left  ventricle,  MV — mitral  valve  (anterior  leaflet), 
LA — left  atrium 


to  obtain  technically  good  tracings,  and  interpre- 
tation of  the  tracings  may  be  difficult,  the  echo- 
cardiographic  examination  is  simple  and  pain- 
less for  the  patient.  As  physicians  become  better 
acquainted  with  this  technique,  it  not  only  will 
become  more  widely  used,  but  also  will  become 
a mainstay  for  the  evaluation  of  patients  with 
cardiac  disease.  Indications  for  echocardiography 
are  listed  in  Table  I. 

Obstetrics 

Unlike  the  X-ray  examinations  which  pose  a 
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2.  PV — pulmonic  valve  leaflet,  IVS — interventricular 
septum,  endocardium,  pericardium — epicardium 


Table  I 

Indications  for  Echocardiography 

1.  Cardiomegaly 

a)  Pericardial  effusion. 

b)  Congestive  cardiomopathy. 

c)  Idiopathic  hypertrophic  subaortic  stenosis  with 
outflow  obstruction. 

2.  Any  Murmur 

a)  Mitral  stenosis  or  insufficiency. 

b)  Prolapsed  mitral  valve. 

c)  Flail  mitral  valve. 

d)  Aortic  stenosis  or  insufficiency. 

e)  Atrial  septal  defect. 

3.  Coronary  Artery  Disease 

a)  Dyskinesis  or  akinesis  of  left  ventricular  wall  or 
interventricular  septum. 

b)  Ventricular  aneurysm. 

c)  Any  patient  about  to  undergo  coronary  arterio- 
grams. 

4.  Atrial  Myxoma 

5.  Pulmonary  Hypertension 

6.  Unexplained  Arrythmias 

7.  Congenital  Heart  Disease 

j 

significant  radiation  hazard  to  the  fetus  and 
which  usually  cannot  resolve  soft  tissue  struc- 
tures very  well,  ultrasound  is  particularly  well 
suited  to  obstetrical  applications.  With  ultra- 
sound techniques  intrauterine  pregnancy  can  be 
detected  as  early  as  5 weeks  (frequently  before 
the  standard  urinary  pregnancy  tests  are  posi- 
tive). Fetal  head  size  is  easily  determined  to 
an  accuracy  of  plus  or  minus  3 mm  and  its  rate 
of  growth  is  a significant  indicator  of  fetal  health 
(Fig.  3).  Morphologic  abnormalities  in  the 
uterus,  in  the  fetus,  and  in  the  position  and  size 
of  the  placenta  are  amenable  to  analysis  by  ultra- 
sound. Indications  for  the  use  of  ultrasound  in 
obstetrics  are  presented  in  Table  II. 

Abdominal  and  Retroperitoneal  Organs 

Because  of  interference  by  loops  of  bowel  con- 
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3.  H — head,  P — placenta 

Table  II 

Indications  for  Obstetrical  Uultrasound 

1.  Inconsistency  Between  Menstrual  History  and  Growth 
of  Uterus 

2.  Detection  of  Early  Pregnancy 

3.  Fetal  Position 

4.  Placental  Localization 

a)  Third  trimester  bleeding 

b)  Amniocentesis 

5.  Fetal  Growth  Rate 

6.  Planned  Abortion 

a)  Saline  abortion 

b)  Suction  abortion 

c)  No  abortion  possible 

7.  Threatened  Abortion 

8.  Retained  Placenta 

9.  Ectopic  Pregnancy 

10.  Twins 

11.  Hydatidiform  Mole 

12.  Polyhydramnios 

13.  Anencephaly,  Hydrocephalus 

14.  Lost  Intrauterine  Contraceptive  Device 

taining  air  and  because  of  greater  anatomic 
variability,  ultrasound  examination  of  abdominal 
and  retroperitoneal  organs  is  more  difficult  than 
ultrasound  studies  of  heart  or  pregnant  uterus. 
Despite  these  difficulties,  ultrasound  scans  of 
excellent  quality  can  be  obtained  (Fig.  4). 
Ovaries  larger  than  5 cm  are  easily  detected 
(Fig.  5)  and  the  ability  to  detect  this  slight  en- 
largement should  be  of  significant  assistance  in 
the  early  diagnosis  of  ovarian  cancer.  Abscess, 
uterine  tumors,  pancreatic  tumors  and  cysts  (Fig. 
6),  hydronephrosis,  renal  calculi,  renal  tumors 
and  cysts,  polycystic  kidney,  aortic  aneurysm, 
enlarged  periaortic  lymph  nodes,  dilated  gall 
bladder,  liver  tumors,  bladder  tumors,  and 
volume  of  residual  bladder  urine  can  be  appreci- 
ated by  ultrasound.  Accurate  measurements  of 


6.  PC — pancreatic  cyst 

tumor  size  and  depth  from  skin  surface  are  easily 
determined  and  have  proven  to  be  of  value  in 
planning  radiation  therapy. 


4.  P — pancreas.  L — liver,  VC — vena  cava.  K — kidney, 
S — spine,  A — aorta 


5.  BL — bladder,  UT — uterus 
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Central  Nervous  System 

Ultrasonography  of  the  brain  (echoencepha- 
lography)  presents  special  problems  because 
transmission  of  sound  through  the  calvarium 
requires  intrumentation  with  slightly  higher  power 
levels  than  is  needed  for  ultra  sound  studies  in 
other  parts  of  the  body  and  because  transducers 
with  a lower  MegaHertz  range  (ie.  1 to  2.5 
MHz)  are  necessary  for  transmission  through 
a thick  skull.  The  oscilloscopic  display  is  not 
a two  dimensional  photograph  of  a plane  through 
the  brain,  but  instead  is  a series  of  vertical  lines 
which  correspond  to  the  interface  between  vari- 
ous structures  in  the  brain.  The  distance  between 
these  lines  can  be  measured  to  an  accuracy  of 
two  millimeters.  One  can  almost  always  dis- 
play both  walls  of  the  third  ventricle,  septum 
pellucidum,  falx  cerebri,  skull,  and  skin.  The 
cistema  ambiens,  temporal  horn,  and  sylvian 
fissure  often  can  be  displayed.  The  walls  of 
the  lateral  ventricles  can  be  displayed  only  when 
these  structures  are  dilated  (Fig.  7).  In  order 

1" 

i;;  - ^ 


Fig.  7.  (See  text  above) 


to  display  these  structures,  it  is  necessary  to 
direct  the  sound  beam  into  the  brain  from  at 
least  three  different  standardized  positions  on 
both  sides  of  the  head,  and  during  the  exami- 
nation the  transducer  must  be  rocked  back  and 
forth  or  angled  slightly  and  machine  settings  must 
be  varied.  Pathologic  changes  in  brain  that  can 
be  detected  are: 

1.  Shifts  of  the  midline  due  to  a wide  variety 
of  lesions 

2.  Dilated  ventricles 

3.  Abnormal  echoes  emanating  from  a tumor 

4.  Echoes  from  the  surface  membrane  of  a 
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subdural  hematoma  (particularly  a chronic 
subdural  hematoma) 

5.  Large  calcifications 

The  echoencephalogram  is  particularly  help- 
ful in  patients  with  psychiatric  disorders  and  in 
patients  with  early  mental  deterioration,  since 
there  is  an  increased  incidence  of  chronic  sub- 
dural hematoma  associated  with  these  diseases. 
Echoencephalography  in  patients  with  acute  trau- 
ma is  helpful,  particularly  when  repeated  exami- 
nations over  a period  of  48  hours  are  carried  out. 

In  newborn  infants,  because  of  open  sutures 
and  a thin  calvarium,  a two  dimensional  ultra- 
sound scan  of  the  head  (B  scan)  may  be  ob- 
tained in  the  same  manner  as  it  is  obtained  in 
other  parts  of  the  body.  With  special  trans- 
ducers, the  common  carotid  and  the  bifurcation 
of  the  internal  and  external  carotid  arteries  may 
be  visualized  as  a two  dimensional  image.  The 
measurement  of  blood  flow  through  these  arteries 
is  being  measured  in  several  research  centers  by 
pulsed  doppler  ultrasound.  Both  of  these  tech- 
niques soon  will  be  ultilized  at  the  clinical  level. 

Ophthalmology 

The  ultrasound  examination  of  the  eye  (both 
globe  and  orbit)  can  be  done  with  A mode,  M 
mode,  and  A and  B mode  methods.  Maximum 
resolution,  particularly  in  the  anterior  chamber 
of  the  eye,  necessitates  a water  bath.  If  fine 
resolution  of  the  anterior  chamber  of  the  eye  is 
desired,  a 15  MHz  transducer  is  often  used  while 
a 10  MHz  transducer  is  used  for  most  of  the 
globe  and  a 5 MHz  transducer  may  be  needed 
to  visualize  some  deep-seated  orbital  lesions. 
Because  the  two  dimensional  B mode  display  is 
a format  that  is  understood  easily  by  most  phy- 
sicians, it  is  the  technique  that  probably  will 
gain  ascendancy. 

The  value  of  ophthalmologic  ultrasound  is  that 
it  permits  evaluation  of  retinal  detachments, 
vitreous  hemorrhage,  ocular  tumors,  foreign 
body,  choroidal  detachments,  dislocated  lens, 
traumatic  injuries,  and  retrobulbar  tumors,  cysts, 
and  inflammatory  masses  (Fig.  8). 

Summary 

The  ability  to  produce,  in  a non-invasive  and 
non-ionizing  manner,  a two  dimensional  photo- 
graphic image  that  can  differentiate  soft  tissue 
structures  with  great  resolution,  characterizes  the 
unique  qualities  of  ultrasound  that  establish  its 
value  in  clinical  medicine.  With  this  technique 
one  can  diagnose  diseases  in  cardiology,  ob- 
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stetrics,  neurology,  and  ophthalmology  that  can 
be  diagnosed  in  no  other  way,  or  can  be  diag- 
nosed only  with  greater  discomfort  and  hazard 
to  the  patient.  In  cardiology,  the  ability  to 
recognize  areas  of  dyskinesis  and  akinesis  of  the 
interventricular  septum  and  left  ventricular  wall 
will  prove  to  be  of  benefit  in  the  evaluation  of 
coronary  artery  disease.  In  abdominal  ultra- 
sonography the  recognition  of  ovaries  as  small  as 
5 cm  in  diameter  will  prove  to  be  of  benefit  in 
the  early  diagnosis  of  ovarian  cancer.  Pathologic 
conditions  in  obstetrics  and  ophthalmology  that 
can  be  diagnosed  by  ultrasound  have  been  dis- 
cussed. In  addition,  technical  advances  such  as 
grey  scale  scanning,  lithicon  storage  tubes,  im- 
pedance ultrasonography,  color  scanning,  real- 
time multi-transducer  techniques,  phased  array 
transducers,  pulsed  and  continuous  wave  doppler 
techniques,  and  acoustical  holography  are  moving 
from  the  research  laboratory  to  the  clinical 
laboratory  with  bewildering  rapidity.  If  the  cre- 


scendo of  technical  advances  are  a harbinger  of 
things  to  come,  then  these  advances,  together 
with  the  well  established  use  of  ultrasound  in  clin- 
ical medicine  and  the  unique  lack  of  discomfort 
and  hazard  to  the  patient  suggest  that  recent 
predictions  about  the  growth  of  ultrasound  are 
probably  correct. 
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Clinical  Center  Study  of  Patients  with 
Interstitial  Lung  Disease 

The  cooperation  of  physicians  is  requested  in  the  referral  of  patients  with  interstitial  lung 
disease  for  studies  now  in  progress  at  the  Clinical  Center,  National  Institutes  of  Health 
in  Bethesda,  Maryland.  These  studies,  being  conducted  by  the  National  Heart  and  Lung 
Institute’s  Lung  Branch,  include  the  pathogenesis,  natural  history  and  therapy  of  pul- 
monary interstitial  disease. 

Patients  needed  are  those  with  (1)  known  diagnoses  or  (2)  roentgenographic  evidence 
of  interstitial  disease  and/or  evidence  of  restrictive  disease  by  pulmonary  function  testing. 
Hospitalization  at  the  Clinical  Center  will  be  for  one  week. 

Physicians  interested  in  having  their  patients  considered  for  admission  may  write  or 
telephone:  Ronald  Crystal,  M.D. 

National  Heart  and  Lung  Institute 
Clinical  Center,  Room  6D-06 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 
Telephone:  301/496-1740 
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Typhoid  Fever  and  the  Study  of 

Medical  History 


Part  H 

Summary  of  Part  I:  The  early  history  of  typhoid  fever 
is  lost  in  the  conglomerate  entity  referred  to  as  con- 
tinued enteric  fevers,  though  typhoid  must  have  existed 
from  antiquity . It  eventually  came  to  he  identified  with 
typhus  fever,  and  the  separation  of  the  two  diseases 
marks  a milestone  in  medical  history.  The  final  act  in 
this  drama  was  played  by  W.W.  Gerhard  of  Philadelphia 
who  in  1836  finally  and  forever  showed  that  typhus 
fever  in  Philadelphia  was  the  same  as  typhus,  or  jail 
fever,  in  England  and  was  very  contagious,  and  that 
the  enteric  fever  of  France  and  England  (typhoid  fever), 
was  another  disease. 

Establishment  of  Epidemiology 

At  this  point,  we  must  pause  to  consider  the 
city  of  the  middle  ages,  and  in  fact  not  of  the 
middle  ages  alone,  but  the  cities  of  both  Europe 
and  the  United  States  prior  to  1900.  The  mor- 
tality rate  from  typhoid  fever  in  the  larger  U.  S. 
cities  ranged  from  100  to  180  per  100,000 
population,  which  means  that  every  year  one 
or  two  people  out  of  every  thousand  died  of 
the  disease,  and  as  late  as  1914  typhoid  fever 
ranked  ninth  among  all  causes  of  death  in  the 
United  States,  and  fifth  among  infectious  dis- 
eases. From  the  safe  distance  of  a later  century 
we  may  view  with  nostalgia  the  more  relaxed 
way  of  life  in  the  cities  of  the  18th  and  19th 
centuries,  but  they  were  in  fact  horrible  places, 
where  sewage,  garbage  and  other  refuse  were 
dumped  into  the  streets,  and  where  chamber  pots 
were  emptied  from  upstairs  windows  onto  the 
sidewalks.  Rats  and  other  animals  scampered 
through  this  mass  of  waste,  and  ladies  minced 
along  the  sidewalk  with  their  skirts  elevated  to 
ankle  height.  So  great  was  the  stench  that  men 
and  women  alike  strained  the  air  they  breathed 
through  perfumed  handkerchiefs.  In  the  17th 
century,  Paris  began  its  underground  sewer  sys- 
tem, made  famous  by  Victor  Hugo  in  his  Les 
Miserables  and  it  was  followed  in  this  by  other 
European  cities.  The  United  States  lagged  far 
behind. 

Although  no  clear  picture  of  the  nature  of 
typhoid  fever,  or  any  accurate  knowledge  as  to 
its  transmission  or  prevention,  was  possible  until 
the  causative  organism  was  isolated,  considerable 

From  the  Departments  of  Pathology,  Vanderbilt  Medi- 
cal School  and  Park  View  Flospital,  Nashville,  Tenn. 
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information  was  derived  from  pure  observation. 
Compared  to  typhus,  typhoid  is  not  very  con- 
tagious, but  it  was  recognized  quite  early  as  being 
transmissible.  In  1823,  Dupre,  in  France,  in- 
criminated water,  and  in  1828  Leuret  studied  a 
series  of  cases  in  Nancy,  which  he  proved  were 
transmitted  through  water  from  a single  source. 
Nathan  Smith,  to  whom  we  referred  earlier,  com- 
mented thus  on  the  clearly  contagious  nature  of 
the  disease:  “The  typhous  [typhoid]  fever  is  a 
disease  sewage  and  aerous,  exhibiting  as  little 
variety  in  the  different  individuals  affected  by  it 
as  some  of  the  diseases  which  are  acknowledged 
always  to  arise  from  contagion.” 


William  Budd,  who  “laid  the  ghost”  of  spontaneous 
generation.  He  stressed  fecal  contamination  of  water 
and  advanced  the  theory  of  the  healthy  carrier. 


In  spite  of  the  writings  of  numerous  physicians, 
among  them  Smith  and  Bretonneau,  on  the  con- 
tagiousness of  typhoid  fever,  the  idea  was  not 
generally  accepted  until  after  1856,  following 
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publication  of  the  clear  and  convincing  papers  of 
William  Budd,  who  stressed  the  importance  of 
bowel  discharges  in  the  transmission  of  the  dis- 
ease. At  that  time  there  were  two  widely  held 
theories  concerning  the  origin  of  typhoid  fever. 
The  first  stated  that  it  was  caused  by  a poison,  or 
miasm,  given  off  from  the  earth  in  gaseous  form, 
a theory  still  held  by  some  physicians  at  the  time 
of  the  Spanish-American  War.  The  second  theory, 
the  one  most  widely  held  in  England,  and  the 
official  policy  of  the  Royal  College  of  Physicians 
and  of  the  Paris  Academicians  of  Bretonneau’s 
day,  stated  it  to  be  a disease  generated  by  filth. 

This  theory  was  championed  by  Charles 
Murchison  in  his  monumental  and  otherwise  ac- 
curate work  on  typhoid  fever.  He  described  the 
disease  under  the  name  “pythogenic”  fever 
(arising  from  putrescence),  insisting  that  it  was 
not  a communicable  disease  but  arose  from 
emanations  of  sewage. 


Charles  Murchison,  who  while  championing  the 
“pythogenic”  etiology  of  typhoid,  became  the  chronicler 
of  the  continued  fevers  and  the  father  of  “modern” 
sanitation  in  London. 

Over  the  years  William  Budd,  in  a series  of 
articles,  repeatedly  attacked  the  position  of  the 
Metropolitan  Board  of  Health  in  London,  which 
was  based  on  the  pythogenic  theory  of  Murchison. 


and  finally  assembled  all  his  data  in  a book 
published  in  1873.  Budd  was  a most  articulate 
writer,  who  with  wit  and  subtlety  attacked  his 
opponent  and  based  his  final  devastating  argu- 
ment against  spontaneous  generation  of  typhoid 
from  putrescent  matter  on  the  epidemiological 
facts  of  “the  hot  months  of  1858  and  1859  when 
the  Thames  stank  so  badly.  . . .” 

“The  occasion  indeed,  as  already  hinted,  was 
no  common  one.  An  extreme  case,  a gigantic 
scale  in  phenomena,  and  perfect  accuracy  in  the 
registration  of  the  results — three  of  the  best  of 
all  guarantees  against  fallacy — were  all  combined 
to  make  the  induction  sure.  For  the  first  time  in 
the  history  of  man,  the  sewage  of  nearly  three 
millions  of  people  had  been  brought  to  seethe 
and  ferment  under  a burning  sun  in  one  vast 
open  cloaca  lying  in  their  midst.  The  result  we 
all  know.  Stench  so  foul,  as  we  may  well  believe, 
had  never  before  ascended  to  pollute  this  lower 
air.  Never  before  at  least  had  a stink  risen  to 
the  height  of  an  historic  event.  Even  ancient 
fable  failed  to  furnish  figures  adequate  to  con- 
vey a conception  of  its  thrice  Augean  foulness. 
. . . At  home  and  abroad,  the  state  of  the  chief 
river  was  felt  to  be  a national  reproach.  ‘India  is 
in  revolt,  and  the  Thames  stinks’  were  the  two 
great  facts  coupled  together  by  a distinguished 
foreign  writer  to  mark  the  climax  of  a national 
humiliation.  . . . Meanwhile  the  hot  weather 
passed  away;  returns  of  sickness  and  mortality 
were  made  up,  and  strange  to  relate,  the  results 
showed  not  only  a death  rate  below  the  average, 
but  as  the  leading  peculiarity  of  the  season,  a 
remarkable  diminution  from  the  prevalence  of 
fever,  diarrhea,  and  other  forms  of  disease  com- 
monly ascribed  to  putrid  emanations.  ...  So 
that  while  pythogenic  compounds  were  poisoning 
the  air  what  rnay  be  called  a 40.000  fever  power, 
the  so-called  pythogenic  fever,  so  far  from  rising 
in  proportion,  fell  below  its  average.” 

In  the  major  portion  of  the  work  Budd  dealt 
with  modes  of  transmission,  showing  in  well 
documented  studies  of  numerous  outbreaks  that 
the  foul  discharges  were  the  main  source  of 
infection.  He  showed  that  the  disease  was  water- 
born,  and  that  milk,  food,  contaminated  clothing 
and  bed  clothing,  and  fomites  in  general  were 
sources  of  dissemination.  Though  he  was  wrong 
in  his  belief  that  the  disease  might  be  airborne, 
he  insisted  on  a specific  “virus”  as  the  causative 
agent  of  the  disease.  In  addition,  he  advanced 
the  theory  of  the  carrier,  which  seemed  obvious 
to  him  from  evidence  obtained  from  the  out- 
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breaks  that  he  had  studied. 

Any  discussion  of  the  carrier  requires  mention 
of  America’s  most  famous  typhoid  carrier,  “Ty- 
phoid Mary”  Mallon,  a cook  for  upper  class  New 
York  families  who  was  responsible  for  several 
outbreaks  in  New  York  in  1907.  She  was  taken 
to  an  island  hospital  for  quarantine,  though  she 
refused  to  accept  herself  as  a carrier,  and  felt 
that  she  was  being  persecuted  by  the  authorities. 
After  three  years,  when  the  mass  hysteria  had 
died  down,  she  won  relief  from  quarantine, 
promising  that  she  would  never  cook  again.  She 
broke  the  pledge,  however,  and  started  new 
epidemics  in  a New  Jersey  sanitorium  and  a New 
York  maternity  hospital.  She  was  returned  to 
lifelong  quarantine  on  Ellis  Island,  where  she 
became  a laboratory  technician,  developing  an 
intense  interest  in  medicine,  reading  everything 
she  could  find  on  every  medical  subject  except 
typhoid  fever,  which  she  never  discussed.  She 
refused  until  her  death  to  accept  the  fact  that 
she  was  a carrier. 

As  a final  note,  we  must  not  overlook  a rather 
obscure  American  report  by  Austin  Flint  which 
appeared  a year  before  that  of  Budd,  Flint  in- 
vestigated an  outbreak  in  North  Boston,  New 
York,  in  which  25  of  the  43  inhabitants  con- 
tracted typhoid  fever  following  the  death  of  a 
traveler  in  a local  inn.  Flint  showed  those  in- 
fected had  obtained  food  and  water  from  the 
inn,  and  that  those  escaping  the  disease  were  the 
members  of  a family  who  were  feuding  with  the 
innkeeper,  refusing  to  drink  water  from  his  well. 

The  Age  of  Bacteriology 

Though  one  must  stand  in  awe  of  the  accom- 
plishments of  the  pioneers  in  the  study  of  typhoid 
fever  who  had  on  clinical  grounds  separated  it 
from  other  diseases,  no  clear  definition  was  possi- 
ble until  the  causative  organism  was  isolated. 
1880  is  given  as  the  date  marking  the  advent  of 
scientific  bacteriology,  and  typhoid  fever  was 
among  the  first  human  diseases  to  be  shown  to 
be  of  bacterial  origin.  Both  Edwin  Klebs  and 
Karl  Joseph  Eberth,  as  well  as  others  with  less 
convincing  data,  described  masses  of  small  rod- 
like organisms  in  tissue  removed  at  autopsy,  the 
organisms  described  by  Klebs  and  others  were 
contaminating  saprophytes,  erroneously  assumed 
to  be  a vegetative  form  of  the  typhoid  bacillus. 
Consequently,  Eberth  is  usually  given  credit  for 
the  discovery  of  the  causative  agent  of  typhoid 
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fever.  Although  Eberth  described  spores  on 
some  of  his  organisms,  it  must  be  remembered 
that  he  was  working  without  modem  methods  of 
processing  tissue,  without  the  usual  methods  of 
sectioning  and  staining,  and  it  was  therefore  in- 
deed remarkable  that  he  was  able  to  demonstrate 
organisms  in  tissues  at  all.  Examination  of  his 
work  indicates  that  he  probably  was  for  the  most 
part  demonstrating  the  typhoid  bacillus,  primarily 
in  Peyer’s  patches  and  mesenteric  lymph  nodes, 
as  well  as  in  blood  vessels,  meninges,  and  spleen. 
These  organisms  he  found  to  be  small  blue- 
staining  rods  which  decreased  in  number  as  the 
disease  progressed.  The  organism  was  named 
bacillus  typhosus  by  Klebs,  but  was  subsequently 
renamed  Eberthella  typhosa  in  honor  of  its  dis- 
coverer. Robert  Koch  in  1881  not  only  described, 
but  photographed  bacteria  similar  to  those  found 
by  Eberth. 


Carl  Joseph  Eberth,  who  “found  the  bug.” 


George  Gaffky  in  1884  published  the  results 
of  his  studies  on  the  etiology  of  abdominal  typhus 
(typhoid  fever)  in  which  by  better  methods  of 
staining  he  confirmed  the  observations  of  Eberth 
and  Koch,  and  showed  that  bacillary  forms  were 
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always  present  in  the  tissues  from  typhoid  fever 
patients.  His  paper  represents  a landmark,  in 
that  he  was  able  to  cultivate  the  organism  on 
slides  coated  with  gelatin,  to  isolate  it  in  pure 
culture,  and  to  describe  many  of  its  characteris- 
tics, including  motility.  Although  Gaffky  was 
unable  to  do  so,  Pffeifer  in  1885  cultured  or- 
ganisms from  stools  and  urine,  and  in  1860 
E.  Frankel  grew  the  organisms  from  the  blood. 
Finally  in  1890  Gilbert  and  Gerode  cultured  the 
organisms  from  the  bile  in  a case  of  acute 
cholecystitis.  It  was  not  until  1911,  however,  that 
Koch’s  postulates  were  fulfilled  when 
Metchnekoff,  after  several  failures,  finally  pro- 
duced typhoid  fever  in  a chimpanzee  by  smearing 
its  pharynx  with  pure  cultures  of  the  typhoid 
bacillus. 

In  spite  of  all  this  work,  the  pythogenic  theory 
died  slowly,  and  Walter  Reed,  in  his  report  on 
typhoid  fever  in  the  Spanish-American  war,  had 
to  say  that  “Murchison  proposed  this  theory  of 
the  origin  of  typhoid  fever.  This  author  states 
the  theory  in  the  following  words:  ‘Typhoid 

fever  may  be  generated  independently  of  a previ- 
ous case  by  fermentation  of  fecal  and  perhaps 
other  forms  of  organic  matter.’  Translated  into 
terms  of  modern  medicine,  this  theory  is  founded 
upon  the  belief  that  the  colon  germ  may  undergo 
a ripening  process  by  means  of  which  its  virulence 
is  so  increased  and  altered  that  it  may  be  con- 
verted into  the  typhoid  bacillus,  or  at  least  may 
be  an  active  agent  in  the  causation  of  typhoid 
fever.  Many  French,  English  and  American  med- 
ical officers  believed  that  typhoid  fever  may  have 
originated  in  this  way.” 

Typhoid  Fever  and  Sanitation 

We  have  considered  previously  the  desperately 
unsanitary  conditions  of  the  cities  of  the  world. 
The  situation  was  even  more  intolerable  in  the 
world’s  armies.  In  our  American  Civil  War,  there 
were  75,000  cases  of  typhoid  fever,  with  27,000 
deaths  reported,  and  the  count  may  actually  have 
been  much  higher.  In  the  Spanish-American 
War,  in  a force  of  107,000  troops  there  were 
21,000  cases  with  15,000  deaths,  accounting  for 
86  percent  of  all  deaths  due  to  disease.  It  was 
from  this  appalling  situation  that  one  of  med- 
icine’s really  significant  epidemiologic  studies 
came,  under  the  direction  of  Major’Walter  Reed. 
Though  priority  was  preempted  by  Max  von 
Petenkoffer  and  Florence  Nightingale,  both  of 
whom  became  convinced  that  typhoid  fever  was 
the  result  of  poor  sanitation,  and  checked  the 


attack  rate  of  the  disease  in  their  respective 
armies  by  instituting  proper  sanitation,  Reed’s 
studies  affected  not  only  military  sanitation,  but 
civilian  sanitation  as  well.  So  great  was  the  in- 
fluence of  this  report,  with  subsequent  improve- 
ment in  sanitation,  that  it  is  difficult  to  adequately 
evaluate  the  effect  of  the  simultaneous  develop- 
ment of  immunization  and  specific  therapy.  One 
cannot  escape  the  conclusion  that  however  much 
these  may  have  helped,  the  major  factor  was  the 
improvement  of  sanitation,  and  the  corollary  to 
this  conclusion  must  be  that  should  sanitation 
break  down,  typhoid  epidemics  would  be  a real 
threat  in  spite  of  immunization.  As  a matter  of 
record,  this  has  occurred  not  infrequently,  and 
we  shall  mention  below  some  of  the  more  recent 
and  more  serious  examples. 


Walter  Reed.  Though  more  famous  for  his  work 
with  yellow  fever,  his  investigations  of  typhoid  fever 
revolutionized  military  sanitation. 


It  was  because  of  the  extremely  high  incidence 
of  typhoid  fever  in  the  American  army  in  the 
Spanish-American  War,  which  in  some  units  was 
as  high  as  30  percent,  that  the  army  impanelled 
an  investigating  board  headed  by  Reed.  The 
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overall  mortality  rate  was  7.61  percent,  which 
corresponded  to  the  worldwide  mortality  rate. 
The  Board  made  a detailed  study  of  the  incidence 
of  typhoid  fever  in  each  regiment,  relating  it  to 
season  and  to  the  features  of  the  place  of  en- 
campment at  various  times  in  the  history  of  the 
unit.  These  studies  indicated  that  although  there 
was  the  same  increased  summer  incidence  which 
observers  from  most  ancient  times  had  noted, 
climate  and  geography  played  no  role. 

Because  water  had  long  been  incriminated  as 
a prime  factor  in  the  spread  of  typhoid  fever, 
water  supplies  at  the  various  encampments 
received  careful  attention.  Although  in  general 
water  was  found  not  to  be  of  great  importance 
in  this  particular  epidemic,  it  was  apparently 
responsible  for  the  large  number  of  cases  at 
Chicamauga  Park  in  Georgia.  Even  in  permanent 
encampments,  the  disposal  of  excreta  was  accom- 
plished by  the  digging  of  sinks,  into  which  excreta 
were  dumped  and  covered  over  with  lime.  This 
method  of  disposal  was  made  particularly  hazard- 
ous at  Chicamauga  Park  by  the  extreme  shallow- 
ness of  the  soil  overlying  a limestone  rock  shelf, 
which  made  the  digging  of  sinks  of  adequate 
depth  impossible.  The  sinks  were  soon  filled,  and 
frequently  overflowed  when  they  were  covered 
over  with  the  hard  packed  earth,  which  simply 
added  volume  to  the  liquid  contents.  This  led 
to  contamination  of  the  surrounding  earth,  a 
hazard  compounded  by  the  frequent  location  of 
the  sinks  only  a short  distance  from  mess  halls, 
as  well  as  by  the  failure  of  superior  line  officers 
to  change  campsites  frequently  in  spite  of  re- 
peated warnings  by  the  medical  officers. 

Fissuring  of  the  rock  shelf  produced  good 
drainage  of  the  higher  areas,  but  tended  to  pro- 
duce wet-weather  springs,  so  that  units  camped 
at  lower  sites  could  easily  be  contaminated  by 
drainage  from  units  situated  at  higher  elevations 
even  a considerable  distance  away.  More  impor- 
tant, however,  was  the  fact  that  all  of  the  small 
branches  draining  the  area  eventually  emptied 
into  Chicamauga  Creek,  much  of  it  through  the 
Cave  Springs  Branch,  whose  entrance  into  the 
creek  was  situated  at  almost  the  precise  point 
from  which  the  piped  water  supply  of  the  camp 
was  drawn.  Though  this  was  later  rectified  by  the 
digging  of  a canal  from  the  Cave  Springs  Branch 
to  the  creek  at  a point  below  the  entrance  of 
the  pipes,  for  quite  some  time  heavily  contami- 
nated water  was  piped  back  into  the  camp. 

no 


Camp  pollution  was  cited  as  the  greatest  sin 
of  the  volunteer  troops  during  the  Spanish- 
American  War.  It  seemed  to  be  virtually  impos- 
sible to  impress  upon  the  men  the  necessity  for 
either  personal  or  unit  sanitation.  Some  of  the 
wooded  areas  surrounding  the  camps  became 
extremely  foul,  with  a stench  almost  unbearable, 
and  with  contaminated  paper  blowing  around  into 
the  camp  areas.  Shoes  and  clothing  of  the  men 
became  contaminated,  opening  many  avenues  of 
infection.  Most  commonly,  the  fingers  of  the 
men  became  contaminated  as  they  removed  their 
shoes  or  clothing,  and  because  personal  hygiene 
was  poor,  this  led  to  contamination  of  their  food 
and  water. 

In  many  of  the  camps,  particularly  at  Chica- 
mauga Park,  much  of  the  water  was  obtained 
from  springs,  from  which  the  water  was  drawn 
in  buckets  and  stored  in  open-topped  barrels  in 
the  camps.  Not  only  was  the  spring  itself  con- 
taminated as  the  men  drawing  the  water  allowed 
the  water  to  slosh  over  their  boots,  washing 
excreta  into  the  spring,  but  the  barrel  itself  was 
contaminated  by  material  washed  from  the  men’s 
hands  as  they  dipped  water  from  the  barrel. 

Although  an  attempt  was  made  to  persuade 
the  men  to  remove  their  outer  clothing  before 
going  to  bed,  this  was  in  general  not  observed, 
resulting  in  gross  contamination  of  bedding  and 
tentage.  The  investigating  board  felt  this  to  be 
an  important  source  of  infection,  and  this  was 
borne  out  in  an  epidemic  of  typhoid  fever  in  the 
German  Army  in  WWI,  which  was  traced  to 
contaminated  blankets.  They  had  forgotten  the 
lessons  taught  by  history  and  were  thereby 
doomed  to  repeat  the  experience. 

As  there  were  no  personnel  specifically  desig- 
nated as  permanent  hospital  orderlies,  it  was  the 
rule  to  designate  each  morning  from  each  unit 
men  to  serve  for  that  day  in  such  capacity.  As 
there  was  no  sterilization  of  the  excreta  of  the 
patients  in  the  hospital,  and  because  the  method 
of  disposal  was  inadequate,  the  orderlies  almost 
invariably  became  contaminated  with  infected 
excreta.  This  material  they  returned  to  their  own 
units,  with  the  possibility  of  infecting  themselves 
and  others.  The  board  discerned  that  the  very 
marked  variation  in  incidence  of  typhoid  fever 
from  one  unit  to  another  was  largely  related  to 
their  method  of  disposing  of  excreta.  Because  of 
the  factors  previously  mentioned,  and  because  a 
man  might  have  been  suffering  from  typhoid 
fever,  with  infected  stools,  for  a considerable 
period  before  it  was  recognized  and  he  was  hos- 
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pitalized  for  it,  personal  contact  was  considered 
by  the  board  to  be  the  most  important  source  of 
infection  in  the  army  during  this  period. 

Although  Sedgwick  first  suggested  in  1896  that 
flies  should  be  considered  an  important  culprit 
in  the  spread  of  typhoid  fever,  this  source  of  the 
spread  of  infection  was  prominently  mentioned 
for  the  first  time  in  Reed’s  report.  Sedgwick 
believed  that  flies  could  spread  the  disease  either 
by  tracking  feces  onto  food  or  utensils,  which 
acted  as  fomites,  or  by  ingesting  the  excreta  and 
subsequently  depositing  their  own  infected  ex- 
creta. Both  of  these  were  subsequently  proved  to 
be  true.  The  board  considered  that  flies  figured 
prominently  in  this  particular  epidemic,  due 
primarily  to  the  marked  camp  pollution  which 
was  so  prevalent  everywhere,  to  the  frequent 
proximity  of  the  disposal  areas  to  the  mess  halls, 
and  to  the  overly  prolonged  period  of  habitation 
of  some  of  the  campsites. 


W.  T.  Sedgwick  — Food,  fingers,  fomites,  and  FLIES! 


The  recommendations  of  the  board  for  in- 
dividual water  sterilization  units  and  for  the 
abandonment  of  open  sinks  or  pits  as  a method  of 
disposal  of  excreta  except  in  the  most  temporary 
of  campsites,  substituting  for  them  metal  tanks 
containing  a liquid  disinfectant,  led  to  the  virtual 


eradication  of  typhoid  fever  as  a hazard  among 
troops. 

Reed  felt  impelled  to  mention  in  his  report 
some  of  the  things  which  had  no  bearing  on  the 
epidemiology  of  typhoid  fever.  The  first,  men- 
tioned previously,  was  that  the  pythogenic  theory 
of  the  origin  of  typhoid  fever  was  not  supported 
by  the  investigations,  although  many  French, 
English  and  American  army  medical  officers  still 
believed  that  typhoid  fever  could  originate  in  that 
way.  The  second  was  that  the  miasmatic  theory 
of  the  origin  of  typhoid  fever  was  also  not  sup- 
ported by  the  investigation.  This  had  reference 
to  the  fact  that  “there  are  still  a few  that  believe 
that  typhoid  fever  is  due  to  a poison  or  miasm 
given  off  from  the  earth  in  gaseous  form.  We 
would  not  mention  this  obsolete  theory  were  it 
not  for  the  fact  that  while  inspecting  the  camps 
we  found  intelligent  medical  officers  who  believed 
that  some  intangible  local  condition  inherent  in 
the  place  was  an  important  factor  in  the  produc- 
tion of  the  epidemic.  There  is  apparent  in  man 
a tendency  to  believe  in  the  evil  genius  of  locality. 
He  is  prone  to  attribute  many  of  his  misfortunes 
to  indefinable  conditions  surrounding  the  place 
in  which  he  has  suffered. 

“As  we  have  stated,  no  fact  in  our  investiga- 
tions has  been  brought  out  more  prominently 
that  the  demonstration  that  locality  was  not  re- 
sponsible for  the  epidemic.  The  15th  Minnesota 
first  developed  typhoid  fever  at  the  fairgrounds 
at  St.  Paul.  There  is  certainly  no  evidence  that 
there  is  any  evil  climatic  influence  connected  with 
this  place.  It  carried  the  epidemic  with  it  to 
Fort  Snelling  which  has  long  had  the  reputation 
of  being  one  of  the  most  healthful  army  posts  in 
the  United  States.  From  Fort  Snelling  the  15th 
Minnesota  was  transferred  to  the  open  fields  of 
Camp  Meade,  where  generations  of  Pennsylvania 
farmers  have  passed  the  average  number  of  years 
allotted  to  man  without  suspecting  that  their 
country  was  an  unhealthy  one.  However,  typhoid 
fever  continued  with  the  command  from  Min- 
nesota because  the  men  carried  the  germs  of  the 
disease  in  their  bodies,  clothing,  bedding  and 
tentage.  Certainly,  any  rational  being  would 
prefer  any  of  the  above  mentioned  localities  to 
Port  Tampa  as  a place  of  summer  residence,  and 
yet  there  was  not  a regiment  in  the  Fourth  Army 
Corps,  encamped  for  so  long  a time  in  Florida, 
that  had  as  many  cases  of  typhoid  fever  as  did 
the  15th  Minnesota.” 

{To  be  concluded  in  a subsequent  issue  of  the 
Journal) 
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Clonidine — A New  Antihypertensive 

Clonidine*  has  been  found  to  effectively  reduce 
duce  blood  pressure  in  man  when  tested  in  hyper- 
tension varying  from  mild  to  severe.1’2’3  The 
initial  observation  of  an  effect  of  clonidine  on 
blood  pressure  was  made  when  it  was  tested  for 
use  as  a nasal  decongestant:  instead  of  the  de- 
sired decongestive  effect  it  caused  bradycardia 
and  a reduction  in  blood  pressure  shortly  after 
its  oral  administration  in  man. 

Clonidine  is  chemically  unrelated  to  any  of  the 
currently  used  antihypertensives.  Not  surprisingly, 
its  mode  of  action  and  its  side  effects  are  also 
unique.  When  given  intravenously  it  causes  a 
brief  rise  in  blood  pressure  lasting  for  1 to  2 
minutes.  This  hypertensive  effect  is  due  to 
stimulation  of  vascular  a-adrenergic  receptors. 
Subsequently,  clonidine  produces  a fall  in  systolic 
and  diastolic  blood  pressure,  bradycardia,  a fall 
in  cardiac  output  and  a decrease  or  no  change 
in  total  peripheral  resistance.  All  of  these  effects 
are  also  seen  when  the  drug  is  given  orally  with 
the  notable  exception  of  the  initial  increase  in 
blood  pressure. 

A detailed  analysis  of  the  cardiovascular  ef- 
fects of  clonidine  showed  that  the  reduction  in 
cardiac  output  was  due  to  a decrease  of  both 
stroke  volume  and  heart  rate.4  Even  though 
cardiac  output  fell,  total  peripheral  resistance 
was  not  increased  as  one  would  expect  if  the 
fall  in  blood  pressure  were  mediated  by  a de- 
crease in  cardiac  output  only.  Changes  in  the 
pulmonary  circulation  were  similar  to  those  in 
the  systemic  circulation  with  a reduction  of  pul- 
monary wedge  pressure.  Therefore,  the  lowered 
filling  pressure  may  account  for  the  reduction  in 
cardiac  output.4  The  reduction  of  cardiac  output 
seen  with  clonidine  is  different  from  that  induced 
by  propranolol.  While  propranolol  causes  a re- 
duction in  cardiac  output  partly  by  decreasing 
contractility,  clonidine  does  not  affect  contractil- 
ity in  the  isolated  heart,  heart  lung  preparation 
or  isolated  papillary  muscle,  ft  has  not  been 
shown  to  worsen  pre-existing  heart  failure. 

One  of  the  main  concerns  when  blood  pressure 

*Tradename  CatapresR,  Boehringer — Ingelheini 

From  the  Hypertension  Center,  Vanderbilt  University 
Hospital.  Nashville,  Tenn.  37232. 
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is  lowered  is  that  of  maintaining  renal  function. 
Renal  vascular  resistance  is  lowered  or  unaffected 
by  clonidine  and  renal  blood  flow  is  unchanged. 
The  glomerular  filtration  rate  is  maintained.3’5  In 
patients  with  renal  disease  clonidine  did  not  lead 
to  further  deterioration  of  renal  function.  As 
other  antihypertensive  agents,  clonidine  some- 
times causes  an  initial  sodium  retention  that  is 
followed  by  natriuresis.  Since  clonidine  usually 
is  given  concomitantly  with  a diuretic  this  effect 
is  only  rarely  observed  and  has  not  limited  its 
use. 

The  effects  of  clonidine  are  somewhat  similar 
to  those  observed  with  drugs  that  decrease  sym- 
pathetic activity  such  as  bretylium  and  guanethi- 
dine.  However,  clonidine,  unlike  guanethidine, 
does  not  interfere  with  the  peripheral  sympathetic 
nerve  discharge;  unlike  phenoxybenzamine,  it 
does  not  block  adrenergic  receptors;  and  unlike 
resperine,  it  does  not  deplete  tissues  of  catechol- 
amines. When  minute  amounts  of  clonidine  were 
injected  intracistemally  it  produced  all  the  cardio- 
vascular effects  seen  after  its  systemic  administra- 
tion. This  provided  the  first  clue  to  a centrally 
mediated  action.6  Subsequently,  it  was  shown 
that  the  rate  of  discharge  of  the  splanchnic  nerve 
was  reduced  as  was  the  firing  frequency  of 
neurons  in  the  medulla  which  are  thought  to 
maintain  sympathetic  tone.  The  effects  of  cloni- 
dine on  the  CNS  could  be  blocked  by  a-adrenergic 
blocking  agents.  Thus,  clonidine  appears  to  exert 
its  effects  predominantly  by  stimulation  of  a- 
adrenergic  receptors  in  the  medulla,  leading  to  a 
decrease  of  sympathetic  discharge.  This  de- 
creased sympathetic  activity  finds  its  clinically 
observed  correlate  in  a decreased  excretion  of 
catecholamines  and  their  metabolites.  This  mode 
of  action  also  explains  why  clonidine  is  not  useful 
in  the  therapy  of  hypertension  due  to  malignant 
pheochromocytoma. 

Desmethylimipramine  was  found  during  clin- 
ical trials  to  interfere  with  the  effect  of  clonidine 
on  blood  pressure.7  This  interaction  is  possibly 
due  to  the  central  a-adrenergic  blocking  effect  of 
the  tricyclic  antidepressants  which  prevent  cloni- 
dine from  stimulating  these  receptors.  Clinically, 
the  simultaneous  administration  of  these  com- 
pounds should  be  avoided. 
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In  addition  to  its  effect  on  blood  pressure, 
clonidine  lowers  peripheral  and  renal  vein  plasma 
renin  activity  (PRA),  plasma  aldosterone  levels 
and  urinary  catecholamine  excretion.8’9  Whether 
this  effect  of  clonidine  on  PRA  and  aldosterone 
is  caused  by  a reduction  in  sympathetic  discharge 
to  the  site  of  renin  release  in  the  kidney  is  not 
known.  However,  the  fact  that  clonidine  given  in 
minute  amounts  intracisternally  also  reduces  PRA 
makes  it  likely  that  the  effect  originates  in  the 
CNS.  Also  the  question  whether  this  reduction 
of  PRA  constitutes  an  important  part  of  cloni- 
dine’s  action  on  blood  pressure  is  unresolved.  If 
renin  should  be  a factor  in  the  pathophysiology 
of  the  vascular  disease  in  hypertension,  an  anti- 
hypertensive agent  with  renin  suppressive  abilities 
would  be  of  significant  specific  therapeutic  value. 

Clonidine  has  a rapid  onset  of  action.  About 
2-4  hours  after  oral  administration  the  peak  effect 
is  observed.  The  plasma  half  life  in  man  is 
about  12  hours  and  the  duration  of  the  anti- 
hypertensive effect  about  8-12  hours.  This  im- 
plies that  the  drug  is  best  given  three  to  four 
times  daily.  About  70  percent  of  orally  adminis- 
tered radioactive  clonidine  is  excreted  with  urine 
indicating  fairly  good  intestinal  absorption.  About 
30  percent  of  total  urinary  radioactivity  is  repre- 
sented by  clonidine,  the  rest  by  several  metab- 
olites. The  blood  pressure  response  to  a given 
dose  is  quite  variable  and  therefore  has  to  be 
adjusted  individually.  Clonidine  exerts  its  effect  in 
very  small  amounts  and  is  commonly  given  ini- 
tially in  doses  of  75  to  100  g. g tid,  but  has  been 
given  in  doses  as  high  as  4 mg.  0.6  mg  of  cloni- 
dine correspond  to  about  1000  to  1500  mg  of 
methyldopa. 

The  most  frequently  encountered  side  effects 
of  clonidine  are  a dry  mouth,  sedation,  drowsi- 
ness and  constipation.  These  effects,  with  the 
exception  of  xerostomia,  usually  become  less 
troublesome  with  continued  therapy  and  disap- 
pear entirely  in  a large  number  of  cases  after  14 
days  to  2 months  of  treatment.  It  is  important 
to  anticipate  these  side  effects  and  to  give  the 
patient  proper  guidance.  Rare  side  effects  are 
paralytic  ileus  and  impotence.  One  side  effect 
needs  particular  attention.  In  a small  number  of 
selected  patients  with  severe  hypertension  on  long 
term  therapy  the  sudden  discontinuation  of 
clonidine  has  led  to  headache,  agitation,  insomnia 
and  a rise  in  blood  pressure  within  hours  and 
in  two  cases  above  pretreatment  levels.11  This 
withdrawal  syndrome  was  accompanied  by  a rise 
in  the  excretion  of  urinary  catecholamines.  All 


of  these  effects  can  readily  be  reverted  by  rein- 
stituting the  drug  or  the  combined  administration 
of  a-and  /3-blockers.  This  phenomenon  has  been 
described  so  far  only  in  few  patients  who  were 
on  long  term  therapy  with  high  doses.  However, 
the  symptoms  are  sufficiently  severe  to  warrant 
instruction  of  each  patient  as  to  the  absolute 
necessity  of  uninterrupted  therapy.  An  additional 
implication  is  that  patients  should  be  tapered 
from  clonidine  prior  to  elective  surgery  and  an- 
other drug  substituted.  Two  side  effects  deserve 
mentioning  for  their  absence : toxicity  and 

orthostatic  hypotension.  After  several  years  of 
continuous  administration  Clonidine  has  been 
shown  to  be  almost  completely  free  of  toxic 
effects.  Initial  fears  that  retinal  lesions  observed 
in  rats  might  occur  in  man  have  not  been  sub- 
stantiated. Similarly,  an  increased  fasting  blood 
sugar  observed  in  rats  has  not  been  described  in 
man  nor  was  the  glucose  tolerance  test  influenced 
by  clonidine.12  Orthostatic  hypotension,  which 
limited  the  usefulness  of  guanethidine  in  some 
patients,  was  found  to  be  alleviated  by  substitut- 
ing clonidine.10 

Clonidine  in  combination  with  a diuretic  was 
compared  to  a combination  of  a diuretic  with 
either  guanethidine,  methyldopa  of  pargyline.  The 
clonidine  combination  was  felt  to  be  superior  to 
any  of  the  other  combinations  as  judged  by  the 
number  of  patients  responding  with  a reduction 
of  average  blood  pressure  in  both  the  supine  and 
upright  posture.3  When  the  clonidine  combina- 
tion was  compared  in  a double  blind,  crossover 
study  to  a combination  of  methyldopa  and 
chlorthalidone,  both  drugs  were  found  to  be 
equally  effective.  While  methyldopa  caused  more 
dizziness,  clonidine  caused  more  sedation,  so  that 
the  overall  impression  of  efficacy  and  side  effects 
of  the  two  drugs  were  similar.  Patient  acceptibil- 
ity  is  generally  good  and  improves  with  time.1’10 

Clonidine  has  been  tested  alone,  with  additional 
use  of  diuretics  and  in  combination  with  reser- 
pine,  a-methyldopa,  hydralazine  or  guanethi- 
dine.10* Even  though  clonidine  by  itself  lowers 
blood  pressure,  its  effectiveness  is  greatly  en- 
hanced by  the  addition  of  a diuretic.  In  combi- 


*A11  of  these  combinations  showed  some  additional 
blood  pressure  lowering  effect.  However,  the  combina- 
tion with  a diuretic  has  been  the  most  successful  and 
appears  to  be  the  most  logical.  In  animal  experiments 
the  antihypertensive  effect  of  clonidine  actually  was 
abolished  by  pretreatment  with  high  doses  of  guanethi- 
dine or  reserpine. 

( Continued  on  page  115) 
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CKG  I 

of  the  month  ] 

History 

The  patient  is  a 69-year-old  woman  who  was  well 
until  one  year  ago  when  she  had  a syncopal  episode 
while  washing  dishes.  She  was  found  to  be  hypertensive 
and  was  treated  with  a thiazide  diuretic  and  alpha 
methyl  dopa.  She  did  well  until  two  weeks  prior  to 
admission  when  she  blacked  out  while  sitting.  She  was 
seen  by  a physician  who  found  her  to  have  a heart  rate 
of  40  per  minute  and  therefore  started  her  on  sub- 


lingual isoproterenol.  Her  heart  rate  did  not  improve 
significantly  so  she  was  referred  for  further  evaluation. 

Physical  examination  demonstrated  an  elderly  woman 
in  no  distress.  The  pertinent  findings  were  limited  to 
the  cardiovascular  system.  The  heart  rate  was  50  per 
minute  and  slightly  irregular.  Blood  pressure  was  170/80 
mm  Hg.  The  arterial  pulses  were  normal  in  all  four 
extremities  and  in  the  carotid  arteries;  there  were  no 
bruits.  The  jugular  venous  pulse  had  two  prominent  A 
waves  preceding  each  carotid  pulsation.  There  was  a 
1+  precordial  lift  but  no  thrill.  The  first  heart  sound 
varied  in  intensity,  but  the  second  heart  sound  was 
normal.  There  was  no  murmur  or  gallop.  The  ex- 
tremities showed  no  clubbing,  cyanosis  or  edema.  The 
following  electrocardiogram  was  obtained.  (Fig.  1) 


Fig.  1 


From  the  St.  Thomas  Hospital,  Department  of  Car- 
diology. Nashville,  Tennessee. 


Discussion 

Electrocardiogram  shows  a basic  sinus  rate  of 
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40  to  80  per  minute  and  a ventricular  rate  of  40 
to  50  per  minute.  There  is  an  intermittent  second 
degree  A-V  block  which  is  well  demonstrated  in 
the  lead  II  rhythm  strip  at  the  bottom  of  the 
tracing. 

The  atrial  rate  is  slightly  irregular,  caused  by 
a resetting  of  the  sinus  node  by  the  atrial  ectopic 
beats  which  are  seen  to  distort  the  T wave.  This 
is  well  illustrated  in  lead  II  where  the  first  QRS 
complex  is  followed  by  a T wave  with  an  atrial 
ectopic  superimposed  on  it.  The  second  QRS 
complex  has  a normal  T wave. 

The  QRS  duration  is  0.12  seconds  with  a 
prominent  RSR’  pattern  in  leads  Vi  to  V3,  in- 
dicating right  bundle  branch  block. 

This  electrocardiogram  demonstrates  extensive 
conduction  system  disease  from  the  sinus  node 
(sinus  bradycardia  at  40  per  minute),  AV  node 
(intermittent  second  degree  block),  and  the  right 
bundle  (right  bundle  branch  block).  Permanent 


Hypertension  . . . 

(Continued  on  page  113) 

nation  with  chlorthalidone  it  has  been  found  to 
significantly  reduce  blood  pressure  in  80  percent 
of  patients  who  were  not  previously  controlled  on 
a diuretic.12  Particularly  interesting  was  the  find- 
ing that  the  blood  pressure  was  controlled  not 
only  in  the  upright  but  also  in  the  supine  posi- 
tion.1142 In  patients  with  moderate  to  severe 
hypertension  clonidine  in  combination  with  a 
diuretic  is  effective  in  a large  percentage  of  cases 
and  even  in  those  patients  in  which  other  anti- 
hypertensives such  as  guanethidine  or  methyldopa 
were  not  sufficiently  effective. 

In  summary,  clonidine  is  an  effective  antihy- 
pertensive agent  useful  for  the  treatment  of  hyper- 
tension uncontrolled  by  a diuretic.  Its  potency 
and  cardiovascular  effects  make  it  suitable  for 
treatment  of  moderate  to  severe  hypertension. 
Particular  attention  has  to  be  paid  to  side  effects, 
which  may  become  prominent  after  sudden  dis- 
continuation of  therapy. 

J.  C.  Frolich,  M.D. 

Division  of  Clinical  Pharmacology 
Departments  of  Internal  Medicine 
and  Pharmacology 
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transvenous  pacing  is  the  treatment  of  choice  in 
patients  with  the  “sick  sinus  syndrome.”  Syncope, 
dizziness,  heart  failure,  and  recurrent  ventricular 
tachycardia  are  frequently  improved  by  pacing.1 
Patients  with  the  sick  sinus  syndrome  frequently 
demonstrate  disease  in  the  A-V  node  and  bundle 
branches,  so  that  if  atrial  pacing  is  considered 
the  integrity  of  the  A-V  node  should  be  investi- 
gated with  a His  bundle  study.2 

The  patient  had  a transvenous  demand  pace- 
maker inserted  and  has  had  no  recurrence  of 
syncope. 

Rand  T.  Frederiksen,  M.D. 
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Haptoglobin 

(Part  II) 

The  haptoglobins  are  presumably  synthesized 
in  the  liver  with  no  apparent  stores  of  non- 
circulating Hp  which  might  be  released  on 
stimulation.  When  free  globin  or  Hb  is  released 
into  the  blood  stream;  it  forms  a complex  with 
Hp  which  is  presumably  removed  and  catabolized 
by  the  reticuloendothelial  system.  Haptoglobin 
thus  prevents  the  build  up  of  free  Hb  in  the 
plasma  by  binding  that  which  is  released  from 
hemolyzed  red  blood  cells.  This  prevents  a loss 
of  iron  through  the  kidney  and  also  determines 
the  renal  threshold  of  Hb  since  free  Hb  appears 
in  the  urine  only  after  the  Hb  binding  capacity 
is  exceeded.  Haptoglobin  also  stabilizes  Hb  by 
blocking  the  free  exchange  of  heme  between 
methemoglobin  and  albumin,  thus  preventing 
hematuria  and  methemalbuminemia  in  hemolytic 
situations  until  the  plasma  Hb  level  has  exceeded 
the  binding  capacity  of  the  plasma  Hp. 

Any  clinical  situation  which  causes  a significant 
degree  of  red  cell  hemolysis  (such  as  extravascular 
hemolysis  if  hemoglobin  is  released  into  the  blood 
stream,  hemolytic  transfusion  reactions,  hereditary 
hemolytic  anemias,  acquired  hemolytic  anemias, 
hemoglobinopathies  with  hemolysis,  etc.)  would 
bind  a certain  portion  of  the  Hp  and  conse- 
quently reveal  a decreased  level  of  free  Hp  in 
the  serum.  Thus,  determination  of  serum  Hp 
levels  is  in  most  instances  an  excellent  routine 
screening  test  for  hemolytic  anemia.  Since  hepatic 
synthesis  of  Hp  is  relatively  slow,  depressed  Hp 
levels  may  persist  for  several  days  following  an 
acute  hemolytic  episode.  In  addition  to  hemolytic 


From  the  Department  of  Pathology,  Methodist  Hos- 
pital, Memphis,  Tenn. 


diseases,  Hp  levels  are  depressed  in  severe  chronic 
liver  disease,  hereditary  Hp  deficiency,  and  occa- 
sionally with  severe  sepsis.  Of  interest  is  the 
fact  that  Hp  levels  have  been  found  to  be  di- 
minished in  menstruating  women  at  about  the 
midpoint  of  the  menstrual  cycle  corresponding  to 
the  time  of  ovulation. 

Increased  Hp  levels  have  been  found  in  asso- 
ciation with  numerous  conditions,  and  these 
factors  should  be  taken  into  account  when  clin- 
ically interpreting  the  significance  of  serum  Hp 
values.  Since  Hp  is  an  “acute  phase  reactant,” 
it  is  elevated  with  many  acute  infections  as  well 
as  other  inflammatory  conditions  such  as  tuber- 
culosis, ulcerative  colitis,  rheumatic  fever,  rheu- 
matoid arthritis,  myocardial  infarction,  burns, 
trauma,  surgery,  amyloidosis,  scurvy,  collagen 
diseases  and  sarcoidosis.  In  addition,  elevated 
Hp  levels  have  been  noted  with  localized  or 
metastatic  neoplasm,  diabetes  mellitus  with  asso- 
ciated angiopathy  or  nephropathy,  most  types  of 
nephritis,  Cushing’s  disease,  and  following  ad- 
ministration of  certain  hormones  such  as  andro- 
gens and  glucocorticoids. 

Also  of  interest  are  numerous  recent  studies 
which  have  attempted  to  review  the  association 
of  Hp  phenotype  with  various  diseases.  It  has 
been  reported  that  there  is  a high  frequency  of 
leukemia  in  patients  with  Hp  1-1  and  a low 
frequency  in  patients  with  Hp  2-2.  Also,  studies 
have  suggested  that  persons  of  type  Hp  1-1  may 
be  less  immunologically  competent  than  those 
with  Hp  2-1  and  Hp  2-2.  Another  report  sug- 
gests that  the  patients  with  Hp  2-2  appear  to  have 
a slightly  lower  risk  of  cardiac  and  circulatory 
diseases.  Further  reports  on  these  and  other  pos- 
sible clinical  implications  are  eagerly  anticipated. 

T.  Wayne  Higginbotham,  M.D. 


Aging  Driver  Conference  Proceedings  now  Available 

CHICAGO — The  Proceedings  of  the  National  Conference  on  the  Aging  Driver,  co-sponsored 
last  May  in  Washington,  D.C.,  by  the  American  Medical  Association  and  the  American 
Association  of  Motor  Vehicle  Administrators,  is  now  available  for  distribution. 

This  100-page  manual  contains,  in  addition  to  the  papers  presented  at  the  Conference,  a 
discussion  of  seven  major  and  some  30  supporting  recommendations  made  by  the  conference. 

The  Proceedings  may  be  obtained  at  a cost  of  $3  per  copy  from  Health  and  Safety 
Associates,  P.O.  Box  222,  Morton  Grove,  111.,  60053.  Prices  on  quantity  orders  will  be 
supplied  on  request. 
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x-ray 
of  (he  monlh 


Please  examine  Figs.  1-3,  films  from  a 38-year-old 
man  with  syphilis  of  the  central  nervous  system  who 
complained  of  no  problems  related  to  his  chest.  Figures 
1 and  2 are  PA  and  lateral  chest  films  and  Fig.  3 is  a 
representative  film  from  tomograms  of  the  left  lung. 
Choose  the  best  diagnosis  from  the  choices  below: 

1)  Arteriovenous  fistula 

2)  pulmonary  sequestration 

3)  bronchial  adenoma 

4)  Foramen  of  Bochdalek  hernia 


(Answer — page  118) 


From  the  University  of  Tennessee  Center  for  the 
Health  Sciences,  Department  of  Diagnostic  Radiology, 
Memphis,  Tennessee  38163. 


Fig.  1 


Fig.  2 


Fig.  3 
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Answer  to  X-Ray  of  the  Month 

Pulmonary  Sequestration 

Discussion 

Arteriovenous  fistulas  are  almost  always  lo- 
cated in  the  middle  of  the  lung.  The  consolidated 
lesion  in  this  case  is  located  medially  and  pos- 
teriorly. Bronchial  adenomas  are  almost  always 
located  in  a main  stem  bronchus  and  are  there- 
fore within  the  hilum  of  the  lung.  Herniations 
through  the  foramen  of  Bochdalek  are  posterio- 
lateral,  while  the  lesion  is  located  medially  in  this 
case. 

The  correct  diagnosis  is  pulmonary  sequestra- 
tion. Common  diseases  such  as  simple  pneu- 
monitis, pulmonary  infarct  or  lung  tumor  could 
present  this  radiographic  picture,  but  were  not 
listed  in  the  choices.  The  postero-medial  location 
does  favor  the  diagnosis  of  pulmonary  sequestra- 
tion, however. 

Pulmonary  sequestration  is  pulmonary  tissue 
having  no  bronchi  connecting  with  the  normal 
bronchial  tree.  This  is  a congenital  entity  and 
derives  its  vascular  supply  from  the  systemic 
circulation,  usually  by  one  or  more  arteries 
originating  from  the  aorta,  thoracic  and/or 
abdominal.  Because  arteries  supplying  a seque- 
stration may  originate  above  and  below  the 
diaphragm,  aortography  is  an  absolute  necessity 
in  the  workup  of  patients  with  this  entity,  not 
only  to  establish  the  diagnosis  but  to  locate  all 
arteries  so  that  they  may  be  ligated  at  the  time 
of  operation.  Pulmonary  sequestrations  have 
been  removed  and  all  arteries  above  the  dia- 
phragm ligated  only  to  have  the  patient  bleed 
to  death  post  operatively  from  an  artery  originat- 
ing from  the  abdominal  aorta. 

Two  types  of  pulmonary  sequestration  exist: 
intralobar  and  extralobar.  The  intralobar  type 
is  within  the  normal  pleura  and  the  veins  drain- 
ing it  empty  into  the  pulmonary  veins.  The  extra- 
lobar type  is  extrapleural  and  is  enclosed  in  its 
own  pleural  envelope,  its  veins  draining  into  the 
azygous  system  or  inferior  vena  cava. 

Sequestered  lung  of  the  intralobar  variety  is 
almost  always  located  in  the  posterior  basal  seg- 
ment of  the  left  lower  lobe.  Rarely  pulmonary 
sequestrations  occur  in  the  right  lung  and  even 
more  rarely  bilaterally.  Pathologically,  these 
lesions  consist  of  dilated  bronchi,  degenerative 
cysts  and  disorganized  alveoli.  The  cysts  and 
blind  bronchi  may  contain  fluid  and  be  sur- 
rounded by  non-aerated  parenchyma  giving  the 

118 


radiographic  appearance  of  a solid  ill-defined 
mass.  If  one  or  more  cysts  dominate  the  roentgen 
appearance,  the  sequestered  lung  might  present  as 
a sharply  outlined  cystic  mass.  Even  without 
normal  bronchial  communication  air  may  enter 
an  intralobar  sequestration  through  collateral 
channels  (pores  of  Kohn  or  tiny  fistulous  tracts 
formed  by  previous  infection).  Thus  pulmonary 
sequestration  may  present  as  air  containing  cysts 
with  or  without  air  fluid  levels  in  a lower  lobe. 
Pulmonary  infection  invades  these  lesions  com- 
monly and  pneumonic  consolidation  in  and 
about  a sequestration  may  temporarily  obscure 
the  true  nature  of  the  lesion. 

Clinical  manifestations  are  non-specific  and 
most  patients  are  asymptomatic  until  respiratory 
infection  develops,  producing  symptoms  of  a 
lower  lobe  pneumonia.  Patients  may  develop 
symptoms  early  or  late  in  life  and  pulmonary 
sequestrations  are  often  associated  with  recurrent 
or  chronic  respiratory  infections. 

Figs.  4-6  are  the  patient’s  arteriograms.  The 


Fig.  4 


arrows  in  Fig.  4 point  to  2 arteries  originating 
from  the  aorta  above  the  diaphragm  and  sup- 
plying the  sequestration.  No  arteries  normally 
originate  here.  In  Fig.  5,  one  of  these  arteries 
has  been  catheterized  selectively,  and  Fig.  6 is  a 
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later  film  from  the  arterial  injection,  exposed  to 
show  filling  of  the  vein  draining  the  sequestration. 
The  small  arrows  point  to  the  branches  within 
the  lesions  and  the  large  arrows  point  to  the 
main  draining  vein.  This  vein  emptied  into  the 
pulmonary  veins  and  this  was  an  intralobar 
sequestration.  No  arteries  originating  below  the 
diaphragm  were  observed  on  the  aortogram  and 
none  were  found  at  operation.  The  sequestration, 
which  was  intralobar,  was  resected  and  the 
patient  recovered  satisfactorily  post  operatively. 

Ed  Mabry,  M.D. 

Stephen  Gammill,  M.D. 


Fig.  6 
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5*5  5*5  5-5 

SPARE  THE  HEROICS 

Sir  Macfarlane  Burnet,  the  73-year-old  Nobelist,  carries  a card  in  his  wallet  that  says: 

“I  request  that,  in  view  of  my  age,  any  prolonged  unconsciousness,  whether  due  to  accident, 
heart  attack,  or  stroke,  should  be  allowed  to  take  its  course  without  benefit  of  an  intensive 
care  or  resuscitation  ward.’’ 

Sir  Macfarlane  has  explained  his  feelings  as  follows:  “Once  I reach  the  stage  of  pre- 

death. all  I ask  is  that  I go  on  to  the  end  with  as  much  dignity  and  as  little  pain  as 
possible.  Death  in  the  old  should  be  accepted  as  something  always  inevitable  and  sometimes 
positively  desirable.  Physicians  should  not  compel  old  people  to  die  more  than  once. 

“Since  1955  most  of  the  advances  in  biomedical  science  have  been  to  provide  longer  life 
to  persons  who  neither  appreciate  the  gift  nor  are  capable  of  usefulness  with  it.  When 
the  old  reach  a stage  when  they  cannot  cope  for  themselves,  it  is  true  compassion  to  bring 
that  intolerable  stage  of  pre-death  to  an  end  as  soon  as  possible.” 

Medical  Tribune  World  Service 
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Bone  Marrow  Failure 

A 42-year-old  white  lady  was  hospitalized  with 
pneumonia  6 months  prior  to  her  present  admis- 
sion. At  that  time  she  was  not  anemic.  Two 
months  prior  to  admission  she  developed  marked 
fatigue,  easy  bruising,  some  petechiae,  dyspnea, 
and  angina  on  exertion.  There  was  a normo- 
chromic, normocytic  anemia  with  a 250,000 
platelet  count  and  a normal  white  count.  Serum 
iron  was  240  and  iron  binding  capacity  was  245. 
Two  bone  marrows  were  interpreted  as  aplastic 
anemia.  She  was  transfused  and  was  treated  with 
a variety  of  drugs  (Proloid,  Valium,  Aldomet, 
Lasix,  Chlortrimeton,  Premarin,  ampicillin, 
tetracycline,  Robaxin).  Her  current  admission 
to  this  hospital  showed  a normocytic,  normo- 
chromic anemia  with  rare  teardrop  shaped  red 
cells.  There  was  a normal  white  count  with  some 
relative  lymphocytosis.  Platelet  count  was 
130,000.  Reticulocyte  count  was  extremely  low. 
Plasma  hemoglobin,  fragility  test,  and  Coombs 
test  showed  no  evidence  of  hemolysis.  A bone 
marrow  biopsy  showed  fibrosis  of  the  marrow, 
with  very  few  hematopoietic  elements  and  with 
no  evidence  of  neoplasia  or  granulomata.  Liver 
and  spleen  scans  showed  slight  hepatospleno- 
megaly  with  no  evidence  of  bone  marrow  uptake 
by  technetium  colloid.  A needle  biopsy  of  the 
liver  showed  normal  liver  tissue. 

A Ferrokinetic  study  was  undertaken.  During 
the  period  of  the  Ferrokinetic  study  no  trans- 
fusions were  given  and  there  was  no  marked 
change  in  the  peripheral  blood.  The  iron  turn- 
over study  showed  a TVi  of  plasma  iron  of 
5V2  hours  which  was  very  slow  (normal  TV2  = 
90  minutes).  Over  an  8-day  period  less  than 
3 percent  of  the  administered  radioiron  was  in- 
corporated into  the  peripheral  red  blood  cells 
(normal  incorporation  is  80-100  percent  at  about 
8 days).  Iron  localization  in  various  organs  (Fig. 
1)  showed  almost  no  localization  in  the  bone 
marrow  (i.e.  sacrum),  very  little  uptake  in  the 
spleen,  almost  all  of  the  iron  being  deposited 
in  fiver. 

The  Ferrokinetic  study  shows  that  there  is 


From  the  Department  of  Nuclear  Medicine,  Park 
View  Hospital,  Nashville,  Tenn.  37203. 


Fig.  1 


almost  no  erythropoiesis  occurring  and  the  pat- 
tern demonstrated  in  this  study  is  a classical 
pattern  for  aplastic  anemia.  This  pattern  is  quite 
unlike  the  pattern  classically  seen  in  normal  in- 
dividuals and  in  individuals  with  myeloid  meta- 
plasia or  with  ineffective  erythropoiesis  (Fig.  2). 
The  bone  marrow  biopsy  showing  fibrosis,  even 
assuming  that  the  biopsy  is  representative  of 
morphologic  changes  throughout  the  marrow,  of- 
fers almost  no  information  about  the  Ferro- 
kinetics  of  erythropoiesis.  Although  it  is  clearly 
unnecessary  to  use  a sophisticated  technique  such 
as  the  Ferrokinetic  study  with  iron-59  citrate  in 
most  patients  with  anemia  in  order  to  reach  an 
adequate  conclusion,  it  is  necessary  in  difficult 
cases.  The  Ferrokinetic  study  is  essentially  the 
“gold  standard”  for  erythropoiesis  and  in  the 
very  difficult  case  of  anemia  characterizes  the 
disorder  more  adequately  than  can  be  done  with 
morphology  or  blood  chemistries  alone.  While 
even  this  technique  does  not  elucidate  the  specific 
etiology  for  the  failure  of  the  body  to  produce 
red  cells,  without  this  type  of  approach  the 
nature  of  this  illness  would  not  be  adequately 
appreciated. 

Robert  L.  Bell,  M.D. 

Director 
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NORMAL 


APLASTIC  ANEMIA 


LTptake  by  liver  parenchyma  when  marrow  is  not 

active. 


INEFFECTIVE  ERYTHROPOIESIS 


DAYS 

Secondary  uptake  by  the  liver  and  spleen  subse- 
quent to  marrow  release  in  ineffective  erythropoiesis. 


MYELOID  METAPLASIA 


Fig.  2 
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from  the  regional  medical 
program/ 


Notes  from  the  Director 

The  future  of  the  Tennessee  Mid-South 
Regional  Medical  Program,  as  we  know  it  today, 
is  still  uncertain.  Before  the  93rd  Congress  ad- 
journed on  December  20,  1974,  the  National 
Health  Planning  and  Resources  Development 
Act  of  1974  was  passed.  The  measure  was 
signed  into  law  by  President  Ford  on  January 
1,  1975. 

This  legislation  creates  a network  of  Health 
System  Agencies  which  is  intended  to  merge 
the  functions  and  activities  of  the  best  elements 
of  Comprehensive  Health  Planning  Agencies, 
Regional  Medical  Program  and  the  “Hill-Burton” 
hospital  construction  program.  The  H.S.A.  is  to 
be  responsible  for  all  the  planning,  development 
and  regulatory  functions  pertaining  to  health  care 
delivery  in  the  area  which  it  serves. 

These  agencies  would  be  private,  non-profit 
corporations  limited  to  a population  base  of  one- 
half  million  to  3 million  people.  This  means 
that  in  some  areas  the  H.S.A.  would  be  state- 
wide, while  other  states  with  larger  populations 
would  have  several  such  agencies  designated 
within  its  borders.  The  Governor  of  each  state, 
with  the  help  of  an  advisory  board,  will  desig- 
nate the  geographic  area  to  be  serviced  and 
the  agency  which  will  become  the  H.S.A.  for 
that  area.  This  is  subject  to  the  approval  of 
the  Secretary  of  Health,  Education  and  Welfare. 

Each  Health  Systems  Agency  will  be  respon- 
sible to  a governing  body  which  is  required  by 
law  to  be  composed  of  51%  consumer  members. 
All  members  must  be  residents  of  the  geographic 
area  to  be  served. 


The  legislation  also  provides  for  the  establish- 
ment of  a National  Council  for  Health  Policy 
appointed  by  the  Secretary  of  H.E.W.  This  coun- 
cil is  to  have  overall  responsibility  for  the  devel- 
opment of  a national  health  policy  and  the 
recommendation  of  “guidelines  respecting  the  ap- 
propriate supply,  distribution  and  organization 
of  health  resources  and  services”  and  shall  sub- 
mit an  annual  report  to  the  President,  the  Con- 
gress and  the  public. 

Each  state  will  have  a State  Health  Planning 
and  Development  Agency,  advised  by  a coordi- 
nating council,  which  will  operate  under  the 
aegis  of  the  Governor  of  each  state.  This  group 
will  coordinate  the  plans  of  the  health  systems 
agencies  within  the  State  which  relate  to  the 
government  of  the  State. 

The  legislation  allows  for  a transition  period, 
so  that  the  new  agency  may  be  merged  as 
efficiently  as  possible  with  the  existing  ones. 
At  the  time  of  this  writing,  it  is  not  known  how 
the  implementation  of  these  new  regulations  will 
actually  affect  TMS/RMP  and  the  area  which 
we  serve. 

We  here  at  the  Tennessee  Mid-South  Regional 
Medical  Program  intend  to  ensure  that  any 
money  we  allocate  will  be  used  efficiently  to  im- 
prove the  health  care  which  is  available  to  all 
people  in  our  region.  Though  we  may  not  be 
sure  what  the  future  role  of  RMP  will  be,  we 
will  continue  to  strive  to  make  its  present  role  a 
meaningful  one. 

Richard  O.  Cannon,  M.D. 

Director 


* 


Dollars  Today- 
Doctors  Tomorrow 

American  Medical  Association 
Education  and  Research  Foundation 


535  North  Dearborn  Street,  Chicago  10.  Illinois 
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Deinstitutionalization  in  the  Mental 
Health  Program  of  Tennessee 

The  field  of  health  care  in  recent  years  has 
begun  to  develop  a consciousness  of  the  past 
over-utilization  of  inpatient  care  for  the  treat- 
ment of  medical  problems.  This  has  been  true 
in  the  field  of  general  health  as  well  as  in  mental 
health.  Insurance  companies,  hospitals  and  many 
other  health  organizations  have  attempted  to 
develop  approaches  which  assure  provision  of 
more  and  more  examinations  and  treatments  on 
an  ambulatory  rather  than  on  an  inpatient  basis. 
Inpatient  care  is  still  essential  for  many  forms 
of  care  but  should  be  used  primarily  as  a back- 
up resource  rather  than  as  a primary  treatment 
mode. 

In  the  field  of  mental  health  this  over-emphasis 
upon  residential  care  has  also  emerged  as  an 
issue,  both  in  the  nation  and  in  the  state  of 
Tennessee.  We  are  now  aware  that  many  indi- 
viduals have  been  institutionalized  when  a less 
expensive  and  less  confining  form  of  care  might 
have  been  as  effective  to  meet  their  needs.  In 
the  past,  the  development  of  mental  illness  itself 
was  sufficient  to  warrant  hospitalization.  Many 
physicians  routinely  recommended  institutionali- 
zation for  a child  discovered  to  be  mentally  re- 
tarded. We  now  know  that  the  majority  of  the 
mentally  ill  and  mentally  retarded  can  be  cared 
for  in  their  own  communities  and  that  only  the 
more  severely  disabled  require  institutionalization. 

Twenty  years  ago  only  eight  percent  of  the 
care  provided  to  the  mentally  ill  in  Tennessee 
took  place  in  the  clinics  and  mental  health  cen- 
ters supported  by  the  department.  Today  more 
than  eighty  percent  of  all  mentally  ill  patients 
are  cared  for  on  an  ambulatory  basis.  Such 
ambulatory  care  includes  outpatient  visits  and 
even  day  care,  which  involves  the  patient's  com- 
ing in  to  a clinic  to  attend  a treatment  program 
during  the  day,  returning  home  at  night. 

This  ten  fold  increase  in  the  utilization  of 
ambulatory  care  of  the  mentally  ill  has  been 
made  possible  by  two  primary  developments. 
One  is  the  increasing  availability  of  psycho- 
pharmacologic  agents  which  assist  in  the  control 
and  improvement  of  psychiatric  symptomatology. 
Anti-schizophrenic  drugs  control,  if  not  cure, 


much  of  the  severe  psychotic  behavior  experi- 
enced in  schizophrenia.  Anti-depressant  drugs 
are  often  effective  in  alleviating  the  despondence 
experienced  by  severely  depressed  patients  who 
formerly  required  institutionalization  and  shock 
treatment. 

The  second  major  development  is  an  extensive 
network  of  local  first  aid  stations  known  as  men- 
tal health  centers  or  clinics.  Tennessee  now  has 
a local  primary  care  center  in  62  of  the  95 
counties  and  it  is  hoped  that  eventually  all  coun- 
ties may  be  served  by  its  own  self  contained 
primary  care  center,  to  which  patients  whose 
needs  cannot  be  met  by  their  private  physicians 
are  initially  referred  to  institutions.  This  has 
resulted  in  a large  reduction  in  unnecessary  re- 
ferral to  the  secondary  care  center — the  insti- 
tution. In  addition,  the  primary  care  centers  have 
assumed  for  the  first  time  a total  responsibility 
for  after-care  of  psychiatric  patients  discharged 
from  the  psychiatric  hospitals.  In  the  past  many 
patients  who  were  discharged  received  inadequate 
after-care  and  had  to  be  rehospitalized  simply 
because  of  the  lack  of  continuation  of  an  ap- 
propriate dosage  of  a psychiatric  drug  or  the 
failure  to  provide  other  general  continued  care 
needed.  Now  that  such  after-care  is  virtually 
assured,  the  recidivism  rate  has  greatly  decreased. 

As  a result  of  the  prevention  of  unnecessary 
initial  hospitalization  at  the  regional  psychiatric 
hospitals  as  well  as  the  prevention  of  rehospitali- 
zation at  these  institutions,  the  census  at  the  five 
state  psychiatric  hospitals  has  continued  to  de- 
cline over  a twenty  year  period.  In  the  past 
four  years  alone,  the  combined  census  in  the 
five  psychiatric  hospitals  has  decreased  from 
5,800  to  4,240,  a 27  percent  reduction. 

The  mental  retardation  division,  as  well  as  in 
the  psychiatric  services  division  of  the  Depart- 
ment, has  made  increasing  use  of  ambulatory 
care  through  a network  of  more  than  200  am- 
bulatory care  facilities  for  the  mentally  retarded. 
This  network  includes  day  care  centers,  adult 
activity  centers,  and  sheltered  workshops.  In 
addition,  group  homes  offer  residential  care  for 
those  needing  minimal  supervision.  Group  home 
care  is  less  costly  and  is  less  confining.  These 
primary  care  facilities  have  helped  to  reduce  the 
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waiting  list  at  the  three  departmental  institutions 
for  the  mentally  retarded  from  more  than  1200 
four  years  ago  to  less  than  200  individuals  who 
genuinely  need  institutionalization.  With  the 
continued  development  of  primary  care  facilities, 
the  waiting  list  should  be  entirely  eliminated  with- 
in another  four  year  period.  The  census  at  the 
three  developmental  centers  for  the  mentally  re- 
tarded over  the  past  four  years  has  been  reduced 
from  2,766  to  2,475,  an  11  percent  decrease, 
which  is  particularly  impressive  when  one  recalls 
that  unlike  psychiatric  disorders,  which  are  sub- 
ject to  remission  under  treatment  mental  retar- 
dation is  a permanent  disorder.  The  reduction 
is  therefore  almost  exclusively  due  to  the  greater 
utilization  of  primary  care  facilities  located  in 
the  home  communities  of  those  served. 

This  combined  effort  to  prevent  unnecessary 
institutionalization  or  reinstitutionalization  has 
had  multiple  significant  advantages.  It  has  al- 
lowed the  department  to  serve  many  more  indi- 
duals than  could  have  been  accommodated  in 
the  residential  centers  alone,  and  has  permitted 
many  individuals  to  be  treated  much  more  eco- 
nomically on  an  ambulatory  basis  than  would 
have  been  possible  on  a full  residential  basis.  It 
has  virtually  eliminated  the  tremendous  over- 
crowding in  state  institutions  for  the  mentally 
disabled,  creating  a much  more  wholesome  and 
a more  safe  environment,  and  has  helped  to  elimi- 
nate the  understaffing  of  these  facilities.  With 
fewer  patients  the  staff  are  now  able  to  provide 
intensive  care  rather  than  the  custodial  care 
which  they  had  previously  provided.  For  the 
patients  themselves,  it  provides  an  increasing 
opportunity  to  receive  care  in  a less  stigmatized 
environment. 

Treatment  is  more  often  provided  at  a loca- 
tion more  convenient  in  terms  of  transportation, 
and  it  less  often  requires  separation  of  a parent 
or  a child  from  his  family. 

Thus  the  Department  of  Mental  Health  along 
with  the  health  care  field  in  general  has  made 
major  strides  in  its  own  efforts  toward  deinsti- 
tutionalization and  the  great  use  of  ambulatory 
and  other  primary  forms  of  care.  This  in  turn 
has  reduced  the  load  and  improved  the  quality 
of  the  overburdened  secondary  care  facilities — 
the  five  psychiatric  hospitals  and  three  develop- 
mental centers. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings : Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeuiic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion. malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)’  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage : Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0 025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 
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1975  TMA  MEETING,  APRIL  9-1 2— CHATTANOOGA  . . . "Recent  Advances"  is  the 
theme  of  the  TMA  Annual  Meeting  scientific  program.  Five  outstanding 
speakers  will  make  the  presentations  . . • Eugene  C.  Klatte,  M.D., 
Professor  and  Chairman,  Department  of  Radiology,  Indiana  University  School 
of  Medicine,  will  speak  on  "Diagnostic  Radiology"  ; John  R.  Collins,  M.D., 
Internal  Medicine  and  Gastroenterology,  Chattanooga,  will  deliver  the 
presentation  on  "GI  Endoscopy"  ; "Laboratory  Diagnosis"  is  the  topic  by 
E.  Eric  Muirhead,  M.D.,  Clinical  Professor  of  Medicine,  University  of 
Tennessee  Center  for  Health  Sciences,  Memphis;  "Antibiotic  Therapy"  is  the 
topic  that  will  be  presented  by  Alan  L.  Bisno,  M.D. , Chief,  Section  of 
Infectious  Diseases,  University  of  Tennessee  Center  for  Health  Sciences, 
Memphis;  David  E.  Jenkins,  Jr.,  M.D.,  Professor  of  Medicine,  Vanderbilt 
University  School  of  Medicine,  Nashville,  will  present  the  subject  "Blood 
and  Blood  Products " ...  In  addition,  sixteen  medical  specialty  societies 
will  hold  their  scientific,  business  and  social  meetings  concurrently  with 
TMA  . . . The  general  session  program  is  acceptable  for  three  credit  hours 
in  Category  I for  the  Physician's  Recognition  Award  of  the  AMA. 

Scientific  programs  presented  by  the  specialty  societies  are  acceptable 
on  an  hour-to-hour  basis  for  Category  I for  the  Physician's  Recognition 
Award. 

vU  »JU 
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1975  TMA  MEMBERSHIP  DUES  • . . The  dues  for  TMA  members  will  be  for  the 
sixth  consecutive  year  only  $80.  Despite  inflation,  condition  of  the 
economy  and  increased  costs  of  TMA  business  and  services,  the  Association 
has  stayed  within  the  available  income — but  time  is  running  out — as  dues 
funds  are  used  to  provide  services  to  members,  and  only  growth  in  the 
membership  has  taken  up  the  slack  for  needed  funds  ...  Of  the  fifty 
states,  TMA  dues  rank  49th,  with  only  one  state  having  dues  lower  than 
TMA. 

vt.  Kl-  O.  v«* 
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SOCIAL  SECURITY  TAX  BASE  GOES  TO  $14,100  ...  In  1972,  when  Congress 
amended  the  Social  Security  Law  to  provide  for  an  automatic  increase  in 
benefits  based  on  the  Cost-of-Living  Index,  it  also  included  a formula 
which  would  bring  about  a corresponding  increase  in  the  tax  base  . . • 

This  was  not  publicized  at  the  time  because  Congress,  as  in  the  past,  set 
forth  stated  amounts  for  base  increases  including  that  of  $13,200  for 
1974.  Effective  at  the  beginning  of  January,  1975  the  new  base  became 
$14,100.  This  also  means  that  each  year,  as  the  average  wage  being  paid 
increases,  there  will  be  a new  and  higher  base  • . • The  present  tax  rate 
of  5.85%  has  not  been  changed. 
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CAN  A PHYSICIAN  BE  FORCED  TO  TESTIFY  WITHOUT  PAY?  . . . Can  a physician  be 
forced  to  testify  without  pay,  and  against  his  will  as  an  expert  witness? 
Can  he  be  forced  to  answer  hypothetical  questions,  against  his  will  and 


without  pay,  under  threat  of  incarceration  via  technical  contempt  of 
court?  • . . While  there  are  no  reported  cases  on  the  subject  in 
Tennessee,  it  is  the  opinion  of  the  TMA  attorney  that  a physician  may  not 
be  forced  to  testify  without  pay  and  against  his  will  as  an  expert  witness. 
It  is  the  TMA  attorney's  information  that  one  of  our  trial  courts  has  so 
held.  It  is  further  the  opinion  that  under  Tennessee  law,  an  expert 
witness  cannot  be  compelled  to  answer  hypothetical  questions  against  his 
will  and  without  pay  under  threat  of  incarceration  for  technical  contempt 
of  court. 

«.»-  O*  vt. 
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TENNESSEE  RESOLUTION  DEFEATED  IN  AMA  HOUSE  . . . Delegates  to  the  clinical 
session  of  the  AMA  House  of  Delegates  in  Portland,  Oregon  last  December, 
introduced  a resolution  stating  that  when  a physician  assumes  responsi- 
bility for  the  services  rendered  to  a private  patient  by  a resident  or 
intern,  the  physician  should  ethically  be  entitled  to  bill  the  patient  for 
services  which  were  performed  under  the  physician's  personal  observation, 
direction  or  supervision,  and  certifies  that  the  services  listed  were 
medically  indicated  and  necessary  to  the  health  of  the  patient  and  were 
personally  rendered  by  the  physician  or  under  his  personal  direction  . • . 
The  action  of  the  Reference  Committee,  and  supported  by  the  House,  was  to 
defeat  the  resolution.  However,  efforts  were  successful  to  refer  the 
Resolution  to  the  Council  on  Medical  Service  and  the  AMA  Judicial  Council 
for  review. 
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MEDICARE  PRIOR  AUTHORIZATION  PROPOSAL  DELETED  FROM  NEW  REGS  . . . Final 
regulations  on  hospitalization  of  Medicare  and  Medicaid  patients  were 
published  November  29  in  the  Federal  Register  and  are  effective 
February  1.  They  require  hospitals  and  skilled  nursing  facilities  to 
conduct  admission  and  ongoing  reviews  of  hospitalization  of  Medicare  and 
Medicaid  patients.  The  regulations  as  previously  proposed  would  have 
required  prior  authorization  for  Medicare,  which  TMA  strenuously  opposed. 
The  final  regulations  do  not  impose  this  requirement,  although  prior 
authorization  will  continue  for  Medicaid.  The  new  rules  call  for: 

— Review  for  medical  necessity  within  one  day  of  admission  and  for 
assignment  of  a review  date  based  on  the  patient's  condition  and 
diagnosis . 

— A hospital's  Utilization  Review  Committee,  which  HEW  says  now  may  in 
addition  to  MD's,  include  such  other  professional  personnel  as  nurses 
and  physical  therapists,  and  retrospective  review  to  judge  quality  of 
care  ...  In  addition,  under  Medicaid,  states  must  establish 
utilization  control  programs  that  include  provisions  for:  physician's 
certification  at  admission  and  every  sixty  days  thereafter  of  a 
patient's  need  for  institutional  care. 

--Develop  and  review  a plan  for  care  for  each  patient,  and 

— On-sight  inspections  to  determine  quality  of  services  at  skilled  nursing 
facilities,  mental  hospitals  and  intermediate  care  facilities. 
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DID  YOU  KNOW?  ...  A physician  has  the  duty  to  ask  the  patient  about 
allergies  before  prescribing  a drug  with  known  potential  to  cause  a 
reaction  . • • Four  of  every  ten  physicians  have  expanded  what  they  tell 
patients  about  potential  risks  of  therapy  . . • Failing  to  take  an 
adequate  history  can  be  held  as  negligence  . . . Nearly  five  of  every  ten 
physicians  have  increased  the  number  of  diagnostic  tests  ordered  for  a 
patient  as  protection  against  malpractice  action  . . • Slightly  more  than 
four  of  every  ten  physicians  are  keeping  more  detailed  records  of 
hospital  and  office  patient  visits  than  they  were  two  years  ago. 


NEW  CONGRESS  CONVENES  WITH  NEW  LOOK  ...  The  94th  Congress  has  begun 
with  many  changes  already  put  into  effect  including  a complete  revamp  of 
committees  related  to  Health  Care  legislation.  The  new  liberal  look 
began  by  expanding  the  House  Ways  and  Means  Committee  from  25  to  37 
members  and  replacing  Rep.  Wilbur  Mills,  after  17  years  of  chairing  the 
committee,  with  Congressman  A1  Ullman  (D-Ore.).  Also  instigated  is  a 
subcommittee  system  designed  to  expedite  legislative  deliberations  as 
opposed  to  the  old  system  of  consideration  on  an  issue-by-issue  basis 
by  the  entire  committee.  The  Subcommittee  on  Health  will  be  chaired  by 
Rep.  Dan  Rostenkowski  (D-Ill.).  Tennessee's  two  Congressmen  members  of 
Ways  and  Means,  Richard  Fulton  (D)  and  John  Duncan  (R)  are  both  members 
of  the  13-man  Health  Subcommittee. 
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NEW  PLANNING  LAW  SIGNED  BY  PRESIDENT  . . . Over  the  vigorous  objections 
of  the  American  Medical  Association,  President  Ford  signed  into  law  the 
National  Health  Policy,  Planning  and  Resource  Development  Act.  The  new 
law  establishes  national  guidelines  for  health  planning  with  these 
priorities:  (1)  Provision  of  primary  care  to  the  medically  underserved; 

(2)  Development  of  multi-institutional  systems  for  coordination  of 
institutional  health  service;  (3)  Development  of  medical  group  practices, 
HMO's  and  other  organized  systems  for  the  provision  of  health  care;  and 
(4)  Adoption  of  uniform  cost  accounting,  simplified  reimbursement  and 
utilization  reporting  systems  and  improved  management  procedures  for 
health  service  institutions.  The  Act  calls  for  the  establishment  of 
Health  Systems  Agencies  in  various  geographic  regions  that  will  be 
non-profit  private  corporations  with  the  majority  of  the  members  of  the 
governing  body  (but  not  more  than  60%)  being  consumers.  Each  HSA  will 
review  on  a periodic  basis  all  institutional  health  services  offered  in 
the  HSA  and  shall  make  recommendations  to  the  state  agency  on  the 
appropriateness  in  the  area  of  such  services.  The  bill  also  calls  for 
establishment  of  a State  Health  Planning  and  Development  Agency  which 
will,  among  other  things,  administer  a State  Certificate  of  Need  Program. 
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AMA  UNIFORM  CLAIMS  FORM  ACCEPTED  BY  BLUE  CROSS/BLUE  SHIELD  . . . Effective 
February  3,  1975,  Blue  Cross/Blue  Shield  of  Tennessee  began  using  the  AMA 
developed  Uniform  Health  Insurance  Claim  Form.  Developed  after  months  of 
study  by  representatives  of  medicine  and  all  major  third-party 
organizations,  use  of  the  form  was  recommended  by  the  TMA  House  of 
Delegates  in  April,  1974.  A resolution  adopted  by  the  House  called  for 
the  forms  use  and  acceptance  on  a statewide  basis  by  all  carriers  and 
federal  agencies.  Copies  of  the  form  are  available  from  AMA. 
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Membership  incentives  programs  will  again  be 
offered  to  state  and  county  medical  societies  by 
the  AMA  in  1975.  The  programs,  which  were 
successful  in  1974,  encourage  early  AMA  dues 
transmittal  and  membership  recruitment.  The 
state  incentives  program  pays  constituent  socie- 
ties V2%  interest  above  current  180-days  treasury 
bill  rates  on  the  day  AMA  dues  are  received  at 
AMA  Headquarters  and  from  that  day  to  April  30. 
The  1975  program  began  Jan.  1.  The  county  in- 
centives program  pays  county  societies  half  the 
year's  dues  for  new  housestaff  and  medical  stu- 
dent members  and  half  of  the  year’s  dues  for 
regular  members  who  resume  membership  after 
being  out  of  the  AMA  for  24  consecutive  months 
or  more. 

Further  development  of  a federation  that  is 
“structurally  resilient,  financially  independent, 
scientifically  respected,  and  supported  by  a par- 
ticipating membership,”  is  the  basic  priority  of 
the  AMA  for  1975.  A statement  of  current  AMA 
priorities,  submitted  by  the  Board  of  Trustees, 
was  adopted  by  the  House  of  Delegates  in  Decem- 
ber. The  priorities  will  be  one  element  in  the 
1975  planning  cycle  of  the  AMA’s  long  range 
planning  program.  To  accomplish  priorities,  the 
statement  called  for  closer  ties  with  medical  so- 
cieties; greater  involvement  by  individual  mem- 
bers at  all  levels  of  the  federation;  and  a “finan- 
cially self-reliant  central  organization.” 

Bylaws  amendments  approved  by  the  AMA 

House  of  Delegates  will  provide  for  partial  sep- 
aration of  House  and  scientific  meetings,  effective 
in  1977.  Clinical  Conventions  will  be  held  in 
Honolulu  in  1975  and  in  Philadelphia  in  1976. 
After  that  the  House  will  hold  an  interim  meet- 
ing each  fall,  possibly  in  Chicago,  and  the  Coun- 
cil on  Scientific  Assembly  will  sponsor  several 
regional  postgraduate  courses  at  various  cities 
throughout  the  year.  The  Scientific  Assembly 
still  will  meet  in  conjunction  with  the  House  at 
each  Annual  Convention. 

“The  Medical  Aspects  of  Sports-15”  has  been 
published  by  the  AMA  with  the  support  of  the 
Sports  Medicine  Foundation  of  America.  The 
book  includes  articles  on  research,  nutrition, 
drugs,  female  athletics,  head  and  neck  injuries, 
basketball  and  tennis,  and  rehabilitation  following 
surgery,  it  is  designed  for  practicing  physicians 
and  students.  OP-423  is  available  for  $1  from 
Order  Dept.,  AMA  Headquarters. 


Billing  has  begun  for  the  ama’s  special  $60 
assessment.  All  "active”  1974  AMA  Members— 
except  interns,  residents,  and  medical  students— 
will  receive  the  bills  which  are  being  sent  from 
the  AMA.  Payment  will  be  made  directly  to  AMA 
Headquarters,  and  not  through  local  societies.  An 
explanatory  letter  and  a postal  reply  envelope  are 
included  in  the  billing.  In  the  opinion  of  the  AMA’s 
Office  of  General  Counsel  and  outside  legal  coun- 
sel, the  payment  of  the  assessment  is  tax  de- 
ductible. The  assessment,  approved  by  the  House 
of  Delegates  at  the  AMA  Clinical  Convention  in 
Portland,  Ore.,  in  December,  does  not  apply  to 
“special”  AMA  members,  including  associate, 
affiliate,  and  honorary  members. 

To  combat  inflation,  the  American  Hospital 
Assn.’s  Board  of  Trustees  approved  an  11-point 
plan  which  includes  cost-saving  recommendations 
in  the  areas  of  capital  construction,  utilization 
review,  and  internal  cost  controls.  The  plan, 
which  was  recommended  to  the  AHA’s  7,000  mem- 
ber hospitals,  advised  them  to  support  effective 
health  facilities  planning  and  construct  no  facili- 
ties or  services  unless  a demonstrated  com- 
munity need  exists;  review  their  plans  and  post- 
pone those  projects  not  absolutely  necessary; 
develop  patient  education  programs;  and  share 
services  wherever  possible.  Hospitals  were  also 
asked  to  strengthen  and  expand  utilization  review 
and  medical  audit  programs;  to  encourage  com- 
munity-wide scrutiny  of  existing  facilities  and 
services;  and  to  work  to  improve  the  manage- 
ment of  personnel  and  money. 

Several  weight  reduction  clinics  in  California 
which  use  HCG  in  their  treatments  are  under 
attack  by  the  Federal  Trade  Commission.  An 
FTC  complaint  charges  that  the  firms’  advertis- 
ing omits  two  important  items  of  information— 
that  the  treatments  include  injections  of  human 
chorionic  gonadatropin  and  that  HCG  has  not  been 
approved  by  the  Food  and  Drug  Administration 
for  weight  control.  A proposed  order  that  would 
prohibit  any  advertising  of  weight  control  pro- 
grams using  HCG  or  other  unapproved  drugs  is 
contained  in  the  complaint,  but  the  allegations 
must  be  ruled  upon  after  a formal  hearing  before 
any  action  can  be  taken.  At  its  December-  meet- 
ing, the  AMA’s  House  of  Delegates  adopted  a 
policy  to  oppose  the  use  of  HCG  in  weight  control 
programs  and  to  warn  the  public  of  the  potential 
dangers  of  such  programs. 


E.  Kent  Carter 


pre/ident*/ 
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High  Cost  of  Medical  Practice 

Medicine  has  been  besieged  from  all  sides  with  complaints  about  the  high 
cost  of  medical  care.  High  costs  have  come  to  roost  with  the  medical 
profession. 

The  major  topic  of  discussion  at  the  November  AMA  meeting  in  Portland, 
Oregon  was  a dues  increase.  AMA  has  operated  at  a deficit  for  the  last 
five  years.  The  cash  reserves  are  exhausted.  Loans  are  being  utilized  to 
provide  short-term  operating  capital.  We  are  either  going  to  have  to  cough 
up  more  money  or  AMA  will  have  to  close  its  doors. 

After  much  debate,  the  AMA  House  of  Delegates  voted  the  following: 


1.  A $60  special  mandatory  assessment  on  all  members,  effective  January 
1,  1975. 

2.  A special  committee  to  study  a new  dues  structure  for  consideration 
at  the  June,  1975  session  of  the  House. 


3.  The  special  committee  of  the  House  also  will  review  the  AMA's  fiscal 
policy  and  help  the  Board  of  Trustees  trim  out  any  fat  and 
eliminate  unnecessary  services. 


Certain  things  are  obvious.  First,  new  income  must  be  generated. 
Second,  the  Delegates  are  taking  a hard  look  at  the  AMA’s  fiscal  operations. 
Bearing  these  two  points  in  mind,  I want  to  urge  each  member  of  the 
Tennessee  Medical  Association  to  pay  his  assessment  bill.  The  AMA, 
while  not  perfect,  is  still  the  only  organization  that  can  give  Medicine 
adequate  representation.  We  must  keep  it  healthy.  If  any  great  number  of 
AMA  members  refuse  to  pay  the  assessment,  and  drop  their  membership, 
serious  curtailment  of  the  AMA’s  activities  will  result. 


AMA  binds  us  together.  If  the  bindings  weaken  or  break,  we  will  suffer 
the  same  fate  illustrated  by  the  Biblical  parable  about  the  bundle  of  sticks, 
or  to  put  it  another  way,  united  we  stand,  divided  we  fall. 


Yours  truly, 


President 
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The  Crutch  of  Gadgetry 

Because  we  are  a nation  that  has  become  dependent 
on  the  crutch  of  gadgetry,  that  lavishes  its  energy  on 
the  production  of  articles  with  built  in  obsolescence, 
that  creates  psychological  “needs”  for  products  which 
serve  no  purpose  whatever,  there  are  those  who  think 
we  must  take  any  risk  or  destroy  any  terrain  to  insure 
that  this  life-style  continues  unaltered.”1 

Richard  C.  Olson 

Item:  Every  month  about  10  million  babies 
are  born  into  the  world,  and  7 million  people  die, 
which  means  that  each  day  we  add  about  200,000 
to  our  population.  Two  thirds  of  these  are  born 
to  poor  parents  and  about  one  half  to  very  poor 
parents.  In  1975  over  40  million  babies  will 
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be  born  to  very  poor  parents,  whether  we  like 
it  or  not.2 

Item:  For  various  reasons,  oil  is  in  short 

supply.  Some  of  the  reasons  are  economic  and 
some  are  political.  Some  are  obscure,  since  there 
is  still  lots  of  oil  underground. 

Item:  The  Atomic  Engery  Commission  has  re- 
cently decided  to  authorize  the  nuclear  power  in- 
dustry to  switch  from  a relatively  safe  fuel 
(uranium  235)  to  one  of  the  most  toxic  and 
dangerous  substances  known  (plutonium  239). 

Item:  Approximately  50,000  square  miles  of 
the  region  designated  Appalachia  contain  coal 
deposits.  Modern  mining  techniques  are  allow- 
ing the  stripping  of  65,000  new  acres  per  year. 
Today  over  1,500,000  acres  have  been  rendered 
desolate.  Vast  additional  areas  are  adversely  af- 
fected by  stream  pollution.3 

Item:  As  the  Sahara  moves  southward,  thou- 
sands are  starving  in  Africa.  Niger  has  500,000 
refugees,  in  a country  where  there  are  65  doctors 
(all  but  14  from  other  countries)  for  5.5  million 
people.  Last  year  the  total  budget  for  health 
came  to  about  80  cents  for  every  man,  woman, 
and  child.  In  the  U.  S.  it  was  $440.4 

I could  go  on  listing  item  after  item,  but  you 
get  the  picture,  and  you  probably  already  knew 
most  of  this.  We  need  to  consider  some  of  the 
implications  of  the  statement  at  the  top  of  this 
editorial  as  they  apply  to  us  and  to  world  health. 
Certainly  none  of  us  can  think  himself  exempt 
from  this  indictment,  except  perhaps  in  degree. 

It  is  certainly  no  news  that  much  of  the  world 
is  desperately  poor,  hungry,  and  sick.  The  stan- 
dard answer  to  that  is  that  it  has  always  been 
so,  and  no  doubt  always  will  be.  It  is  widely 
held  in  some  circles  that  much  of  it  is  merited. 
Maybe  so.  But  certainly  not  all,  or  even  nearly 
all.  The  Nigerians,  mostly  farmers  and  cattle- 
men, had  nothing  to  do  with  the  Sahara  shifting 
its  borders.  It  is  also  possibly  true,  as  is  often 
said,  that  the  United  States  cannot  feed  the  world. 
How  do  we  know?  Should  we  try? 

Well,  what  are  our  responsibilities  in  these 
situations?  The  problem  can  be  approached  from 
at  least  three  different  viewpoints.  The  first  is 
from  that  of  the  “robber  baron,”  which  says  that 
what  is  good  for  General  Bullmoose  is  good  for 
the  country.  This  philosophy  has  unfortunately 
been  equated  with  the  capitalistic  system,  which 
it  is  not.  Capitalism  has  shown  itself  to  be  by 
far  the  most  effective  system  for  improving  the 
world’s  standard  of  living  and  well  being.  It  is 
only  because  so  much  of  the  so-called  “private 
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sector”  has  behaved  inappropriately  and  irre- 
sponsibly that  capitalism  is  being  replaced  by 
socialism,  which  is  expensive,  inefficient,  and 
ponderous.  The  right  of  private  enterprise  has 
too  often  been  used  as  a license  to  steal.  Big 
corporations  have  too  often  put  themselves  in 
the  position  of  manipulating  not  only  individuals 
but  whole  nations  and  their  governments.  Many 
of  our  citizens  believe  this  to  be  at  the  bottom 
of  the  present  oil  shortage.  Such  things  are  not 
inherent  in  the  capitalistic  system  but  result  from 
a defect  in  the  heart  of  man.  Power  corrupts, 
and  absolute  power  corrupts  absolutely. 

The  other  two  viewpoints  have  much  in 
common,  in  that  they  both  are  geared  toward 
improving  the  lot  of  people  other  than  them- 
selves. The  first  is  humanistic,  the  other  is  of 
the  kingdom  of  God.  Humanism  is  basically 
selfish,  in  that  it  acts  largely  from  enlightened 
self  interest.  Viewed  in  this  light,  it  would  cer- 
tainly seem  to  be  to  the  advantage  of  everyone, 
big  corporations  and  governments  included,  to 
elevate  the  status  of  as  many  people  as  possible 
as  much  as  possible.  Not  to  do  so  breeds  revolu- 
tions. This  is  the  basis  of  socialism,  and  also  has 
led  to  the  more  responsible  attitude  presently 
being  taken  by  many  of  the  big  corporations. 
Since  a corporation  can  have  no  soul,  this  is  the 
most  that  can  be  expected  of  it.  The  difficulty 
with  this  position  is  that  followed  to  its  logical 
conclusion  the  individual  becomes  of  no  conse- 
quence. Everything  is  done  for  the  good  of  the 
state  or  the  corporation,  with  the  ultimate  out- 
come that  what  is  good  for  “General  Bullmoose” 
is  good  for  “the  people.” 

The  third  viewpoint  is  that  of  the  Judeo-Chris- 
tian  faith,  which  teaches  the  ultimate  worth  of 
the  individual.  It  is  the  basis  of  Western  Civili- 
zation, which  was  an  outgrowth  of  Christianity 
to  such  an  extent  that  the  two  have  come  to  be 
considered  synonymous.  Actually,  Western  Civili- 
zation is  humanistic,  with  a background  of 
Christianity.  The  veneer  of  civilization  is  pres- 
ently being  badly  eroded,  and  Watergate  is  just 
a symptom  of  this  erosion. 

A cynical  friend  once  remarked  that  there  is 
no  such  thing  as  altruism — no  one  does  anything 
without  the  thought  of  personal  gain,  even  if 
that  gain  is  only  the  feeling  of  spiritual  well 
being,  and  that  even  God  does  what  He  does 
for  His  own  glory,  as  the  Bible  states  plainly. 
As  far  as  man  without  God  is  concerned,  this 
view  is  criptural,  and  can  be  largely  verified  by 
observation.  As  for  God,  His  character  needs 


no  defence.  In  answer  to  the  often  stated  ques- 
tion of  “how  a God  of  love  can  allow  . . .”  (you 
fill  in  the  blanks),  I only  say  that  God  didn’t 
blow  it,  man  did.  Since  man  chose — and  chooses 
— to  go  his  own  way  without  God,  he  is  free 
to  do  so.  God  made  ample  provision  for  man’s 
needs  in  His  Son. 

So  how  about  the  Sahara  moving  south?  May- 
be this  is  where  you  and  I come  in.  We  can’t 
stop  the  Sahara,  but  God  gave  those  Nigerians 
(and  Indians  and  Biafrans,  and  so  on)  more 
fortunate  neighbors.  God  did  not  make  man 
his  brother’s  keeper  (there  was  no  answer  from 
God  to  Cain’s  question).  But  man  was  made 
his  neighbor’s  neighbor,  whom  he  is  to  love  as 
himself.  Jesus  left  no  doubt  as  to  who  that 
neighbor  is  that  I am  to  love  as  myself.  Such 
love  can  come  only  from  the  heart  of  God, 
which  is  available  to  each  one  of  us — individ- 
ually, not  collectively. 

Take  all  of  this  and  apply  it  to  our  quotation, 
and  think  about  it.  The  answer  to  the  world’s 
needs  is  not  in  government  programs,  national 
or  international.  The  United  States  is  not  doing 
so  well  presently  in  the  United  Nations  in  spite 
of  our  efforts  in  their  behalf.  Perhaps  this  is 
because  we  have  given  only  a token  of  our 
substance,  and  little  or  nothing  of  ourselves. 
We  do  so  hate  to  sit  in  a room  at  65  °! 

So  do  we  continue  to  use  the  crutch  of  gadgetry 
and  lavish  our  energy  on  shoddy  or  useless  items, 
while  half  the  world  starves  to  death?  How  far 
do  we  go  in  our  efforts  to  produce  energy?  Do 
we  rape  and  poison  the  land  without  thought 
for  succeeding  generations,  secure  in  the  notion 
that  because  man  has  always  found  an  answer, 
he  always  will?  (In  view  of  the  world  situation, 
can  we  say  he  ever  has?) 

“If  my  people  who  are  called  by  my  name  will 
humble  themselves  and  pray  and  seek  my  face, 
and  turn  from  their  wicked  ways,  then  will  I 
hear  from  heaven,  and  will  forgive  their  sin, 
and  will  heal  their  land.”  (II  Chron.  7:14) 

J.B.T. 
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For  Whom  the  Bells  Tolls 

“The  triumphs  of  modern  medicine  appear  unrelated 
to  improvement  in  the  world’s  health,  which  is  retro- 
gressing while  ‘spectaculars’  in  medical  science  appear 
at  an  ever-quickening  pace.” 

Mehdi  Tavassoli,  M.D. 

The  feature  article  in  the  December  23  issue 
of  Newsweek  is  entitled  “How  Good  Is  Your 
Doctor?”  It  is  refreshingly  positive  in  its  ap- 
proach, and  the  verdict,  taking  into  considera- 
tion some  flaws  in  the  system,  agrees  with  that 
expressed  by  AMA  President  Malcolm  Todd, 
that  “we  have  the  best  medical  care  of  any 
country  in  the  world.”  This  verdict  is  rendered 
even  as  the  writer  quotes  a couple  of  horror 
stories,  and  some  widely  circulated  statistics 
which  purport  to  show  that  things  aren’t  alto- 
gether rosy.  This  is  non-controversial,  but  some 
of  the  problem  areas  need  looking  into. 

First,  there  is  the  statement  that  since  “5  per- 
cent of  U.  S.  doctors  are  incompetent,”  7.5  mil- 
lion of  the  154  million  people  treated  last  year 
may  have  been  in  peril.  This  assumes  1)  that 
5 percent  of  the  doctors  saw  5 percent  of  the 
patients,  and  2)  that  they  were  totally  incom- 
petent to  treat  anything,  an  obvious  falacy.  The 
5 percent  figure  comes  from  a member  of  a 
board  of  Medical  Examiners,  is  widely  accepted, 
and  coincides  with  my  own  experience  in  con- 
tinuing medical  education.  The  7.5  million 
figure  looks  somewhat  sensational. 

Supporting  the  statement  of  the  chief  of  clinical 
pharmacology  at  the  Massachusetts  General  Hos- 
pital that  lack  of  knowledge  about  the  use  of 
drugs  is  “perhaps  the  greatest  deficiency  of  the 
average  American  physician”  is  an  estimate  from 
the  Boston  Drug  Surveillance  Program  that 
30,000  hospital  patients  die  annually  as  a result 
of  adverse  drug  reactions.  This  does  not  include 
out-patients.  This  figure  (and  even  higher  ones) 
has  been  widely  used,  particularly  by  Senator 
Kennedy,  as  an  index  of  physician  incompetence. 
In  the  first  place,  though  this  looks  like  a lot, 
it  accounts  for  only  one  per  3,200  hospital  ad- 
missions. In  the  second  place,  the  figure  is 
obviously  an  extrapolation  from  some  case  series. 
It  is  lower  than  some  other  figures  of  60,000 
to  100,000  deaths  per  year  from  ADR  (adverse 
drug  reactions),  which  were  extrapolated  from 
two  series  of  1 1 and  27  deaths  respectively,  and 
reported  to  Senator  Kennedy’s  Subcommittee. 
Most  of  the  deaths  occurred  in  desperately  ill 
patients,  many  with  terminal  malignancies,  and 
all  occurred  on  medical  services.  No  mention 
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was  made  of  these  facts  in  the  report  to  the 
Congressional  Subcommittee.  I do  not  have 
the  data  on  the  Boston  series,  but  it  is  worth 
noting  that  U.  S.  National  Center  for  Health 
Services  statistics  taken  from  all  death  certificates 
in  1968  showed  357  deaths  from  ADR.  I doubt 
it  has  increased  a hundred-fold  in  the  past  five 
years.  In  fairness,  the  number  is  undoubtedly 
too  high,  and  there  is  merit  to  the  criticism. 

Unnecessary  surgery  comes  in  for  its  share 
of  criticism,  but  more  as  a part  of  a much 
broader  topic — that  of  two  much  specialization. 
I observe  a curious  schizophrenia  in  the  public 
on  this  point,  though  perhaps  it  is  not  so  curious, 
after  all,  considering  mankind’s  propensity  for 
wanting  to  have  it  both  ways.  The  statement 
that  “90  percent  of  the  patients  need  only  a 
guy  who’ll  take  an  interest  in  them”  seems  an 
over-simplification — and  how  many  people  want 
a specialist  even  when  a generalist  would  serve 
as  well  or  better? 

The  rising  cost  of  medical  care  and  the  “con- 
spiracy of  silence”  on  the  part  of  the  establish- 
ment concerning  miscreant  physicians  received 
generally  fair  treatment,  with  a note  that  efforts 
are  being  made,  particularly  with  PSRO,  to  rec- 
tify the  situation.  The  closing  paragraph  bears 
quoting: 

“Most  medical  authorities  agree  that  the  judgment 
of  the  doctor  by  his  peers  is  the  best  way  to  assure 
improved  medical  care  for  all  Americans.  But  the 
practice  of  medicine  is  both  a dynamic  art  and  a 
science  of  rapidly  increasing  complexity.  To  live 
up  to  expectations,  the  PSRO  format  will  have  to 
be  flexible  enough  to  adjust  to  new  knowledge  and 
new  ideas  about  what  is  best  for  the  patient.  Good 
medicine  can  never  be  practiced  by  a cookbook  of 
norms.  Even  now,  doctors  legitimately  disagree 
about  the  best  way  to  deal  with  scores  of  health 
problems.  That's  why  what  the  good  physician 
does  to  help  his  patient  is  not  based  solely  on 
scientific  certitudes  but  also  on  the  wisdom  that 
comes  from  experience,  and  the  instinct  for  care 
that  tells  him  he’s  right.” 

Well,  what  about  Dr.  Tavassoli’s  statement 
quoted  above?  It  is  taken  from  his  “Commen- 
tary” in  the  JAMA  of  December  16,  entitled 
“Health  in  a Developing  World,”  in  which  he 
points  out  that  though  moderate  progress  was 
made  in  the  first  half  of  this  century  toward  im- 
proving world  health,  it  has  actually  regressed 
in  the  last  25  years,  with  less  improvement  in  the 
poor  countries  than  in  the  rich,  and  in  many 
areas  of  the  world  the  well  being  of  the  citizenry 
has  suffered  setbacks.  It  is  not  due,  he  says,  to 
a failure  of  modern  medicine  to  penetrate  these 
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areas,  but  it  is  a result  of  the  irrelevance  of  much 
of  modem  medicine. 

“What  are  we  doing  wrong?”  he  asks,  and 
answers  that  “the  medical  community  is  not 
ethically  or  professionally  equipped  to  solve 
pressing  and  soluble  health  problems  that  afflict 
the  majority  of  the  world’s  peoples.  We  are  too 
consumed  with  the  irrelevant  oddities  of  medical 
science  to  meet  our  responsibilities  in  maintaining 
community  health.  In  short,  we  are  in  the  grip 
of  a stultifying  ‘elitism’.  In  our  attempt  to  attain 
professional  perfection  we  have  lost  sight  of  our 
primary  professional  mission:  mundane  medical 
care.” 

Same  tune  as  Newsweek’s  article?  If  the 
foreign  medical  graduate  (FMG)  can  pass  the 
ECFMG  qualifying  examination,  says  Dr.  Tavas- 
soli,  he  is  unfit  for  service  in  the  poor  country 
of  his  origin.  That  60  percent  do  pass  reflects 
the  influence  of  western  medicine  on  the  world’s 
medical  education,  and  it  is  why  FMG’s  who 
come  to  the  U.  S.  for  training  wish  to  remain 
here.  We  fail  to  grasp  the  extent  of  sickness  in 
the  world.  In  some  places  a healthy  person  is 
virtually  non-existent.  We  need  to  take  a lesson 
from  the  Chinese,  who  have  removed  “the  devas- 
tating disease  patterns  such  as  tuberculosis,  ty- 
phoid, cholera,  tetanus,  and  schistosomiasis”  as 
national  scourges.  The  Chinese  system,  often  re- 
ferred to  as  “barefoot  doctors,”  is  pyramidal,  the 
base  of  the  pyramid  being  recruits  from  the  rural 
areas  in  which  they  will  work.  “These  young 
men  and  women,  who  are  neither  barefoot  nor 
doctors,  receive  only  short  term  training,  but 
through  an  elaborate  system  of  ascending  re- 
sponsibility they  have  access  to  specialized  medi- 
cal centers.”  Only  at  the  top  of  the  pyramid  are 
there  any  doctors. 

Dr.  Ivan  Illich,  former  vice-chancellor  of  the 
Catholic  University  of  Puerto  Rico,  and  now  di- 
rector of  the  Centro  Intercultural  de  Docu- 
mentacio,  in  Cuernavaca,  Mexico,  an  education 
center  devoted  to  improving  the  cultural  and 
social  environment  of  the  Latin  American  people, 
viewed  by  some  as  a center  for  revolutionary 
activity,  said  in  the  1974  Encyclopedia  Britannica 
endowed  lecture  at  Edinburgh,  Scotland,  that 
“within  the  last  decade  the  medical  establishment 
has  become  a major  threat  to  health,  and  should 
be  deprofessionalized  to  serve  mankind  to  best 
advantage.” 

Illich  maintains  that  a vast  amount  of  ill  health 
is  produced  by  doctors,  pointing  out  that  in  the 
past  20  years  the  life  expectancy  of  the  American 


male  has  declined,  while  the  cost  of  medical  care 
has  increased  330  percent  in  the  face  of  a 74 
percent  overall  price  index  increase.  The  same 
problem  of  cost  escalation  has  no  relationship 
to  politics,  having  occurred  in  England,  the  Soviet 
Union,  and  China,  the  last  at  an  even  more  rapid 
rate  because  of  the  more  rapid  growth  of  the 
“medical-technological  establishment .” 

“Beyond  a certain  point,”  Illich  says,  “the  produc- 
tion and  delivery  of  medical  care  produces  more 
ailments  than  it  can  heal.  Social  security  guarantees 
painful  survival  more  democratically  and  effectively 
than  the  most  pitiless  gods  . . . medical  interven- 
tions have  not  affected  total  mortality  rates:  at  best 
they  have  shifted  survival  from  one  segment  of 
the  population  to  another  . . . Longevity  owes  more 
to  the  railroad  and  to  synthesis  of  fertilizers  and 
insecticides  than  it  owes  to  new  drugs  and  syringes. 
While  professional  practice  is  ineffective,  it  is  in- 
creasingly sought  out.” 

“.  . . Deprofessionalization  does  not  mean  the 
elimination  of  modern  medicine,  nor  obstacles  to 
the  invention  of  new  ones,  nor  necessarily  the 
return  to  ancient  programs,  rituals,  and  devices. 

It  means  that  no  professional  shall  have  the  power 
to  lavish  on  any  one  of  his  patients  a package  of 
curative  resources  larger  than  that  which  another 
person  could  claim  on  his  own.  Finally,  the  de- 
professionalization of  medicine  does  not  mean  dis- 
regard for  the  special  needs  which  people  manifest 
at  special  moments  of  their  lives:  when  they  are 
born,  break  a leg,  marry,  give  birth,  become 
crippled,  or  face  death.  It  only  means  that  people 
have  a right  to  live  in  an  environment  that  is 
hospitable  to  them  at  such  high  points  of  experi- 
ence.” 

Illich  summarizes  by  saying  that  public  health 
corresponds  to  the  degree  to  which  the  means 
and  responsibility  for  coping  with  illness  are 
distributed  among  the  total  population.  “That 
society  which  can  reduce  professional  interven- 
tion to  the  minimum  will  provide  the  best  con- 
ditions for  health.” 

From  three  widely  varied  sources  I am  hearing 
a similar  note.  We  ignore  it  at  our  peril.  While 
much  of  what  Dr.  Illich  says  is  distasteful,  if  not 
inflammatory,  it  bears  the  seal  of  the  distin- 
guished Encyclopedia  Britannica  lectureship  at  a 
distinguished  University.  Though  we  may  dis- 
agree, this  is  what  the  more  vocal  members  of 
society  are  saying.  They  may  not  represent  the 
majority,  but  they  are  the  ones  who  get  things 
changed. 

What  it  seems  to  boil  down  to  is  that  there 
is  too  much  specialized  care  and  not  enough 
caring.  We  have  gotten  carried  away  with  our 
technology,  our  flashy  heart  transplants  and  our 
ability  to  keep  the  old  heart  beating  a little 
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longer  without  regard  to  the  quality  of  the  life 
we  have  prolonged,  while  at  the  same  time  ne- 
glecting the  vast  army  of  the  “walking  wounded. 

It  puts  me  in  mind  of  a comment  about  Ancel 
Keys’  fruit  and  rice  diet  for  hypertension,  that 
“you  don’t  really  live  longer.  It  just  seems 
longer.” 

It  would  seem  that  organized  medicine  needs 
to  quit  wasting  its  time  arguing  about  non- 
essentials,  which  accounted  for  much  of  what  I 
heard  at  the  AMA  House  of  Delegates’  meeting 
in  Portland,  and  start  giving  serious  thought  and 
effort  to  innovative  methods  of  delivering  health 
care,  which  includes,  but  is  not  synonymous  with, 
medical  care.  It  may  be  true  that  medical  care 
in  this  country  is  the  best  in  the  world.  Health 
care  even  here  leaves  much  to  be  desired.  It 
encompasses  a great  deal  which  doctors  are  not 
trained  to  provide,  but  if  it  is  bad,  which  it  often 
is — and  this  is  what  Illich  and  Tavassoli  are 
talking  about — doctors  get  blamed  for  it. 

We  need  to  quit  feeling  paranoid  about  the 
position  of  paramedical  personnel.  And  we  need 
to  listen  to  what  patients  say  who  have  gotten 
no  real  help  until  they  have  gone  to  a chiro- 
practor. Without  defending  chiropractic — and  I 
think  its  potential  damage  has  been  played  to 
hilt — it  does  seem  that  if  they  do  nothing  else, 
they  listen  to  the  patient,  and  perform  that  most 
important  function  of  the  laying  on  of  hands. 
I know  people  who  have  received  a “complete 
physical”  from  doctors  without  ever  taking  off 
their  shirt. 

“If  the  wealthy  nations  are  to  help  the  poorer,” 
says  Dr.  Tavassoli,  “it  is  not  to  be  done  by 
insisting  on  Western  standards  of  medical  care 
but  by  helping  each  nation  plan  and  construct  a 
health  care  system  that  best  meets  its  problems. 
It  is  essential  also  to  recognize  that  the  health 
problems  of  the  world  cannot  be  isolated.  Each 
is  the  responsibility  of  every  community,  es- 
pecially the  medical  community.  No  group  can 
isolate  itself  on  a ‘safe  island’,  for  when  disaster 
strikes,  no  island  is  safe.  None  dare  shrug  his 
shoulders  and  ask  ‘for  whom  the  bell  tolls.’  ” 

Unless  we  take  to  heart  health  problems  as 
they  are  perceived  by  the  public,  the  initiative 
will  be  taken  from  us.  Certainly  this  is  no  idle 
threat.  A damaging  Health  Manpower  Act 
narrowly  escaped  passage  by  the  Congress  just 
adjourned.  PSRO  is  perceived  by  many  as  being 
what  Deputy  Director  of  HEW  Dr.  Henry 
Simmons  called  recently  “what  may  be  our  last, 
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best  chance  as  an  independent  profession  to  do 
the  job.” 

We  need  to  quit  our  internecine  warfare, 
and  get  the  show  on  the  road,  or  it  will  be  for 
the  practice  of  medicine  as  we  know  it  that  the 
bell  tolls. 

J.B.T. 


The  Meaning  of  Quality  In  Health  Care 

Since  this  is  the  subject — and  title — of  a spe- 
cial item  found  in  this  issue  of  the  Journal  on 
page  152,  reprinted  from  the  New  England  Jour- 
nal of  Medicine,  I shall  resist  the  temptation  to 
belabor  it  further.  Its  author  is  Philip  Caper, 
M.D.,  who  is  a professional  staff  member  of  the 
Senate  Health  Subcommittee. 

I wish  only  to  emphasize  that  it  is  one  more 
voice  added  to  those  cited  above,  that  as  far  as 
the  public  is  concerned,  “in  the  end  the  result 
is  what  matters,  and  the  results  of  medical  care 
are  going  to  come  under  increasingly  intense 
examination.” 

Of  the  three  components  of  quality  mentioned 
by  the  author,  the  one  most  obvious  to  the  con- 
sumer is  that  which  is  least  easily  addressed  by 
mechanisms  such  as  PSRO.  This  is  “the  process 
of  caring  for  the  patient — the  interpersonal,  sup- 
portive, and  psychological  aspects  of  the  phy- 
sician— patient  relationship.”  It  is,  he  says,  the 
component  which  “most  frequently  separates  the 
fulfilled  physician  with  a busy  practice  of  satisfied 
patients  from  others.” 

It  could  also  be  in  large  measure  the  answer 
to  the  problem  of  malpractice  suits. 

J.B.T. 


On  Watching  a Biology-Watcher 

As  long  as  we’re  on  the  subject  of  medical 
“spectaculars,”  we  might  mention  a particular 
one  which  is  “on  most  lists  of  things  to  worry 
about  in  science.”  The  reason  I mention  it  here 
is  that  it  is  the  subject  of  an  essay  by  one  of  my 
favorite  writers,  and  the  author  of  the  above 
quotation,  Dr.  Lewis  Thomas,  currently  Director 
of  the  Memorial  Sloan-Kettering  Cancer  Center, 
who  has  been  variously  Professor  of  Pediatric 
Research  at  the  University  of  Minnesota,  Chair- 
man of  the  Departments  of  Pathology  and  Medi- 
cine and  Dean  of  New  York  University-Bellvue 
Medical  Center,  and  Chairman  of  Pathology  and 
Dean  at  Yale  Medical  School.  He  comes  as 
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close  to  being  a Renaissance  man  as  any,  and 
periodically  authors  a column  in  the  New  England 
Journal  of  Medicine  entitled  “Notes  of  a Biology- 
Watcher.”  Some  of  these  essays  have  been  col- 
lected in  a book  entitled  The  Lives  of  a Cell* 
which  I heartily  recommend  to  you.  Dr.  Thomas 
has  the  happy  faculty  of  dealing  with  profound 
truth  with  a very  light  touch,  by  which  he  be- 
trays his  enchantment  with  his  work,  as  well  as 
with  our  language. 

The  subject  of  the  essay  under  discussion  is 
“The  Cloning  of  A Human  Being”  (New  Eng.  J. 
Med.  291:1296.  Dec.  12,  1974),  which  he  sees 
as  just  within  the  realm  of  possibility,  given  con- 
tinued further  advances  in  technology,  in  order 
“to  provide  a version  of  immortality  for  care- 
fully selected,  especially  valuable  people.”  But 
there  are  serious  questions.  Who  decides  who 
will  be  selected?  What  will  be  the  effect  on  the 
rest  of  us,  accustomed  as  we  are  to  uniqueness, 
of  human  sameness?  “Selfness  is  an  essential 
fact  of  life.  The  thought  of  human  non-selfness, 
precise  sameness,  is  terrifying,  when  you  think 
about  it. 

“Well,  don’t  think  about  it,”  he  says,  “because 
it  isn’t  a probable  possibility,  not  even  as  a long- 
shot  for  the  distant  future.”  The  reason  is  that 
even  given  the  genome,  in  order  to  produce  an 
exact  copy  one  would  have  to  duplicate  the 
environment,  and  since  the  environment  is  es- 
sentially people,  it  would  mean  duplicating  every 
person  the  original  ever  came  in  contact  with. 
“To  do  the  thing  properly,  with  any  hope  of 
ending  up  with  a genuine  duplicate  of  a single 
person,  you  really  have  no  choice.  You  must 
clone  the  world,  no  less. 

“I  once  lived  through  a period  when  I won- 
dered what  hell  could  be  like,  and  I stretched 
my  imagination  to  try  to  think  of  a perpetual 
sort  of  damnation.  I have  to  confess  I never 
thought  of  anything  like  this. 

“I  have  an  alternative  suggestion,  if  you’re 
looking  for  a way  out.  Set  cloning  aside,  and 
don't  try  it.  Instead,  go  in  the  other  direction. 
Look  for  ways  to  get  mutations  more  quickly, 
new  variety,  different  songs.  Fiddle  around,  if 
you  must  fiddle,  but  never  with  ways  to  keep 
things  the  same.  Heaven,  somewhere  ahead,  has 
got  to  be  a change.” 

It's  enough  to  make  you  weep — not  his  writing, 
but  his  subject.  Because,  while  reading  Dr. 
Thomas'  essay  it  seems  a sort  of  huge  joke, 
there  are  countless  man  hours  being  spent  in 


lots  of  medical  laboratories  fiddling  with  such 
things — fiddling  while  vast  segments  of  humanity 
burn. 

I have,  off  and  on,  been  trying  to  struggle 
through  a book  by  Dr.  Joseph  Fletcher,  Professor 
of  Ethics  at  the  University  of  Virginia,  entitled 
The  Ethics  of  Genetic  Control.  Fletcher  is  the 
champion  of  “situation  ethics,”  which,  over- 
simplified, says  there  is  no  right  or  wrong  except 
as  determined  by  specific  situations.  This  always 
reminds  me  of  that  fateful  last  verse  in  Judges 
(21:25)  “In  those  days  there  was  no  king  in 
Israel;  everyone  did  what  was  right  in  his  own 
eyes.”  (It  happens  that  Israel  didn’t  turn  out 
so  well  “in  those  days.”)  I haven’t  been  able, 
after  a year,  to  get  more  than  half-way  through 
the  book,  though  it  has  been  my  companion  in 
numerous  airplanes,  to  the  extent  it  is  almost 
worn  out — from  carrying,  not  from  reading.  It 
is  variously  boring,  frightening,  shocking  (and 
even  slightly  amusing  sometimes). 

In  any  event,  as  I have  struggled  along  through 
it,  considering  genetic  control,  of  which  cloning 
is  a part  (along  with,  as  Thomas  says,  other 
things  to  worry  about  from  science,  such  as  be- 
havior control,  transplanted  heads,  computer 
poetry,  and  the  unrestrained  growth  of  plastic 
flowers)  the  whole  thing  has  seemed  sort  of 
immoral,  though  I haven’t  been  sure  exactly 
why.  It  was  probably  due  partly  to  the  whole 
notion  of  situation  ethics.  Then  too,  there  were 
lots  of  things  about  it  that  repelled  me.  But  the 
true  immorality  of  it  escaped  me  until  I read 
the  articles  quoted  in  the  preceding  editorial. 
I have  never  thought  of  myself  as  being  anti- 
intellectual, but  we  are  talking  about  things 
which  affect  one  person  in  a hundred  million  or 
so,  while  at  least  half  to  two-thirds  of  the  rest 
are  sick  and  starving.  It  is  all  very  well  to  talk  of 
the  “better  world”  it  will  bring  someday.  But 
for  whom?  Is  it  moral  now — today — to  waste 
our  talents  and  energies,  not  to  mention  our 
money,  on  things  with  such  a small  return? 

I’m  grateful  to  our  Biology-Watcher  for  keep- 
ing things  in  proper  perspective.  Much  of  what 
we  take  so  seriously  is  indeed  at  least  a trifle 
ridiculous,  and  we’ll  all  sleep  better  if  we  rec- 
ognize it. 

J.B.T. 


*Thomas,  Lewis.  The  Lives  of  A Celt:  Notes  of  a 
Biology-Watcher.  The  Viking  Press,  New  York,  1974. 
$6.95. 
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Erratum 

To  the  Editor: 

In  the  December  1974  issue  of  the  TMA  Journal  on 
page  1026,  there  is  a news  item  about  a radiation  sick- 
ness center  to  be  built  in  Oak  Ridge.  I do  not  know 
the  source  of  this  information,  but  it  is  incorrect.  The 
radiation  sickness  center  as  reported  in  this  news  item 
will  be  built  as  a part  of  the  hospital  expansion  program 
at  a cost  of  approximately  $500,000.  The  hospital 
addition  will  cost  approximately  5.3  million  dollars.  The 
hospital  addition  will  include  a new  surgical  suite,  new 
emergency  department,  new  intensive  and  coronary  care 
units,  new  recovery  room,  new  central  supply  service, 
and  some  additional  patient  rooms.  In  addition  to  this 
new  construction,  there  will  be  a complete  renovation 
of  electrical  and  mechanical  services  across  the  total 
existing  building. 

Sincerely  yours, 

Marshall  Whisnant 
President,  Oak  Ridge  Hospital 


John  S.  McDougal,  M.D.,  Chattanooga 
Larry  Dumas  Stone,  M.D.,  Chattanooga 
Paul  E.  Snyder,  Jr.,  M.D.,  Chattanooga 


program/  and  neui/  of 
medical  /odelie/ 


Knoxville  Academy  of  Medicine 

The  Academy  met  on  January  14  at  the  KAM  head- 
quarters building.  The  E Club  met  at  6:00  p.m.  fol- 
lowed by  a speech  by  Dr.  Hoyt  D.  Gardner,  Louisville, 
who  spoke  on  “The  Need  is  You.” 

New  officers  assuming  positions  include  Dr.  William 
O.  Miller,  President;  Dr.  Robert  B.  Gilbertson,  president- 
elect; Dr.  I.  Reid  Collman.  vice-president;  Dr.  Henry  H. 
Long,  secretary;  and  Dr.  William  G.  Laing,  treasurer. 

The  Academy  has  undertaken  a community  service 
entitled  Tel-Med.  The  library  consists  of  approximately 
95  tapes,  and  is  made  available  to  the  citizenry  by 
dialing  the  Academy  office  and  requesting  that  a par- 
ticular tape  be  played. 

Marshall  County  Medical  Society 

The  Society  held  its  meeting  on  December  16  at  the 
Lewisburg  Community  Hospital  Conference  Room.  The 
President  presided  at  a scientific  program  and  presented 
a movie  on  “Asthma.” 

Officers  installed  were  Dr.  C.  J.  Wheeler,  President; 
Dr.  Jones  Rutledge,  Vice-President;  Dr.  Thomas  R. 
Duncan,  Secretary-Treasurer. 


ANDERSON,  SAMUEL  B.,  age  92.  Died  December  20, 
1974.  Graduate  of  University  of  Tennessee.  Member  of 
Memphis-Shelby  County  Medical  Society. 

BLANTON,  MARVIN  A.  (Pete),  age  63.  Died  Decem- 
ber 14,  1974.  Graduate  of  University  of  Tennessee. 
Member  of  Northwest  Tennessee  Academy  of  Medicine. 
DALTROFF,  WILBURTA,  age  76.  Died  December  7, 
1974.  Graduate  of  University  of  Tennessee.  Member  of 
Memphis-Shelby  County  Medical  Society. 

DePUE,  RAY  V.,  SR.,  age  88.  Died  December  20,  1974. 
Graduate  of  Lincoln  Memorial  University.  Member  of 
Knoxville  Academy  of  Medicine. 

LAWSON,  HORACE  FREEMAN,  age  64.  Died  De- 
cember 23,  1974.  Graduate  of  University  of  Tennessee. 
Member  of  Cumberland  County  Medical  Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association. 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

Loren  D.  Fleckenstein,  M.D.,  Jackson 


Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

Effective  January  1,  the  Davidson  County  Foundation 
for  Medical  Care  undertook  the  responsibility  of  ad- 
ministering both  a total  health  care  plan  and  the  cur- 
rent Metro  hospitalization  plan  for  approximately 
30,000  employees  and  dependents  of  Metro  Government. 
The  administration  will  be  housed  in  the  Academy 
Building  and  will  include  eligibility  certification,  claims 
processing,  peer  review,  certified  hospital  admissions, 
and  claims  payment. 

The  new  total  health  plan  will  be  pre-paid  by  Metro 
employees  and  will  provide  comprehensive  coverage  for 
all  physicians’  services,  hospital  services,  emergency 
medical  care,  diagnostic  studies,  prescriptions,  maternity 
care,  medical  supplies,  and  a number  of  special  services 
including  annual  physical  examinations  and  pediatric 
health  assessments.  Metro  employees  participating  in 
the  new  plan  will  be  required  to  pay  only  a $2.00  cash 
service  fee  per  visit  in  a physician’s  office  and  per  drug 
prescription. 

The  Foundation,  composed  of  a majority  of  all  prac- 
ticing physicians  representing  all  medical  specialties  in 
Davidson  County,  has  pledged  to  accept  as  full  pay- 
ment for  their  services  the  amount  paid  by  the  plan. 
Foundation  physicians  will  continually  review  all  claims 
to  assure  that  Metro  employees  and  their  dependents 
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are  provided  quality  health  care  at  usual,  customary  and 
reasonable  costs. 

The  Foundation  membership  has  elected  Drs.  Arthur 
Bond  and  Thomas  Zerfoss,  Jr.  to  three  year  terms  on 
the  Foundation’s  Board  of  Trustees.  Dr.  George  Hol- 
comb  was  elected  to  a 3-year  Board  term  by  the  Board 
of  Directors  of  the  Academy. 

Tel-Med  and  MEDIX,  two  public  health  education 
programs  were  initiated  in  January.  The  Tel-Med,  a 
free  health  information  service  by  telephone  to  the 
450,000  residents  of  Nashville-Davidson  County,  will 
provide  instant  access  to  some  200  physician-approved 
3 to  5-minute  tape  recordings  on  numerous  health  care 
topics.  MEDIX,  a weekly  public  health  TV  series  de- 
veloped by  Burroughs  Wellcome  Company,  will  provide 
26  physician-screened  30-minute  films  on  several  major 
health  problems. 


national  new/ 


THIS  MONTH  IN  WASHINGTON 
(From  Washington  Office,  AMA) 

The  93rd  Congress  concluded  its  two-year 
session  that  was  highlighted  by  the  historic 
Watergate  affair. 

Congress  held  hearings  but  took  no  action  on 
a National  Health  Insurance  (NHI)  program. 
However,  the  lawmakers  approved  during  the 
last  days  a health  planning  bill  anticipating  NHI. 
Earlier,  they  voted  for  a liberalization  of  the 
Keogh  plan  allowing  self-employed  people  to 
set  aside  much  higher  amounts  for  their  retire- 
ment subject  to  tax  deferral.  Aid  for  medical 
education  legislation  foundered  and  will  be  re- 
vived this  year. 

The  Democratic  victories  in  the  November 
elections,  the  Democratic  push  for  legislative 
reforms  within  Congress,  and  the  downfall  of 
Rep.  Wilbur  Mills  (D.,  Ark.)  as  Chairman  of 
the  House  Ways  and  Means  Committee  signalled 
a more  liberal  and  activist  Congress  in  1975. 

The  House  Democratic  Caucus  voted  to  pack 
Ways  and  Means,  which  has  the  prime  juris- 
diction over  NHI,  with  liberal  Democrats  and 
enlarge  its  membership  to  37,  compared  to  25 
last  year.  The  ratio  in  1975  is  25  Democrats, 
12  Republicans.  Rep.  A1  Ullman  (D.,  Ore.)  is 
the  new  Chairman.  For  the  first  time,  Ways  and 
Means  will  be  broken  into  subcommittees.  The 
Subcommittee  on  Health  is  headed  by  Rep.  Dan 
Rostenkowski  (D.,  111.). 

The  Caucus  stripped  Committee  Democrats  of 
their  long-held  power  to  appoint  all  House 


Democrats  to  committee  slots,  a move  that  weak- 
ened Ways  and  Means. 

^ ^ ^ 

On  the  final  day  of  the  session  in  December, 
the  last  Congress  approved  legislation  giving 
health  planning  agencies  strong  new  authority 
over  hospital  services  and  construction.  The 
lawmakers  failed  to  reach  agreement  on  health 
manpower  bills  that  would  have  required  many 
young  physicians  to  serve  in  shortage  areas  and 
dictated  apportionment  of  specialization  educa- 
tion at  medical  schools. 

Both  measures  had  stirred  controversy  and 
generated  opposition  among  health  groups.  The 
planning  bill’s  most  disputed  original  provisions 
would  have  paved  the  way  for  public  utility- 
type  regulation  of  physicians’  services  as  well 
as  those  of  institutions.  These  were  dropped 
from  the  final  version  sent  to  the  White  House. 

The  health  manpower  bill  had  been  toned 
down  from  the  one  first  backed  by  Sen.  Edward 
Kennedy  (D.,  Mass.)  and  approved  by  the  Se- 
nate Labor  and  Public  Welfare  Committee.  A 
more  moderate  substitute  was  adopted  on  the 
Senate  floor  minus  such  items  as  relicensing  of 
physicians.  However,  medical  schools  and  medi- 
cal provider  organizations,  including  the  Ameri- 
can Medical  Association,  had  contended  the 
scaled-down  bill  was  still  too  harsh  in  its  effect 
on  young  physicians  and  medical  schools.  This 
opposition  plus  Sen.  Kennedy’s  decision  to  block 
action  this  year  killed  the  health  manpower  legis- 
lation. Meantime,  existing  programs  will  con- 
tinue as  in  the  past. 

The  planning  bill,  approved  by  a 236-79 
House  vote  a few  weeks  previously,  was  swiftly 
adopted  by  a House-Senate  conference  which 
ironed  out  differences  in  the  bills  approved  by 
the  two  chambers.  The  compromise  was  adopted 
by  the  House  and  Senate  only  hours  before  the 
93rd  Congress  quit. 

Conceived  as  a preparatory  measure  to  gear 
for  a national  health  insurance  program,  the 
planning  bill  sets  up  an  elaborate  system  of 
federal  standards  and  regulations  covering  state 
and  local  health  planning  agencies  and  endowing 
them  with  strong  power  to  force  institutions  to 
abide  by  planning  decisions  on  services.  All  new 
hospital  building  and  expansion  would  be  sub- 
ject to  rigid  controls. 

The  aim  is  to  avoid  waste  and  duplication, 
provide  efficiency,  raise  quality  and  availability, 
and  relieve  shortage  areas.  The  incentive  for  the 
states  is  federal  aid.  The  ultimate  impact  of  the 
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bill  will  be  increased  control  from  the  state  and 
federal  level  on  institutional  health  care. 

Writing  the  regulations  to  carry  out  the  pro- 
gram will  take  a long  time  as  will  the  ensuing 
administrative  work  of  putting  the  planning 
scheme  into  operation.  The  bill  provides  for 
the  establishment  of  local  and  state  agencies 
for  the  development  of  comprehensive  health 
plans  under  national  guidelines  developed  by  the 
Secretary  of  Health,  Education  and  Welfare. 
Health  systems  agencies  would  be  set  up  through- 
out the  United  States.  The  bill  requires  that  all 
states  enact  certificate,  of  need  legislation;  it 
expands  existing  review  authority  to  include 
authority  to  review  existing  facilities  and  services 
as  well  as  proposed  facilities.  The  measure  au- 
thorizes federal  assistance  to  no  more  than  six 
states  which  have  rate  setting  legislation  or  are 
planning  such  legislation  in  the  near  future.  This 
demonstration  federal  assistance  would  be  given 
to  designated  state  health  planning  and  develop- 
ment agencies  for  the  regulation  or  establishment 
of  rates  for  the  payment  or  reimbursement  of 
those  engaged  in  the  delivery  of  health  services. 

Under  the  bill,  a National  Council  on  Health 
Planning  and  Development  will  make  recommen- 
dations on  national  guidelines  and  implementa- 
tion and  evaluate  “the  implications  of  new  medi- 
cal technology  for  the  organization,  delivery,  and 
equitable  distribution  of  health  care  services.” 
Health  services  areas  would  be  established 
throughout  the  United  States. 

A health  systems  agency  for  a health  service 
area  will  be  a non-profit  private  corporation  (or 
similar  legal  mechanism  such  as  a public  regional 
corporation)  which  is  incorporated  in  the  state; 
or  a public  regional  planning  body  if  it  has  a 
governing  board  composed  of  a majority  of 
elected  officials  of  units  of  general  local  gov- 
ernment if  the  area  of  the  jurisdiction  of  that 
unit  is  identical  to  the  health  service  area. 

State  health  planning  and  development  agen- 
cies would  conduct  the  health  planning  activities 
of  the  state  and  implement  those  parts  of  the 
state  health  plan  and  the  plans  of  the  health 
systems  agencies  within  the  state  which  relate  to 
the  government  of  the  state. 

A state  health  planning  and  development 
agency  shall  be  advised  by  a statewide  health 
coordinating  council. 

❖ ❖ ❖ 

Strict  utilization  review  procedures  for  Medi- 
care and  Medicaid  were  ordered  by  the  HEW 
Department. 
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The  final  regulations  tighten  and  standardize 
hospital  and  skilled  nursing  home  admission  and 
stay  rules  for  federal  program  beneficiaries.  They 
are  designed  to  be  applicable  to  all  patients  and 
to  fit  in  with  any  future  NHI  program. 

“Health  care  is  an  expensive  and  scarce  re- 
source,” commented  HEW  Secretary  Caspar 
Weinberger.  “We  must  learn  now  to  make  the 
most  efficient  use  of  it  before  National  Health 
Insurance  places  additional  demands  on  the 
system.” 

The  regulations  are  expected  to  have  a great 
impact  on  all  hospital  and  nursing  home  review 
operations. 

The  HEW  Department  said  they  are  com- 
patible with  and  supportive  of  HEW’s  Profes- 
sional Standards  Review  Organization  (PSRO) 
program,  and  will  permit  an  orderly  transition 
to  the  operation  of  the  PSRO’s.  While  the 
nationwide  PSRO  program  is  one  to  two  years 
away  from  full  scale  operation,  review  under 
these  new  regulations  can  begin  now  in  all  fa- 
cilities serving  eligible  individuals.  The  regula- 
tions implement  provisions  of  the  Social  Security 
Amendments  law  approved  by  Congress  in  1972. 

A controversial  feature  of  the  earlier  proposed 
regulations  was  to  require  pre-admission  certifica- 
tion. This  drew  a flood  of  protests — 8,000  ad- 
verse comments  of  8,300  responses  overall — and 
was  dropped  from  the  final  regulations. 

The  new  requirements  and  the  major  changes 
in  the  final  regulations  which  modify  conditions 
of  participation  by  hospitals  and  skilled  nursing 
facilities  in  Medicaid  and  Medicare  programs 
are: 

• Hospitals  will  be  required  to  undertake  con- 
current admission  review,  rather  than  prior  ap- 
proval as  first  proposed.  Approved  length  of  stay 
will  be  based  on  patients’  condition  and  diag- 
nosis and  will  be  subject  to  extension,  if  medi- 
cally justified. 

• Timely  review  of  a patient’s  need  for  con- 
tinued hospitalization  according  to  criteria  devel- 
oped by  the  review  committee,  and  retrospective 
review  of  the  quality  of  care  through  medical 
care  evaluation  studies. 

• Composition  of  the  utilization  review  com- 
mittee has  been  changed  to  permit  professional 
personnel  employed  by  hospitals  to  be  members. 

In  addition,  under  Medicaid,  states  will  be 
required  to  establish  utilization  control  programs 
which  include  provisions  for  (1)  physicians’  cer- 
tification at  admission  and  every  60  days  there- 
after of  a patient’s  need  for  institutional  care; 
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(2)  development  and  review  of  a plan  of  care 
for  each  patient;  and  (3)  on-site  inspections  to 
determine  adequacy  and  quality  of  services. 

Here’s  how  HEW  described  hospital  admission 
review  rules  for  Medicare  and  Medicaid: 

• All  patients  admitted  under  Medicare  or 
Medicaid  are  reviewed. 

• Review  within  one  working  day  of  admis- 
sion and  final  determination  made  within  two 
working  days. 

• Review  using  criteria  and  standards  devel- 
oped by  the  utilization  review  committee. 

• Appropriate  regional  norms  are  used,  where 
available,  to  assist  in  assigning  a date  for  ex- 
tended stay  review. 

• Selected  diagnosis/problems,  practitioners; 
or  institutions  which  present  problems  are  re- 
viewed in  greater  depth. 

For  hospital  stay  review,  all  patients  still  in 
the  hospital  on  the  date  assigned  at  admission 
will  be  reviewed.  They  will  be  reviewed  prior 
to  or  on  date  assigned  at  admission.  A final  de- 
termination is  made  within  two  working  days 
of  the  end  of  the  certified  period.  The  review 
employs  criteria  and  standards  developed  by  the 
utilization  review  committee. 

Purpose  of  required  medical  care  evaluation 
studies  “is  to  improve  the  quality  of  medical  care 
and  the  efficiency  of  health  care  delivery,”  HEW 
said.  The  studies  will  be  restrospective  with  in- 
depth  reviews  of  known  or  suspected  problem 
areas  in  medical  care. 

The  studies  should  identify  specific  needed 
changes,  and  lead  to  appropriate  action  programs 
to  make  such  changes-i.e.,  programs  of  continuing 
education. 

Each  institution  must  have  at  least  one  study 
in  progress  at  any  point  in  time  and  must  com- 
plete at  least  one  study  annually,  HEW  said. 

^ ^ ^ 

The  American  Medical  Association  urged  the 
Administration  to  explore  with  it  the  feasibility 
of  the  legislation  dealing  with  the  malpractice 
liability  of  physicians  in  treating  beneficiaries  of 
federal  programs. 

In  a message  delivered  to  HEW1  Secretary 
Caspar  Weinberger  by  AMA  President  Malcolm 
C.  Todd,  M.D.,  and  Richard  Palmer,  M.D., 
Chairman  of  the  AMA  Board  of  Trustees,  the 
Association  declared  that  “what  is.  needed  is  a 
swift  system  for  paying  deserving  claims  so  that 
justice  can  be  prompt.  For  both  the  physician 
accused  of  malpractice,  who  bears  a severe  emo- 
tional burden,  and  the  patient  who  becomes  an 


unfortunate  plaintiff,  justice  delayed  is  justice 
denied.” 

The  letter  by  Dr.  Todd  noted  that  in  1975 
as  much  as  50  percent  of  the  cost  of  health 
care  may  be  provided  through  government- 
sponsored  plans  and  programs. 

Dr.  Todd  said  at  present  it  is  estimated  that 
after  all  costs  of  the  tort  system  are  met — fees 
to  defense  and  plaintiff’s  attorneys — and  wit- 
nesses, costs  of  investigation,  insurance  under- 
writing, etc.,  plaintiffs  actually  receive  a net  of 
only  $1.00  out  of  every  $6.00  paid  in  premiums 
for  hospital  and  physician’s  liability  insurance. 

He  pointed  out  that  government  health  care 
programs  now  contribute  a major  part  of  the  cost 
of  a system  which  provides  claimants  with  only 
16  cents  out  of  every  dollar  paid  for  malpractice 
insurance.  The  remainder  goes  for  the  services 
of  plaintiffs  and  defense  lawyers,  investigators, 
witnesses,  insurance  carriers  and  brokers,  and 
miscellaneous  items  of  overhead,  Dr.  Todd 
noted. 


medical  neui t 
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Dr.  Farmer  Begins  New  U-T  Job 

Dr.  T.  Albert  Farmer  has  officially  taken  over 
as  chancellor  of  the  University  of  Tennessee 
Center  for  the  Health  Sciences  and  vice  president 
for  health  affairs  in  the  U-T  system. 

Dr.  Farmer  has  been  dean  of  the  U-T  College 
of  Medicine  since  June,  1972.  Prior  to  that  ap- 
pointment, he  served  as  executive  associate  dean 
and  professor  of  medicine  at  the  University  of 
Alabama  school  of  medicine. 

Dr.  McCall  Named  Dean  of 
U-T  College  of  Medicine 

Dr.  Charles  B.  McCall,  a former  Memphian 
and  regionally-known  medical  administrator,  has 
been  named  dean  of  the  college  of  medicine  at 
the  University  of  Tennessee  Center  for  the 
Health  Sciences  effective  January  1. 

Dr.  McCall  was  associate  dean  for  clinical 
affairs  at  Southwestern  Medical  School  at  Dallas. 

He  succeeded  Dr.  T.  Albert  Farmer  who  as- 
sumed the  chancellorship  of  the  center  in  Jan- 
uary after  Dr.  Edmund  Pellegrino  accepted  a 
position  with  the  Yale-New  Haven  Medical 
Center. 

Dr.  McCall  was  director  of  the  Regional  Medi- 
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cal  Program  of  Texas  from  1969-1973  and  was 
also  assistant  vice  chancellor  of  the  University 
of  Texas. 

Enrollment  Possible  for  Next  Sept,  at 
East  Tenn.  College  of  Medicine 

The  East  Tennessee  State  University  College 
of  Medicine  may  enroll  its  first  students  next 
September,  according  to  Dr.  Robert  Jewett,  dean. 

Dr.  Jewett,  who  has  been  at  the  helm  of  the 
new  school  for  just  a few  months,  outlined  steps 
that  have  been  taken  to  develop  the  school,  and 
told  about  additional  hurdles  that  must  be 
cleared  before  the  school  can  officially  open. 

He  said  the  ETSU  staff  currently  is  working 
on  measures  designed  to  secure  a “letter  of  rea- 
sonable assurance”  from  the  Liaison  Committee 
on  Medical  Education,  a joint  committee  com- 
posed of  members  of  the  American  Medical 
Association  and  an  association  of  medical 
schools. 

Eventually,  assuming  the  school  gains  ap- 
proval, 72  students  would  be  taken  in  each  year 
as  entering  trainees. 

The  school  will  emphasize  primary  care,  the 
type  given  by  the  family  physician,  but  other 
specialities,  such  as  obstetrics,  gynecology,  and 
psychiatry,  may  be  added  to  the  program  later. 

Treadway  VU  Associate  Vice-Chancellor 

Dr.  C.  Richard  Treadway,  35,  commissioner 
of  the  department  of  mental  health  for  the  State 
of  Tennessee,  will  return  to  Vanderbilt  Uni- 
versity as  associate  vice-chancellor  for  medical 
affairs,  effective  Feb.  1.  Dr.  Vernon  E.  Wilson, 
vice-chancellor  for  medical  affairs,  said  Tread- 
way would  be  involved  in  clinical  operations  at 
the  medical  center. 

He  said  Treadway’s  duties  would  include 
medical  administrative  design  and  support  for 
the  center’s  responsibilities  in  the  professional 
staff  review  organization  (PSRO),  which  is  the 
effort  to  ensure  quality  medical  care  under  the 
Medicaid  and  Medicare  programs. 

He  will  also  support  planning  for  the  future 
in  ambulatory  and  primary  health  care;  will  work 
with  other  institutions  with  whom  the  medical 
center  cooperates  in  the  delivery  of  health  care; 
and  will  provide  an  overview  of  the  quality  of 
patient  care. 

Treadway  has  served  as  commissioner  of 
mental  health  since  July,  1971,  and  simultane- 
ously as  associate  clinical  professor  in  psychiatry 
at  Vanderbilt.  He  was  an  assistant  professor  of 
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psychiatry  and  director  of  the  Mental  Health 
Clinic  at  Vanderbilt  in  1970-71. 

Ethical  Consideration  in  Patient  Care 

Vanderbilt  University  Medical  Center  has  re- 
cently established  an  Ethical  Considerations  in 
Patient  Care  committee.  The  committee  will 
serve  in  an  advisory  capacity  to  physicians  and 
invites  requests  for  consultations  on  any  aspect 
of  patient  care  in  which  ethical  questions  arise. 
It  is  designed  to  serve  as  an  aid  to  physicians 
on  such  ethical  issues  as  patients’  rights,  selec- 
tion of  patients  for  chronic  dialysis,  abortion, 
euthanasia,  prolonging  lives  of  fatally  ill  and 
hopeless  patients,  and  the  obtaining  of  donor 
organs.  It  should  be  emphasized  that  the  com- 
mittee’s function  is  not  a restrictive  or  decision- 
making one  but  rather  to  serve  as  an  informative 
source  and  to  provide  a knowledgeable  forum  to 
assist  the  physician  in  his  own  decision  making. 
The  committee  will  function  in  an  informal 
fashion  and  invites  any  interested  physician  to 
contact  at  any  time  any  members  of  the  com- 
mittee for  further  information  or  aid.  The  com- 
mittee consists  of  the  following  members: 

Harry  S.  Abram,  M.D.  (Chairman),  William  F. 

Meacham,  M.D.,  David  N.  Orth,  M.D.,  Robert 

K.  Rhamy,  M.D.  and  Mildred  T.  Stahlman,  M.D. 
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DR.  CHARLES  E.  ALLEN,  Johnson  City,  has  been 
appointed  Associate  Dean  for  Community  and  Hos- 
pital Relations  of  the  East  Tennessee  State  University 
College  of  Medicine. 

DR.  CAROLYN  BEARD.  Kingston,  has  been  ap- 
pointed to  the  board  of  advisors  for  Tuberculosis  Con- 
trol. 

DR.  WALTER  E.  BOEHM,  Chattanooga,  has  been 
named  recipient  of  the  “Service  to  Mankind”  award  by 
Sertoma  Clubs  of  Chattanooga. 

DR.  MAURY  BRONSTEIN,  Memphis,  has  been  elected 
president  of  the  Baptist  Hospital  medical  staff.  DR. 
LOUIE  C.  HENRY  was  elected  chief  of  staff,  DR. 
ORIN  D.  BUTTERICK,  secretary,  and  DR.  JOHN 
NASH,  president-elect  of  the  staff. 

DR.  THOMAS  L.  BUTTRAM,  Chattanooga,  has  been 
named  chief  of  staff  at  Erlanger  Hospital.  Others 
named  were  DR.  POPE  B.  HOLLIDAY,  vice-chief  of 
staff  and  DR.  RUDOLPH  A.  HOPPE,  secretary  of  the 
staff. 

DR.  McCARTHY  DeMERE,  Memphis,  has  been  named 
president-elect  of  the  Memphis-Shelby  County  Medical 
Society. 

DR.  THOMAS  R.  DUNCAN,  Brentwood,  has  been 
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presented  the  Physician’s  Recognition  Award  by  the 
American  Medical  Association. 

DR.  GARTH  E.  FORT,  Nashville,  has  been  appointed 
director  of  the  United  States  Industrial  Council. 

DR.  EUGENE  FOWINKLE,  Nashville,  has  been  chosen 
by  Governor  Blanton  to  remain  Commissioner  of  Pub- 
lic Health  for  the  State  of  Tennessee. 

DR.  ROBERT  H.  HARALSON,  JR.,  Maryville,  has 
been  renamed  to  the  Medicaid  Advisory  Board  for 
1975. 

DR.  ROBERT  H.  HUTCHESON,  JR.,  Nashville,  has 
been  named  to  the  National  Council  of  the  Alan 
Guttmacher  Institute. 

DR.  JERRY  L.  KENNEDY,  Tullahoma,  has  been 
elected  chief  of  the  Harton  Hospital  medical  staff. 

DR.  WILLIAM  G.  LAING,  Knoxville,  has  been  named 
chief-elect  of  the  Presbyterian  Hospital  staff  for  1975. 
DR.  JOHN  W.  CAMPBELL,  Knoxville,  was  installed 
as  general  chief  of  staff. 

DR.  M.  F.  LANGSTON,  Signal  Mountain;  DR.  OSCAR 
M.  McCALLUM,  Henderson;  and  DR.  TOM  E.  NES- 
BITT, Nashville,  have  been  named  to  the  Medicaid 
Medical  Advisory  Committee. 

DR.  SEUNG  H.  LEE,  Tullahoma,  has  been  named 
chief  of  staff  of  the  Coffee  County  Hospital  medical 
staff. 

DR.  FONTAINE  B.  MOORE.  JR..  Memphis,  has  been 
named  president  of  the  Memphis  Urological  Society. 
Others  elected  included  DR.  RODNEY  G.  ELLIOTT, 
secretary-treasurer,  and  DR.  FRANK  J.  OSBORN,  JR., 
president-elect. 

DR.  RALPH  F.  MORTON,  Kingsport,  has  been  elected 
president  of  the  medical  staff  of  the  Indian  Path  Hos- 
pital. 

DR.  W.  GILMER  REED.  Knoxville,  has  been  named 
chief-elect  of  the  medical  staff  of  St.  Mary’s  Hospital. 
Others  named  include  DR.  R.  LESLIE  HARGROVE, 
secretary  of  the  medical  staff. 

DR.  DON  J.  RUSSELL,  Chattanooga,  was  elected 
president-elect  of  the  Chattanooga-Hamilton  County 
Medical  Society.  DR.  PAUL  E.  HAWKINS,  also  of 
Chattanooga,  was  elected  secretary-treasurer  for  1975. 

DR.  RICHARD  SEXTON,  Knoxville,  has  been  named 
to  the  board  of  trustees  of  the  Tennessee  Department  of 
Mental  Health.  Also  elected  were  DR.  BOYCE 
MURFF  SKINNER,  Memphis,  and  DR.  RICHARD 
TREADWAY.  Nashville. 

DR.  MOORE  J.  SMITH,  JR.,  Chattanooga,  has  been 
named  president  of  the  Chattanooga  Academy  of  Sur- 
geons. Others  named  include  DR.  ROBERT  FOWLER, 
vice-president;  DR.  BENNETT  W.  CAUGHRAN,  sec- 
retary; and  DR.  CAULEY  HAYES,  treasurer. 

DR.  RICHARD  TREADWAY,  Nashville,  has  been 
named  associate  vice-chancellor  for  medical  affairs  at 
Vanderbilt  University. 

DR.  MINNIE  R.  VANCE,  Chattanooga,  has  been 
named  to  the  board  of  trustees  of  the  Moccasin  Bend 
Psychiatric  Hospital.  Others  named  were  DR.  JOSEPH 
W.  JOHNSON,  JR.,  Chattanooga,  and  DR.  JESS  A. 
POWELL.  JR„  Athens. 


DR.  ROBERT  B.  WHITTLE,  Knoxville,  has  been  named 
chief  of  staff  at  Baptist  Hospital.  DR.  GERALD  PEAG- 
LER,  Knoxville,  was  named  vice-chief  of  staff. 

DR.  NAT  WINSTON,  Nashville,  has  been  appointed 
to  the  board  of  trust  of  Central  State  Hospital. 

DR.  BURGIN  H.  WOOD.  LaFollette,  has  been  elected 
County  Medical  Examiner  of  Campbell  County. 

DR.  BERNARD  M.  ZUSSMAN,  Memphis,  recently 
spoke  before  the  World  Congress  on  Asthma  and 
Bronchitis  in  New  Delhi,  India.  His  subject  was 
“Tobacco  Sensitivity  in  the  Allergic  Population.” 


announcement/ 


Feb.  28- 
Mar.  2 


Mar.  1-4 


Mar.  1-6 


Mar.  6 


Mar.  12-15 


Mar.  13-14 


Mar.  13-19 

Mar.  30- 
Apr.  4 

Apr.  6-7 

Apr.  6-10 
Apr.  7-11 
Apr.  9-12 
Apr.  13-14 


Apr.  9-12 


CALENDAR  OF  MEETINGS 
NATIONAL 
1975 

“Learning  to  Cope  with  Practice  Pres- 
sures: The  Needs  of  the  Physician,  His 
Family  and  His  Patients,”  The  American 
Academy  of  Family  Physicians,  Atlanta 
Marriott  Motor  Hotel,  Atlanta,  Georgia 

American  Association  of  Pathologists  and 
Bacteriologists,  Marriott  Hotel,  New 
Orleans 

American  Academy  of  Orthopaedic  Sur- 
geons, Brooks  Hall  and  Civic  Auditorium, 
San  Francisco 

American  Orthopaedic  Society  for  Sports 
Medicine,  San  Francisco 

Neurosurgical  Society  of  America,  Rancho 
Bernardo,  San  Diego,  California 

Symposium  on  Infections  of  the  Fetus 
and  the  Newborn  Infant  sponsored  by 
National  Foundation-March  of  Dimes, 
Americana  Hotel,  New  York 

American  College  of  Allergists,  Ameri- 
cana Hotel,  Bal  Harbour,  Florida 

American  College  of  Radiology,  Portland 
Hilton  Hotel,  Portland,  Oregon 

American  Laryngological  Association, 
Hyatt  Regency,  Atlanta 

American  Association  of  Neurological 
Surgeons,  Americana,  Miami  Beach 
American  College  of  Physicians,  San 
Francisco 

American  Gynecological  Society,  Del 
Coronado,  Coronado,  California 
American  College  of  Physicians,  Hawaii, 
Regional  Meeting  (Combined  with  the 
ACP  Post-Convention  Tour)  Honolulu 

STATE 

Tennessee  Medical  Association,  Annual 
Meeting,  Read  House,  Chattanooga 
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The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  I credit  for 
the  AM  A Physician’s  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 


Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman, 
can  plan  an  individualized  program  of  one  to  four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 


Participating  Departments  and  Divisions 

Anesthesiology Bradley  E.  Smith,  M.D. 

Medicine Grant  W.  Liddle,  M.D. 

Cardiology  Gottlieb  C.  Friesinger,  III.  M.D. 

Chest  Diseases James  D.  Snell.  M.D. 

Dermatology Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  . Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Sanford  B.  Krantz,  M.D. 

Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology John  S.  Zelenik,  M.D. 

Orthopaedics Paul  W.  Griffin,  M.D. 

Pathology William  H.  Hartmann,  M.D. 

Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 

General  H.  William  Scott.  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 


Oral  H.  David  Hall.  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 


Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physician’s 
Recognition  Award  and  American  Academy  of  Family 
Physician’s  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation. contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 

305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615-322-2716 


The  University  of  Tennessee  College  of 
Medicine  Continuing  Education  Courses 
1975 


Feb.  19-20 
Feb.  21-23 


Mar.  2-5 
Mar.  8-9 
Mar.  9-i2 
Mar.  17-22 

Apr.  17-18 

Apr.  19-20 
May  15-16 
May  19-23 

May  28-31 
Aug.  7-8 


Office  Gynecology 

Current  Management  of  Laryngopharyn- 
geal Disorders 

Fundamentals  of  Otolaryngologic  Allergy 
Obstetrical  Anesthesia 
Basic  Principles  of  Rhinoplasty 
General  Review  Course  for  Family  Phy- 
sicians 

Leigh  Buring  Memorial  Conference  for 
Exceptional  Children 
Pediatric  Anesthesia 
Office  Orthopaedics 

Intensive  Review  of  the  Science  of 
Anesthesiology 
Clinical  Electrocardiography 
Medical  Aspects  of  Sports 


University  of  Tennessee  Clinical  Education 
Center— Chattanooga  Program  Schedule 
Spring  1975 


Feb.  20-21 
March  6-7 
March  20-21 
April  21-22 

April  23 
April  24-25 


May  8 9 


May  22-23 
June  5-6 


Asthma  Today:  An  Update 
Emergency  Medicine 
Recent  Advances  In  Clinical  Pediatrics 
Electrocardiography  for  Primary  Phy- 
sicians 

Vector-Cardiography 
Echo-Cardiography,  Phono-Cardiogra- 
phy, Pulse  Training 
Management  of  the  Critical  Surgery 
Patient 

Drug  Interactions 
Infectious  Disease 
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Courses  approved  for  Category  I credit  for  AMA 
Physician’s  Recognition  Award. 

For  information,  contact  LeRoy  J.  Pickles,  Director 
of  Continuing  Medical  Education,  Suite  416 — Franklin 
Building,  Eastgate  Center,  Chattanooga,  Tennessee 
37411. 


Audio-Cassette  Directory  Available 

To  aid  the  physician  in  locating  little-known  but 
often  useful  programs,  Cassette  Information  Services 
of  Los  Angeles  has  published  its  1974  Directory  of 
Spoken-Voice  Audio-Cassettes. 

The  CIS  Directory  is  not  a catalog,  but  rather  a 
compendium  of  program  titles  and  subjects  that  can 
be  found  on  audio-cassettes,  a brief  description  of  each 
(including  price),  and  from  whom  the  tape  or  more 
information  may  be  obtained.  The  directory  itself  is 
available  for  $5.00  from  Cassette  Information  Services, 
Box  17727,  Los  Angeles,  CA  90057. 

The  American  College  of  Physicians 
Postgraduate  Courses 

CARDIOVASCULAR  PROBLEMS:  PATHOPHYSIO- 
LOGICAL AND  CLINICAL  CONSIDERATIONS, 
University  of  Texas  Southwestern  Medical  School, 
Dallas,  TX,  Mar.  6-8. 

CARDIOLOGY,  1975— TOPICS  OF  CURRENT  IN- 
TEREST, Mount  Sinai  School  of  Medicine.  NY, 
Mar.  10-14. 

TUMORS  AND  INFLAMMATORY  LESIONS  OF 
THE  SKIN,  Duke  University  Medical  Center, 
Durham,  NC,  Mar.  14-16. 

RECENT  ADVANCES  IN  INTERNAL  MEDICINE: 
AN  OVERVIEW  OF  THE  PAST  FIVE  YEARS, 
University  of  Alabama  School  of  Medicine,  Parli- 
ament House  Motor  Hotel,  Birmingham.  ALA, 
Mar.  17-21. 

RECENT  ADVANCES  IN  THE  IMMUNOPROPHY- 
LAXIS AND  CHEMOTHERAPY  OF  INFECTIOUS 
DISEASES,  Tuscon,  AZ.  Apr.  3-5. 

RECENT  PROGRESS  IN  CLINICAL  ENDOCRI- 
NOLOGY. Ann  Arbor,  MI,  Apr.  21-25. 

THE  PHYSIOLOGICAL  BASIS  FOR  MANAGEMENT 
OF  RESPIRATORY  INSUFFICIENCY,  Charleston, 
SC,  Apr.  21-25. 

GASTROENTEROLOGY  FOR  PRACTICING  PHY- 
SICIANS, Nashville,  TN,  Apr.  24-26. 

SELECTED  TOPICS  IN  INTERNAL  MEDICINE, 
Washington,  D.C.,  May  8-10. 

RECENT  DEVELOPMENTS  IN  MEDICAL  ONCOL- 
OGY, Philadelphia,  PA,  May  12-14. 

CLINICAL  AUSCULATION  OF  THE  HEART, 
Washington.  D.C.,  May  14-16 
RESPIRATORY  PATHOPHYSIOLOGY,  Montreal, 
CAN.,  May  15-17. 

ADVANCES  IN  CLINICAL  IMMUNOLOGY.  Balti- 
more. MD,  May  19-21. 

CRITICAL  CARE  MEDICINE  AND  INTENSIVE 
CARE  UNITS,  New  York,  N.Y.,  May  19-23. 


ADVANCES  IN  INTERNAL  MEDICINE.  Cincinnati, 

OH,  May  19-23. 

Info:  Registrar,  Postgraduate  Courses,  ACP.  4200  Pine 

Street,  Philadelphia,  PA  19104. 

Infectious  Diseases  Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a three-day  postgraduate  course  entitled  ‘'Re- 
cent Advances  in  the  Immunoprophylaxis  and  Chemo- 
therapy of  Infectious  Diseases”  on  April  3-5,  1975,  in 
Tucson,  Ariz.  The  course,  held  in  conjunction  with  the 
University  of  Arizona  College  of  Medicine,  will  take 
place  at  the  Arizona  Medical  Center  Auditorium. 

The  course  will  emphasize  the  recent  advances  in 
the  pathogenesis,  clinical  manifestations,  treatment,  and 
prevention  of  infectious  diseases.  These  advances  will 
be  integrated  into  the  current  management  of  these  clini- 
cal problems.  It  will  consist  of  both  lectures  and  panel 
discussions,  and  will  be  directed  primarily  toward  the 
practicing  internist,  family  practitioner,  and  pediatrician. 

Recent  Advances  in  Internal  Medicine 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a five-day  postgraduate  course  entitled  “Recent 
Advances  in  Internal  Medicine:  An  Overview  of  the 

Past  Five  Years”  on  March  17-21,  1975,  in  Birmingham, 
Ala.  The  course,  held  in  conjunction  with  the  Uni- 
versity of  Alabama  School  of  Medicine,  will  take  place 
at  The  Parliament  House  Motor  Hotel  in  Birmingham, 
Ala. 

The  course  will  highlight  the  most  important  and 
significant  advances  in  internal  medicine  in  the  areas 
of:  allergy  and  immunology,  cardiology,  endocrinology 
and  metabolism,  gastroenterology,  hematology,  infec- 
tious disease,  nephrology  and  electrolyte  disturbances, 
pulmonary  disease,  and  rheumatology.  Emphasis  will  be 
placed  on  basic  mechanisms,  diagnosis  and  treatment, 
both  acute  and  chronic,  of  patients  in  relationship  to 
these  newer  concepts. 

Skin  Tumor  Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a three-day  postgraduate  course  entitled  "Tu- 
mors and  Inflammatory  Lesions  of  the  Skin”  on  March 
14-16.  1975.  in  Durham,  N.C.  The  course,  co-sponsored 
by  the  American  Academy  of  Dermatology’s  National 
Program  for  Dermatology  and  held  in  conjunction  with 
the  Duke  University  Medical  Center,  will  take  place 
at  Duke’s  Amphitheatre. 

The  course  will  consist  of  a comprehensive  review  of 
tumors  of  the  skin,  including  classification,  diagnosis, 
histopathology,  and  therapy.  Various  aspects  of  surgery, 
radiotherapy,  and  immunotherapy  will  be  covered.  In- 
flammatory lesions  will  be  discussed.  There  will  be 
panel  discussions,  lectures,  and  question-and-answer 
sessions,  in  addition  to  a workshop. 

For  Information  and  Registration : Registrar,  Post- 
graduate Courses,  ACP,  4200  Pine  Street.  Philadelphia, 
Pa.  19104. 

See  Dec.  1974  and  Jan.  1975  issues  for  detailed  in- 
formation on  other  ACP  courses. 
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The  Postgraduate  Medical  Education 
Committee  of  the  American  College  of 
Chest  Physicians  1975 
Postgraduate  Programs 

The  continuing  education  program  for  physicians 
sponsored  by  the  American  College  of  Chest  Physicians 
has  been  accredited  by  the  Council  on  Medical  Educa- 
tion of  the  American  Medical  Association  and  is 
acceptable  for  credit  toward  the  AMA  Physician’s 
Recognition  Award. 

For  further  information  contact:  Bradford  W.  Claxton, 
M.Ed.,  Director  of  Continuing  Education,  American 
College  of  Chest  Physicians,  911  Busse  Highway,  Park 
Ridge,  Illinois  60068. 

1975 

February  24-27 

“Pediatric  Cardiopulmonary  Problems — Diagnosis  and 
Management — Newborn  to  Young  Adult” 
Location:  Snowmass,  Aspen,  Colorado 

February  24-28 

“The  Diagnosis  and  Treatment  of  Acute  and  Chronic 
Respiratory  Failure” 

Location:  Miami  Beach,  Florida 

March  12-14 

“Cardiology  for  the  Practitioner” 

Location:  Warren,  Vermont 

April  2-4 

“Occupational  Pulmonary  Diseases” 

Location:  Morgantown,  West  Virginia 

April  30-May  2 

“Pulmonary  Disease:  The  Changing  Scene” 

Location:  Toronto,  Canada 

June  23-25 

“Critical  Care — A Postgraduate  Course  for  Nurses 
and  Physicians” 

Location:  Nashville,  Tennessee 

ACCP  Cardiology  Course 

The  American  College  of  Chest  Physicians  and  the 
Lahey  Clinic  Foundation  are  sponsoring  a postgraduate 
course  titled,  “Cardiology  for  the  Practitioner.”  This 
course  will  be  held  at  the  Sugarbush  Inn,  Warren,  Ver- 
mont, March  12-14,  1975. 

Designed  for  the  practicing  physician  who  treats 
patients  with  heart  disease  in  both  office  and  hospital, 
emphasis  will  be  placed  on  the  practical  applications  of 
the  newest  advances  in  cardiology.  Course  director  is 
Sidney  Alexander,  MD,  head,  cardiovascular  section 
Lahey  Clinic  Foundation  in  Boston. 

In  addition  to  formal  lectures  and  question  and  an- 
swer sessions,  a highlight  of  the  course  will  be  its  seven 
workshops.  The  registrant  will  choose  two  workshops, 
one  each  day,  to  attend.  Topics  for  these  workshops  in- 
clude: Echocardiography;  Problems  in  Coronary  Care; 
Hyperlipidemia:  Diagnosis  and  Treatment;  and  Con- 
duction Abnormalities  & Hemiblocks. 
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This  course  may  be  applied  to  the  Physician  Recogni- 
tion Award  of  the  American  Medical  Association  for 
I6V2  hours  credit  under  Category  1. 

Registration  fees  for  this  course  are  $100  ACCP 
members,  $125  non-member  physicians,  and  $75  resi- 
dents. For  further  information,  contact:  Bradford  W. 
Claxton,  M.Ed.,  Director  of  Continuing  Education, 
American  College  of  Chest  Physicians,  911  Busse  High- 
way, Park  Ridge,  Illinois  60068. 

Self-Assessment  Examination 
In  Chest  Disease 

The  American  College  of  Chest  Physicians  announces 
its  Self-Assessment  Examination  in  Chest  Disease.  Field 
tested  in  Toronto  last  year,  this  test  is  the  result  of  over 
two  years  of  concentrated  work,  study  and  revision  by 
a committee  of  physicians  representing  the  major  dis- 
ciplines of  chest  medicine. 

Accredited  for  up  to  22  hours  of  credit  toward  the 
AMA’s  Physician  Recognition  Award  Category  5-D,  the 
examination  is  credited  for  each  hour  spent  working 
with  the  test.  Those  physicians  who  completed  the 
entire  examination  during  our  annual  meeting  in  Toronto 
did  so  in  four  to  six  hours. 

When  an  order  is  received,  the  physician  will  be  sent 
a test  booklet  containing  case  material  and  questions,  a 
response  booklet  and  return  envelope.  Upon  completion 
of  the  examination,  the  physician  will  return  his  answer 
booklet,  where  it  will  be  computer  graded  and  then 
returned  to  the  physician  accompanied  by  an  answer  key, 
a set  of  discussions  and  a bibliography  keyed  to  each 
test  case.  Scores  will  be  held  in  strict  confidence. 

To  obtain  the  test,  send  requests  to  the  American 
College  of  Chest  Physicians,  P.O.  Box  93826,  Chicago, 
Illinois  60690,  with  a check  made  payable  to  the  ACCP. 
Participation  fees  are  $35  ACCP  members,  $40  non- 
member physicians  and  $25  residents. 

University  of  Kentucky 
Lexington,  Kentucky 
SYMPOSIUM  ON  GENITOURINARY 
RADIOLOGY 
May  14-16,  1975 

The  Department  of  Diagnostic  Radiology  and  the 
Division  of  Urology,  Department  of  Surgery,  will  present 
a symposium  on  Genitourinary  Radiology  at  the  Lexing- 
ton Hilton  Inn  May  14-16,  1975.  Prior  to  the  meeting, 
each  registrant  will  be  mailed  a set  of  2"  x 2"  slides  of 
unknown  case  presentations  that  demonstrate  distinguish- 
ing diagnostic  characteristics.  The  program  format  will 
consist  of  panels  analyzing  the  unknown  cases  as  well 
as  of  formal  talks.  An  outstanding  faculty  has  been  as- 
sembled for  this  symposium. 

Registration  Fee:  $225 

For  further  information  and  an  application  form 
write: 

Frank  R.  Lemon,  M.D. 

Office  of  Continuing  Education 
College  of  Medicine 
University  of  Kentucky 
Lexington,  Kentucky  40506 
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University  of  Kentucky 
College  of  Medicine 

ANNUAL  OB-GYN  REVIEW 
March  13-15,  1975 
Registration  Fee:  $125 

RETINOSCOPY  COURSE 
April  9,  1975 
Registration  Fee:  $100 
Limited  to  40  registrants 

CURRENT  CONCEPTS  IN  OPHTHALMOLOGY  & 
NEUROPHTHALMOLOGY 
April  10-11,  1975 
Registration  Fee:  $80 

SEMINAR  ON  LAW  & MEDICINE 
April  24-26,  1975 
Registration  Fee:  $65 

For  further  information  about  any  of  the  above, 
contact: 

Frank  R.  Lemon,  M.D. 

Associate  Dean  for  Extramural  Affairs 
College  of  Medicine 
University  of  Kentucky 
Lexington,  KY  40506 

UNIVERSITY  ASSOCIATION  OF  EMERGENCY 
MEDICAL  SERVICES 

1975  Annual  Meeting,  May  20-24,  1975.  Bayshore  Inn, 
Vancouver,  British  Columbia,  Canada.  Fee:  $60;  $30 
residents. 

Contact:  Arthur  E.  Auer,  Executive  Secretary 
P.O.  Box  1241 

East  Lansing,  Michigan  48823 

School  of  Medicine 
Medical  College  of  Georgia 
Augusta,  Georgia 
1975 

CONTINUING  MEDICAL  EDUCATION 

BASIC  NEUROLOGY  FOR  THE  PRACTITIONER 
February  20-21,  1975 
CLINICAL  PSYCHIATRY 
February  27-28,  1975 
MEDICINE  AND  RELIGION 
March  10,  1975 

MAKING  SURGICAL  DECISIONS 
March  13-14,  1975 
GASTROINTESTINAL  DISEASES 
The  Atlanta  Marriott,  Atlanta,  Georgia 
March  20-22,  1975 

INFECTIOUS  DISEASES— DIAGNOSIS  AND 
MANAGEMENT 
April  3-4,  1975 

RECENT  ADVANCES  IN  OPHTHALMOLOGY 
The  Cloister,  Sea  Island,  Georgia 
May  19-21,  1975 
INTERNAL  MEDICINE 

Buccaneer  Motor  Lodge,  Jekyll  Island,  Georgia 
June  12-14,  1975 


PHYSICIANS  CONTINUING  EDUCATION  SERIES 

Dalton,  Georgia 

January  9,  February  13,  March  13,  and  April  3,  1975 
PHYSICIANS  CONTINUING  EDUCATION  SERIES 

Dublin,  Georgia 

January  28,  February  25,  and  March  25,  1975 

Contact:  Division  of  Continuing  Education 

Medical  College  of  Georgia 
Augusta,  Georgia  30902 

Cancer  Information 

D-l-A-L  A-C-C-E-S-S  S-Y-S-T-E-M 

WHAT?  A valuable  cancer  education  service  through 
toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 
WHERE?  In  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  University 
of  Texas  System  Cancer  Center. 

WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m., 
CST;  Saturday,  8:00  a.m.  to  11:00  a.m., 
CST. 

Dial  1-800-231-6970  for  list  of  specific  topics,  and 
procedures: 

Write:  Southern  Medical  Association 
Cancer  Information  Center 
2601  Highland  Avenue 
Birmingham,  Alabama  35205 

Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 


University  of  Miami  School  of  Medicine 
CME  Courses 

HYPERTENSION,  DIABETES  & HYPERLIPIDEMIA 
IN  CHILDHOOD  AND  VASCULAR  DISEASE 
IN  THE  ADULT 

Department  of  Pediatrics,  University  of  Miami 
School  of  Medicine 
March  11-14,  1975 

Americana  Hotel,  Bal  Harbour,  Florida 
$150  physicians  in  practice;  $50  physicians  in  training; 

$50  Nurses 

Sidney  Blumenthal,  M.D.,  Professor  of  Pediatrics 

Pediatric  Behavior  Management  Conference 
February  21-22,  1975 

Topics  covered  include  toilet  training  and  eliminative 
disorders,  emotional  and  behavioral  problems,  and  be- 
havioral aspects  of  psychophysiological  disorders  in 
childhood.  The  emphasis  will  be  on  a social  learning 
approach  and  the  cooperation  of  Pediatricians  and 
Behavorial  Scientists  in  treatment. 

Write:  Division  of  Continuing  Medical  Education 
University  of  Miami  School  of  Medicine 
P.O.  Box  520875  Biscayne  Annex 
Miami,  Fla.  33152 
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Emergency  Physicians 
Scientific  Assembly 

The  Pennsylvania  Chapter  of  the  American  College 
of  Emergency  Physicians  and  Emergency  Department 
Nurses  Association  will  be  presenting  the  Fourth  An- 
nual Science  Assembly,  April  23,  1975  thru  April  26, 
1975  at  the  New  Hilton  of  Philadelphia,  Civic  Center 
Blvd.  at  34th  Street,  Phila.,  Penn.  19104  (area  code 
215-387-8333)  on  the  University  of  Pennsylvania 
Campus. 

Medical  Education  Credits  have  been  approved  for 
twenty-two  hours  by  American  College  of  Emergency 
Physicians  and  the  American  Medical  Association. 

For  further  information,  please  contact  R.  M.  Celmer, 
R.N.  at  2513  Brown  Street,  Phila.,  Penn.  19130  (area 
code  215-978-6569). 

Workshop  on  Mental  Health 

The  American  Academy  of 
Family  Physicians  Presents  . . . 

“Learning  to  Cope  with  Practice  Pressures: 

The  Needs  of  the  Physician,  His  Family  and 
His  Patients” 

February  28  and  March  1 and  2,  1975 
Atlanta  Marriott  Motor  Hotel 
For  further  information,  write: 

Carol  Renick 

American  Academy  of  Family  Physicians 
1740  West  92nd  Street 
Kansas  City,  Missouri  64114 

9th  Socioeconomic  Congress 

The  9th  AMA  Socioeconomic  Congress  will  be  held 
at  the  Regency  Hyatt  Hotel  in  Atlanta,  Georgia,  April 
25-26. 

Sponsored  by  the  AMA’s  Council  on  Medical  Ser- 
vice and  the  Medical  Association  of  Georgia,  the  one 
and  a half  day  meeting  will  focus  on  national  health 
insurance. 

Other  participating  organizations  include  the  Ameri- 
can Hospital  Association,  Blue  Cross  Association, 
Health  Insurance  Association  of  America,  and  the 
National  Association  of  Blue  Shield  Plans. 


This  continuing  medical  education  activity  is  ac- 
ceptable on  an  hour  for  hour  basis  for  category  one 
credit  for  the  AMA’s  Physician  Recognition  Award. 

The  registration  fee  is  $50.00.  For  further  informa- 
tion, write  to  the  AMA  Division  of  Medical  Practice, 
535  N.  Dearborn  Street,  Chicago,  Illinois  60610. 

Joint  Commission  on  Accreditation  of 
Hospitals  Education  Program 

Medical  Audit  Team  Seminars  (MATS) 

Feb.  27-28  Montgomery,  Alabama.  Jim  Hulett, 

Alabama  Hospital  Association,  500  North 
East  Blvd.,  Box  3237  Eastbrook  Sta., 
Montgomery,  Ala.  36109  (205)  272-8781. 
Mar.  25-26  Biloxi,  Mississippi.  Charles  W.  Flynn, 

Mississippi  Hospital  Association,  P.  O. 
Box  16444,  Jackson,  Mississippi  39206 
(601)  982-3251. 

Nursing  Workshops  on  Audit  (NWA) 

Feb.  20-21  Chattanooga,  Tennessee.  James  Marler, 

Tennessee  Hospital  Association,  214  Reid- 
hurst  Avenue,  Nashville,  Tennessee  37203 
(615)  327-4843. 

Mar.  24-25  Louisville,  Kentucky.  William  Conn, 

Kentucky  Hospital  Association,  1415  St. 
Anthony  Place,  Louisville,  Kentucky 
40204  (502)  584-6261. 


Seventeenth  Graduate  Summer  Session  of 
Statistics  in  the  Health  Sciences 
June  22  to  August  1,  1975 

The  seventeenth  annual  Graduate  Summer  Session 
of  Statistics  in  the  Health  Sciences  will  be  held  at 
Vanderbilt  University,  Nashville,  Tennessee,  June  22 
to  August  1,  1975. 

For  further  information,  write  to  Dr.  Charles  F. 
Federspiel,  Summer  Session  of  Statistics,  Division  of 
Biostatistics,  Department  of  Preventive  Medicine, 
Vanderbilt  University,  Nashville,  Tennessee  37232. 
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COOK  COUNTY  GRADUATE  SCHOOL  OF  MEDICINE 
CONTINUING  EDUCATION  COURSES— 1975 


INTERNAL  MEDICINE 

ADVANCED  CARDIOLOGY 
One  Week,  May  19. 

ADVANCES  IN  MEDICINE 
One  Week,  April  21. 

BASIC  ELECTROCARDIOGRAPHY 
One  Week,  March  3,  October  27. 

BASIC  INTERNAL  MEDICINE 
One  Week,  March  17. 

FLUIDS  & ELECTROLYTES 
One  Week,  September  22. 

INTERMEDIATE  CARDIOLOGY 
Four  and  a half  days,  September  29. 


INTERMEDIATE  ELECTRO- 
CARDIOGRAPHY 
Two  Days,  May  8. 

SEXUALITY  FOR  PHYSICIANS 
One  Week,  October  20. 

SPECIALTY  REVIEW  COURSES  IN 
INTERNAL  MEDICINE,  CERTIFYING: 
One  Week,  May  12,  June  2. 
SPECIALTY  REVIEW  COURSES  IN 
THE  SUBSPECIALTIES  (One  Week): 
Medical  Oncology,  September  8. 
Endocrinology,  September  8. 
Cardiovascular  Disease,  September 
22. 


Gastroenterology,  September  22. 
UPPER  GASTROINTESTINAL 
ENDOSCOPY 

One  Week,  June  9,  November  10. 


ORTHOPAEDICS 

SPECIALTY  REVIEW  COURSE 
IN  ORTHOPAEDICS 
One  Week,  September  7. 
MANAGEMENT  OF  COMMON 

FRACTURES  AND  DISLOCATIONS 
One  Week,  October  27. 
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PSYCHIATRY  & NEUROLOGY 

NEUROLOGY,  PART  I,  BASIC 
One  Week,  March  17. 

NEUROLOGY,  PART  II,  CLINICAL 
One  Week,  September  8. 

REVIEW  COURSE  IN 
NEUROPATHOLOGY 
One  Week,  March  10. 

PSYCHIATRY  FOR  THE 
MEDICAL  PRACTITIONER 
Three  Days,  November  5. 

RECENT  ADVANCES  IN 
PSYCHIATRY 
One  Week,  November  10. 

SEXUALITY  FOR  PHYSICIANS 
One  Week,  October  20. 

NORMAL  DEVELOPMENT- 
CHILD  ADOLESCENCE 
One  Week,  April  28. 

REVIEW  COURSE  IN  NEUROLOGICAL 
SURGERY 

Nine  Days,  February  1. 

ANESTHESIA 

REGIONAL  ANESTHESIA 
One  Week,  March  10,  June  2,  Oct.  6, 
Nov.  10. 

ELECTROCARDIOGRAPHY  FOR 
ANESTHESIOLOGISTS 
One  Week,  March  3,  October  27. 

GENERAL  SURGERY 

.ADVANCED  PERIPHERAL  VASCULAR 
SURGERY 
One  Week,  July  21. 

ADVANCES  IN  SURGERY 
One  Week,  May  12. 

BLOOD  VESSEL  SURGERY 
One  Week,  April  14. 

FIBEROPTIC  COLONOSCOPY 
Three  Days,  (all  1975  dates  filled) 

FIBEROPTIC  ESOPHAGOGASTRIC 
ENDOSCOPY 

Three  Days,  (all  1975  dates  filled) 

FLUIDS  AND  ELECTROLYTES 
One  Week,  September  22. 

MANAGEMENT  OF  COMPLICATIONS 
IN  SURGERY 
Four  Days,  September  29. 

MANAGEMENT  OF  TUMORS  OF 
HEAD  & NECK 
One  Week,  June  9. 

PRE  & POSTOPERATIVE  CARE 
Four  Days,  March  4. 

SPECIALTY  REVIEW  COURSES 
IN  SURGERY  (Two  Weeks): 

For  Part  I Applicants:  November  3. 
For  Part  II  Applicants:  March  10, 
December  1. 

SPECIALTY  REVIEW  COURSE  IN 
THORACIC  SURGERY 
One  Week,  Spring  of  1976. 

SPECIALTY  REVIEW  COURSE  IN 
PEDIATRIC  SURGERY 
One  Week,  FEBRUARY  17. 

SURGERY  OF  THE  GASTRO- 
INTESTINAL TRACT 
One  Week,  April  7. 

SURGERY  OF  TRAUMA 
Four  Days,  June  2. 

SYMPOSIUM  ON  SHOCK 
Two  Days,  June  6. 


REVIEW  IN  NEUROLOGICAL 
SURGERY 

Nine  Days,  February  1. 

PEDIATRICS 

GENERAL  PEDIATRICS 
One  Week,  November  10. 

COMMON  GENETIC  DISEASES 
One  Week,  May  19. 

SPECIALTY  REVIEW  COURSE  IN 
PEDIATRIC  CARDIOLOGY 
Two  Days,  March  24. 

NEUROMUSCULAR  &.  LEARNING 
DISORDERS  IN  CHILDREN 
One  Week,  June  9. 

SPECIALTY  REVIEW  COURSE  IN 
PEDIATRICS 
One  Week,  April  7. 

ADVANCES  IN  NEONATOLOGY 
Two  Days,  April  21. 

NORMAL  DEVELOPMENT- 
CHILD  ADOLESCENCE 
One  Week,  April  28. 

SEXUALITY  FOR  PHYSICIANS 
One  Week,  October  20. 

SPECIALTY  REVIEW  COURSE  IN 
PEDIATRIC  SURGERY 
One  Week,  February  17. 

DERMATOLOGY 

BASIC  DERMATOLOGY 
One  Week,  October  13. 

SPECIALTY  REVIEW  COURSE 
IN  DERMATOLOGY 
One  Week,  May  5. 

FAMILY  PRACTICE 

SPECIALTY  REVIEW  COURSE 
FOR  FAMILY  PRACTICE 
Two  Weeks,  August  18. 

FAMILY  PRACTICE  REVIEW 
One  Week,  April  7. 

ACUTE  CARDIAC  CARE 
Three  Days,  December  3. 

BASIC  DERMATOLOGY 
One  Week,  October  13. 

BASIC  ELECTROCARDIOGRAPHY 
One  Week,  March  3,  October  27. 

BASIC  GYNECOLOGY 
One  Week,  April  14. 

BASIC  INTERNAL  MEDICINE 
One  Week,  March  17. 

BASIC  OBSTETRICS 
One  Week,  December  1. 

DIAGNOSTIC  RODIOLOGY 
One  Week,  April  14. 

FIBEROPTIC  COLONOSCOPY 
Three  Days,  (all  1975  dates  filled). 

FLUIDS  AND  ELECTROLYTES 
One  Week,  September  22. 

GENERAL  PEDIATRICS 
One  Week,  November  10. 

INTERMEDIATE  ELECTRO- 
CARDIOGRAPHY 
Two  Days,  May  8. 

MANAGEMENT  OF  COMMON 
FRACTURES  AND  DISLOCATIONS 
One  Week,  October  27. 

NORMAL  DEVELOPMENT- 
CHILDHOOD  ADOLESCENCE 
One  Week,  April  28. 


For  information,  write  or  call  Cook  County  Graduate  School  of 
Chicago,  Illinois  60612,  Telephone:  (312)  733-2800  & 2803. 


OFFICE  GYNECOLOGY 
One  Week,  January  20. 

PSYCHIATRY  FOR  THE 
MEDICAL  PRACTITIONER 
Three  Days,  November  5. 

RECENT  ADVANCES  IN 
GERIATRIC  MEDICINE 
One  Day,  March  8. 

SEXUALITY  FOR  PHYSICIANS 
One  Week,  October  20. 

STATE  &.  NATIONAL  BOARD 
REVIEW  COURSES 
Basic  Six  and  one-half  days 
April  27,  September  28. 
Clinical,  Six  Days 
May  5,  October  6. 

UROLOGY  FOR  FAMILY 
PRACTITIONERS 
Two  Days,  November  13. 


OBSTETRICS  & GYNECOLOGY 

ADVANCES  IN  OBSTETRICS  & 
GYNECOLOGY 
One  Week,  November  17. 

BASIC  GYNECOLOGY 
One  Week,  April  14. 

BASIC  OBSTETRICS 
One  Week,  December  1. 

GYNECOLOGICAL  LAPAROSOCOPY 
Three  Days,  Feb.,  5,  May  21,  (filled), 
September  10,  and  December  10. 

OFFICE  GYNECOLOGY 
One  Week,  January  20. 

SEXUALITY  FOR  PHYSICIANS 
One  Week,  October  20. 

SPECIAL  REVIEW  COURSE  IN 
GYNECOLOGICAL  PATHOLOGY 
One  Week,  October  6. 

SPECIALTY  REVIEW  COURSE  IN 
OBSTETRICS  AND  GYNECOLOGY 
Two  Weeks,  June  2,  October  20. 


RADIOLOGY 

DIAGNOSTIC  RADIOLOGY 
One  Week,  April  14. 
RADIATION  SCIENCE  REVIEW 
One  Week,  May  19. 


UROLOGY 

SPECIALTY  REVIEW  COURSE  IN 
UROLOGY 

Three  and  a half  days,  April  16. 
SPECIALTY  REVIEW  IN  UROLOGIC 
PATHOLOGY  & X-RAY 
Two  and  a half  days,  December  4. 
UROLOGY  FOR  FAMILY 
PRACTITIONERS 
Two  Days,  November  13. 
ADVANCES  IN  UROLOGY 
Two  Days,  March  3. 

NEWER  UROLOGIC 
INSTRUMENTATION 
One  Day,  March  5. 

PEDIATRIC  UROLOGY 
Two  Days,  March  6. 

REVIEW  IN  SEXUAL  DYSFUNCTION 
AND  RELATED  TOPICS 
Two  Days,  September  29. 


Medicine,  707  South  Wood  Street, 
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The  Meaning  of  Quality  in  Medical  Care 

I am  interested  in  the  quality  of  personal  health 
services  from  two  points  of  view.  The  first  is 
that,  as  a physician,  I have  been  taught  through- 
out my  professional  career  that  I had  an  absolute 
obligation  to  my  patients  to  provide  them  with 
the  highest  quality  medical  care  within  my 
reach,  almost  without  regard  to  cost.  My 
training  in  a large,  academically  oriented  state- 
subsidized  teaching  hospital  followed  by  experi- 
ence in  a municipal  hospital  accentuated  this 
tendency  by  insulating  my  patients  from  the  cost 
implications  of  my  “high-quality,”  extensive  and 
exhaustive  diagnostic  and  therapeutic  efforts. 

The  rapid  growth  of  public  and  private  health- 
insurance  programs  has  resulted  in  much  the 
same  effect  in  “private”  medicine  as  I experi- 
enced in  “public”  medicine  a decade  ago — heavy 
emphasis  on  sophisticated  and  costly  technology, 
and  little  emphasis  on  the  appreciation  or  mea- 
surement of  costs. 

I am  also  interested  in  the  development  of 
quality  standards  from  the  standpoint  of  one 
concerned  with  medicine  and  its  relation  to  public 
policy.  The  extremely  rapid  development  of 
health-care  technology,  coupled  with  demands 
for  access  to  “high-quality”  care  by  an  increas- 
ingly greater  proportion  of  Americans,  has  driven 
expenditures  for  personal  health  services  in 
America  upward  at  what  is  quickly  becoming  an 
intolerable  rate.  Something  must  give,  and  one 
hopes  it  won’t  be  the  quality  of  care. 

More  and  more  of  the  expenditures  for  per- 
sonal health  sendees  in  the  United  States  are 
financed  through  third  party  reimbursement  pro- 
grams. In  my  judgment,  government  will  be- 
come progressively  and  inexorably  more  deeply 
involved  in  the  responsibility  for  assuring  equity 
and  universality  in  access  to  personal  health  ser- 
vices. As  this  process  progresses,  attention  will 
increasingly  turn  to  the  nature  of  the  product 
being  purchased  by  Americans  from  the  medical 
profession. 

Medical-society  task  forces,  foundations  for 
medical  care,  studies  by  government,  universities 
and  other  private  bodies  are  beginning  to  focus 
on  the  quality  of  personal  health  services.  The 
New  England  Journal  of  Medicine  has  devoted 


considerable  space  to  that  topic  in  recent  issues. 
A massive  government  program  mandated  by  the 
recently  enacted  Professional  Standards  Review 
Organization  (PSRO)  legislation  is  concerned 
with  the  definition,  measurement  and  assurance 
of  quality  in  health  care  programs. 

But  “quality”  in  health  care  is  an  elusive  entity. 
It  possesses  fluid  characteristics  and  can  mean  all 
things  to  all  observers  and,  for  that  reason  can 
be  used  to  argue,  support  and  justify  many  dif- 
ferent sides  of  an  issue.  Its  preservation  is  cited 
as  a defense  against  cost-cutting  measures  by 
government,  private  insurance  companies,  and 
health-planning  agencies.  Its  enhancement  is 
cited  as  an  inevitable  casualty  in  attempts  to 
introduce  innovation  into  the  ways  health  ser- 
vices are  organized  or  doctors  are  paid.  Equity 
in  access  to  health  services  and  equal  quality 
of  those  services  are  said  by  many  to  be  in- 
separable— since  when  is  equal  access  to  services 
of  unequal  quality  equitable?  Yet,  for  all  the 
talk  about  quality,  I have  rarely  heard  an  attempt 
to  describe  its  nature. 

Federal  programs  such  as  the  PSRO  program 
have  the  potential  to  make  extraordinarily  valu- 
able contributions  to  medicine  as  public  policy, 
as  well  as  to  medicine  as  art  and  science.  But 
the  PSRO  approach  has  limitations,  and  it  is  im- 
portant to  try  to  understand  what  can  and  what 
cannot  be  accomplished  through  such  a program. 
In  view  of  the  current  and  increasingly  intense 
interest  in  the  quality  of  health  services,  it  may  be 
useful  to  attempt  to  define  just  what  “quality” 
means. 

It  seems  useful  to  me  to  think  of  the  “quality” 
of  medical  care  as  being  separable  into  a number 
of  components.  Some  are  measurable,  and  others 
are  not.  Some  are  subject  to  peer  review  or  other 
review  mechanisms  external  to  the  doctor-patient 
relation;  others  are  not. 

First  of  all,  the  aspect  of  the  quality  of  care 
currently  attracting  the  most  attention  from  public 
policy  makers  and  others  concerned  with  total 
national  health  expenditures,  or  expenditures  by 
a particular  program,  has  to  do  with  technical, 
diagnostic  and  therapeutic  procedures.  Devel- 
opment of  and  adherence  to  some  kind  of  stan- 
dard for  the  circumstances  under  which  such 
procedures  should  acceptably  be  performed  is 
one  measure  of  the  quality  of  medical  care.  The 
recently  enacted  PSRO  legislation  requires  that 
local  norms  for  the  process  of  technical  medical 
care  be  defined.  Adherence  to  such  norms,  to 
a greater  or  lesser  degree  is,  according  to  the 
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PSRO  concept,  considered  to  be  a measure  of 
the  quality  of  medical  care  provided  in  a par- 
ticular institution. 

Criteria  such  as  the  average  length  of  hospital 
stay  for  a given  condition,  the  average  number 
of  surgical  procedures  in  a hospital,  mortality 
rates,  accepted  indications  for  treatment  with  a 
particular  antibiotic  or  widely  accepted  surgical 
procedure  are  intended  to  serve  as  a measure 
of  the  quality  of  medical  care. 

Deviation  from  a predetermined  range  en- 
compassing the  norms,  once  established,  could 
be  indications  of  “poor-quality”  medical  prac- 
tice. Such  deviation  may  be  due  to  variability 
in  judgment  among  practitioners,  in  thorough- 
ness or  competence  or  in  a small  number  of 
cases,  to  outright  fraud  such  as  the  deliberate 
overutilization  or  underutilization  of  procedures 
(depending  upon  the  economic  incentives)  to 
generate  profit. 

Measurement  of  such  indicators  of  perfor- 
mance will  require  the  development  of  sophisti- 
cated information  systems  beyond  present  capa- 
bility. Whether  or  not  such  sophistication  can 
be  achieved  remains  to  be  seen.  Assuming  that 
the  capability  of  generating  adequate  information 
for  the  development  of  such  standards  exists,  the 
process  of  developing  them  will  be  at  least  as 
interesting  as  the  standards  themselves. 

The  only  currently  available  mechanism  for  the 
development  of  quality  standards  is  by  consensus. 
The  “norm”  describing  currently  accepted  medi- 
cal practice  in  each  PSRO  area  will  become  the 
standard  for  that  area.  Inherent  in  this  is,  I 
believe,  the  greatest  danger  in  the  PSRO 
mechanism. 

Continuous  definition,  redefinition,  and  refine- 
ment of  accepted  standards  for  technical  medical 
procedures  is  an  absolute  prerequisite  to  the  ad- 
vancement of  medical  science  itself.  Validation 
of  generally  accepted  standards  is  another  ele- 
ment essential  to  high-quality  medical  care. 

I believe  the  development  of  quantitative  de- 
scriptions of  average  and  accepted  processes  of 
medical  care  is  desirable,  beneficial  and  probably 
essential  if  the  technical  processes  of  medical 
care  are  to  continue  to  move  from  art  toward 
science.  But  the  development  of  local  standards 
of  care  through  the  PSRO  process  is  almost 
certain  to  reveal  differences  between  regions,  be- 
tween institutions,  and  between  practitioners. 
Questions  will,  and  properly  must,  arise  con- 
cerning the  reasons  for  the  variability.  Some 
variability  can  be  justified,  and  some  not.  The 


final  determination  concerning  the  validity  of  one 
process  of  care  over  another  will  be  determined, 
when  possible,  by  the  outcomes  of  that  process. 

Tonsillectomy  and  circumcision,  once  widely 
accepted,  are  currently  discredited  as  routine 
procedures.  Gastric  freezing  as  a therapy  for 
ulcers,  once  widely  accepted,  is  now  entirely  dis- 
credited as  an  effective  remedy.  The  appropriate 
use  of  coronary-care  units,  coronary-artery  by- 
pass procedures,  oral  hypoglycemic  agents,  and 
antibiotics,  as  well  as  the  efficacy  of  Papanicolaou 
smears  and  alternative  treatments  for  breast 
cancer,  are  all  under  question  at  present.  The 
effectiveness  of  these  and  other  procedures  on 
the  natural  history  and  long-term  outcomes  of 
disease  and  their  efficacy  in  relation  to  their  cost 
on  a large  scale  are  still  very  much  open  to 
question.  The  result,  in  the  end,  is  what  matters. 
And  the  results  of  medical  care  are  going  to  come 
under  increasingly  intense  examination. 

One  of  the  most  promising  methods  to  date 
for  validating  medical  standards  is  the  controlled 
clinical  trial,  whereby  different  methods  of  treat- 
ing the  same  or  similar  illnesses  are  evaluated 
in  a randomized,  objective  way.  Some  extremely 
interesting  work  in  this  area  is  currently  being 
conducted  by  Professor  A.  L.  Cochrane  in  Great 
Britain. * Through  such  an  objective,  scientific 
mechanism,  I believe  it  will  be  possible  to  relate 
the  process  of  medical  procedures  to  the  results 
of  those  medical  procedures  in  such  a way  as 
to  enable  one  to  begin  to  achieve  some  limited 
understanding  of  the  efficacy  and  cost-benefits 
relations  of  modem  technologic  medicine.  It  is 
in  uses  such  as  this  that  I see  the  most  exciting 
potential  in  the  PSRO  concept. 

The  quality  of  medical  care  possesses  a third 
component,  equally  important  but  extraordinarily 
difficult  to  measure.  The  process  of  caring  for 
the  patient — the  interpersonal,  supportive  and 
psychologic  aspects  of  the  physician-patient  rela- 
tion— is  the  component  of  quality  that  most  fre- 
quently separates  the  fulfilled  physician  with  a 
busy  practice  of  satisfied  patients  from  others. 
It  is  the  factor  that  gives  rise  to  satisfaction  on 
the  part  of  the  doctor  and  patient  alike,  accom- 
panying and  sometimes  replacing  the  cure.  Its 
intensity  in  the  doctor-patient  relation  is  inversely 
related  to  the  frequency  of  malpractice  litigation. 
It  is  difficult  to  assess,  most  frequently  ignored 
by  health-care  planners,  economists,  and  theore- 

*Cochrane,  AL:  Effectiveness  and  Efficiency:  Random 
reflections  on  health  services.  London,  The  Nuffield 
Provincial  Hospitals  Trust,  1972. 
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ticians,  and  is  not  and  cannot  be  addressed  by 
mechanisms  such  as  PSRO.  But  it  is  not  ignored 
by  “consumers,”  and  is  certainly  the  most  visible, 
easily  perceived  and  greatly  appreciated  of  the 
quality  components  by  the  patient.  It  is  the  loss 
of  this  component  of  quality  that  is  most  feared 
by  doctors  and  by  patients  in  the  current  social 
and  economic  struggles  over  the  nature  of  the 
health-care  system  of  the  future.  Yet  it  is  the 
most  fragile  and  easily  damaged  characteristics  of 
high-quality  medical  care,  and  the  characteristic 
that  the  medical  profession,  working  with  those 
responsible  for  formulating  public  policy,  has  the 
greatest  responsibility  to  maintain. 

Quality  in  any  human  endeavor  is  an  ethereal 
entity  defined  only  with  great  difficult.  In  medical 
care,  its  objective  and  subjective  characteristics 

* * 


are  woven  into  a subtle  fabric.  I believe  that 
an  analysis  of  the  components  of  the  quality  of 
medical  care  such  as  the  one  outlined  here  will 
enhance  an  understanding  of  the  nature  of  qual- 
ity. Such  an  understanding  is  an  important  pre- 
requisite to  the  preservation  and  improvement  of 
the  aspects  of  medicine  that  contribute  to  quality, 
in  the  attempt  to  solve  the  very  real  and  pressing 
social,  organizational  and  economic  problems  in- 
volved in  bringing  adequate  health  care  to  all 
people. 

Philip  Caper,  M.D. 

4228  Dirksen  Senate  Office  Building 

Washington,  D.C.  20510 

Reprinted  by  permission  from  the  New  England 
Journal  of  Medicine,  Vol.  291,  p.  1136-7,  Nov.  21, 
1974. 


Lift  ban  on  ODT 

A plea  to  end  the  ban  on  the  insecticide  DDT  is  voiced  in  the  July  29  issue  of  the 
Journal  of  the  American  Medical  Association. 

The  decision  of  William  Ruckelshaus.  then  head  of  the  Environmental  Protection  Agency, 
to  ban  DDT  in  1972,  was  “political  rather  than  scientific,”  charges  Thomas  H.  Jukes,  Ph.D., 
D.Sc.,  medical  biochemist  at  the  University  of  California  at  Richmond,  California. 

“Let  us  hope  that  DDT  will  find  its  place  again  as  a public  health  measure  for  uses  that 
are  essential  in  the  control  of  noxious  insects,”  declares  Dr.  Jukes. 

He  points  to  the  gypsy  moths  that  “have  ruined  many  square  miles  of  woodland  in  the 
eastern  United  States”  in  the  last  three  years,  leaving  denuded  forests  that  “are  an  ecological 
disaster.”  And,  in  the  Pacific  Northwest,  the  tussock  moth,  a similar  insect,  has  “destroyed 
thousands  of  square  miles  of  magnificent  Douglas  fir  forests,  one  of  the  last  great  timber 
reserves  in  the  United  States.”  EPA  refused  to  allow  DDT  to  be  used  against  these  moths  in 
1973,  and  the  substitute  measures  were  ineffective,  he  says. 

Hearings  were  held  on  DDT  for  nine  months  in  1971  and  1972.  The  hearing  examiner, 
Edmund  Sweeney,  reviewed  the  9,000  pages  of  testimony  and  recommended  that  the  use 
of  DDT  be  continued  for  essential  purposes.  However,  Mr.  Ruckelshaus  ignored  Mr. 
Sweeney’s  recommendations  and  findings  of  fact  and  banned  DDT,  Dr.  Jukes  writes. 

The  California  scientist  reviews  the  major  complaints  against  the  insecticide.  DDT  is 
stored  in  body  fat,  but  there  has  been  no  indication  that  this  causes  harm.  It  is  present  in 
small  quantities  in  breast  milk,  but  no  harm  to  infants  has  been  noted.  There  is  absolutely 
no  real  evidence  that  DDT  causes  cancer.  Studies  of  individuals  who  worked  for  many 
years  in  DDT  factories,  exposed  daily  to  very  high  doses,  found  no  cases  of  cancer.  DDT 
does  not  accumulate  in  the  oceans  and  in  the  air,  because  it  decomposes  in  both  areas. 
There  is  some  danger  to  wildlife,  particularly  birds  and  fishes.  Residues  in  grocery  store 
foods  are  so  small  that  no  health  hazard  is  involved. 

Dr.  Jukes  quotes  one  scientist  who  said:  “Except  for  antibiotics,  it  is  doubtful  that  any 
material  has  been  found  which  protects  more  people  against  more  diseases  over  a large 
area  than  does  DDT.  Most  of  the  peoples  of  the  globe  have  received  some  measure  of 
benefit  from  this  compound,  either  directly  by  protection  from  infectious  diseases  and 
pestiferous  insects,  or  indirectly  by  better  nutrition,  cleaner  food  and  increased  disease 
resistance,” 

The  World  Health  Organization  has  stated  that  more  than  960,000,000  people  who  used 
to  be  subject  to  endemic  malaria  are  now  free  of  this  sickness.  The  WHO  noted  that  there 
have  been  no  detectable  ill  effects  in  spraymen  who  have  worked  for  years  in  malaria 
eradication.  DDT  has  also  been  of  great  use  in  agriculture  on  potatoes  and  other  vegetables. 

In  1970,  the  AMA  councils  on  occupational  health  and  on  environmental  and  public 
health  stated  that  it  was  an  established  fact  that  pesticide  handlers  who  have  been  studied 
with  great  care  for  thirty  years  have  DDT  concentrations  in  fat  up  to  50  times  that  of  the 
general  population,  yet  “Careful  research  has  shown  no  interference  with  their  health  despite 
long-continued  exposure.  Injuries  to  humans  have  been  observed  only  in  persons  who 
accidentally  receive  acute  massive  doses.” 
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PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13/xg/ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundw'orm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SGOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day,  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles and  Unitcups™  of  5 cc.  in  pack- 
ages of  12, 
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The  Coordinating  Council  on 

Medical  Education: 

A Progress  Report  in  the  Pursuit  of  Acceptance  of  Responsibility 


Accreditation  Mechanisms 

Having  just  completed  a year  of  service  as 
Chairman  of  the  Coordinating  Council  on  Medical 
Education,  I feel  privileged  to  have  this  oppor- 
tunity to  discuss  with  you  one  of  the  most 
challenging  and  least  understood  subjects  in 
medicine  today,  namely,  the  changes  in  the  ac- 
creditation process  that  are  occurring  through  the 
restructuring  being  accomplished  through  the 
Coordinating  Council  on  Medical  Education  and 
its  Liaison  Committees,  and,  in  turn,  to  relate  that 
to  the  demonstrated  responsibilities  of  these  ac- 
tivities in  the  public  interests. 

I will  focus  my  remarks  on  three  main  sub- 
jects: (1)  An  overview  of  the  CCME,  its  forma- 
tion, purposes,  composition,  and  related  Liaison 
Committees;  (2)  Hie  activities  of  the  CCME 
during  its  two  years  of  existence;  and  (3)  The 
application  of  these  activities  in  response  to  pub- 
lic responsibility. 

The  accreditation  process  in  the  various  fields 
of  medical  education  has  long  been  a responsi- 
bility of  various  national  professional  societies, 
carried  out  on  a voluntary  basis.  For  example, 
the  accreditation  of  our  medical  schools  has  been 
carried  out  since  1910  by  the  AMA  Council  on 
Medical  Education,  and  since  1942  as  a joint  re- 
sponsibility of  the  American  Medical  Association 
and  the  Association  of  American  Medical  Col- 
leges, through  the  Liaison  Committee  on  Medical 
Education.  The  LCME  consists  of  equal  repre- 

Presented  at  the  71st  Annual  Congress  on  Medical 
Education.  Palmer  House,  Chicago,  February  1,  1975. 

^Speaker  of  the  AMA  House  of  Delegates  and 
Chairman  of  the  Coordinating  Council  on  Medical 
Education. 


TOM  E.  NESBITT,  M.D.* 

sentation  from  the  AMA  and  the  AAMC  plus 
public  and  federal  members.  By  contrast,  the 
accreditation  of  internship  programs  has  always 
been  a function  carried  out  solely  by  the  Ameri- 
can Medical  Association.  Accreditation  of  resi- 
dency training  programs  has  employed  another 
vehicle  and  has  been  performed  jointly  by  the 
American  Medical  Association,  22  individual 
medical  specialty  certifying  boards,  and  6 medical 
specialty  societies.  We  know  these  as  the  Resi- 
dency Review  Committees.  The  bipartite  RRC’s 
are  composed  of  equal  representatives  from  the 
Specialty  Board  and  appointees  by  the  AMA, 
while  the  tripartite  committees  are  composed  of 
equal  numbers  of  representatives  from  the  AMA, 
the  Specialty  Board,  and  the  Specialty  Society. 
Staff  work  for  all  RRC’s  is  conducted  by  the 
AMA.  This  brief  overview  points  out  the  frag- 
mentation and  diversification  of  techniques  em- 
ployed in  the  accreditation  process  in  medical 
education. 

As  an  outgrowth  of  the  Millis  Commission 
Report  in  1966,  the  need  was  believed  to  exist 
for  a new  structure  to  supervise  and  correct  these 
fragmented  accreditation  activities.  After  five 
years  of  thoughtful  negotiation,  representatives  of 
the  five  principal  organizations  involved  in  ac- 
tivities related  to  medical  education  agreed  on 
certain  basic  points  relative  to  accreditation  which 
would  restructure  these  activities  through  a co- 
ordinated responsible  body.  Those  organizations 
were  the  American  Board  of  Medical  Specialties, 
the  American  Hospital  Association,  the  American 
Medical  Association,  the  Association  of  American 
Medical  Colleges,  and  the  Council  of  Medical 
Specialty  Societies.  The  Coordinating  Council 
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The  CCME/Nesbitt 

was  planned  to  be  that  body  which  would  deliber- 
ate and  recommend  policy  to  all  of  the  five  parent 
organizations  concerning  accreditation  of  both  un- 
dergraduate and  graduate  medical  education.  It 
was  also  considered  to  have  broader  responsibil- 
ities in  reviewing  all  matters  affecting  medical 
education  and  to  make  recommendations  concern- 
ing them.  Table  I shows  the  numbers  of  ap- 


5 — Policy  recommendations  may  originate  from  any  of 
the  parent  organizations  or  from  the  two  liaison 
committees,  but  will  be  subject  to  review  by  the 
Coordinating  Council  before  final  action  is  taken 
by  the  parent  organizations. 

The  CCME  is  composed  as  shown  in  Table  II. 

The  LCME  is  composed  as  shown  in  Table  III. 

The  LCGME  has  composition  shown  in  Table 
IV. 

The  LCCME,  which  has  been  approved  but  not 


Table  I 

Categories  of  Educational  Institutions 
Now  Being  Accredited 


Undergraduate 

Graduate 

Continuing 

Allied 

Medical  Education 

Medical  Education 

Medical  Education 

Health  Professions 

(114  U.S.  Medical  Schools) 

( 16  Canadian  Medical  Schools) 

(2,913  Internship  Programs) 
(4,689  Residency  Programs) 

(384  Accredited  Sponsors) 

( 25  Occupations) 

(2,650  Programs) 

proved  educational  programs  which  would  fall 
under  the  general  jurisdiction  of  the  new  structure. 

The  organizations  who  agreed  to  share  this 
function  felt  the  need  to  establish  a voluntary 
system  to  coordinate  and  direct  accreditation  at 
all  levels  of  medical  education  and  selected  areas 
of  allied  health. 

The  following  points  of  agreement  were  of- 
ficially reached  after  extensive  negotiation  on 
January  25,  1972: 

1 —  As  soon  as  possible,  there  will  be  established  a 
Liaison  Committee  on  Graduate  Medical  Education, 
with  representation  from  each  of  the  five  organi- 
zations. to  serve  as  the  official  accrediting  body 
for  graduate  medical  education. 

2 —  Simultaneously,  there  will  be  established  a Coordi- 
nating Council  on  Medical  Education  composed  of 
representatives  from  each  of  the  five  organizations 
to  generate  or  consider  policy  matters  for  both 
undergraduate  medical  education  for  referral  to  the 
parent  organizations. 

3 —  The  existing  Liaison  Committee  on  Medical  Edu- 
cation and  the  new  Liaison  Committee  on  Graduate 
Medical  Education  will  have  the  authority  to  make 
decisions  on  accreditation  in  their  respective  areas 
within  the  limits  of  policies  established  by  the  parent 
organizations  and  with  the  understanding  that  Resi- 
dency Review  Committees  will  continue  to  function. 

4 —  All  policy  decisions  will  continue  to  be  subject  to 
approval  by  the  parent  organizations. 


formally  organized,  will  be  composed  as  shown  in 
Table  V. 

The  composite  relationship  could  be  predicted 
as  shown  in  Table  VI. 

Activities  of  the  CCME 

The  second  major  item  which  I would  like  to 
discuss  with  you  relates  to  the  activities  of  the 
Coordinating  Council  to  date.  A number  of 
subjects  were  felt  by  the  Council  to  be  worthy  of 


Table  II 

AMA 

(3) 

AAMC 

(3) 

ABMS 

(3) 

AHA 

(3) 

CMSS 

(3) 

Fed. 

Govt. 

(1) 

Public 

(1) 

Functions 

Develop  and  Review  Policy 

Implement  Policy  After  Adoption  by  Parent  Organizations 
Review  and  Coordinate  Liaison  Committees 
Recommend  Studies  and  Improvements 
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Table  III 


AMA  (6)  AAMC  (6)  Public  (2)  Fed.  Govt.  (1) 


Functions 

Accredit  Medical  Schools 
Assist  Development  of  New  Medical  Schools 
Recommend  Studies  and  Improvements 
Recommend  Policy  to  CCME 


Table  IV 

Fed. 


AMA  AAMC  ABMS  AHA  CMSS  Govt.  Public 
(4)  (4)  (4)  (2)  (2)  (1)  (1) 


Functions 

Accredit  Graduate  Medical  Education  Programs  on  Recom- 
mendation of  Residency  Review  Committees 

Coordinate  Development  and  Improvement  of  Residency 
Review  Process 

Recommend  Studies  and  Improvements 
Recommend  Policy  to  CCME 


Table  V 

Fed. 


AMA  AAMC  ABMS  AHA  AHME  CMSS  FSMB  Govt.  Public 
(4)  (3)  (3)  (3)  (1)  (3)  (1)  (1)  (1) 


Functions 

Accredit  Sponsors  of  Continuing  Medical  Education 
Programs 

Coordinate  Development  of  Improved  Procedures 
Recommend  Studies  and  Improvements 
Recommend  Policy  to  CCME 


an  in-depth  study  in  order  to  develop  specific 
positions  of  policy  which  could  be  endorsed  by 
the  constituent  associations.  Committees  were 
organized  to  carry  out  these  studies.  They  in- 
cluded first  a Committee  on  Physician  Distribu- 
tion, which  has  completed  two  reports,  one  on  the 
primary  care  physician  and  a second  on  the 
foreign  medical  graduate.  It  is  currently  working 
on  a third  topic  related  to  the  distribution  of 
physicians  both  by  geography  and  by  specialty. 
A second  committee  has  addressed  the  subject  of 
financing  graduate  medical  education  and  couples 
this  with  a study  of  the  impact  of  national  health 
insurance  on  the  financing  of  medical  education. 
A third  committee  has  carried  out  an  analysis 
of  the  Report  of  the  Goals  and  Priorities  Com- 
mittee of  the  National  Board  of  Medical  Exami- 
ners (GAP  Report).  A fourth  committee  has 
just  begun  a study  of  methods  of  determination 
of  continuing  competence  of  physicians.  Two  ad- 
ditional committees  are  directing  studies  on  staff- 
ing problems  of  the  Coordinating  Council  and 
another  of  conducting  joint  meetings  with  the 
LCME  on  possible  expansion  of  this  organization. 
A joint  LCGME  Committee  has  been  appointed 
to  consider  procedural  problems  related  to  ap- 
proval of  the  specialties. 

In  our  early  deliberations  the  central  thesis  of 
medical  education  as  a continuum  received  atten- 
tion, and  related  to  this  was  a consideration  of 
the  philosophical  agreement  on  the  concept  of 
institutional  or  corporate  responsibility.  This 
concept  of  institutional  organizational  responsibil- 
ity for  graduate  medical  education  had  received 
prior  endorsement  by  the  AAMC  and  the  AMA 
and  after  some  modifications  in  terminology  was 
resubmitted  to  all  five  parent  organizations  who 
have  subsequently  endorsed  this  philosophy  with 
a positive  position  statement.  This  statement  will 
shortly  be  distributed  to  all  concerned  agencies  at 
the  discretion  of  the  parent  organizations  as  an 
official  policy  of  the  Coordinating  Council. 

Physician  Distribution 

The  comprehensive  position  paper  developed 
by  the  Committee  on  Physician  Distribution 
relative  to  the  primary  care  physician  has  now 
received  endorsement  from  the  five  parents  and 
will  also  receive  wide  distribution  in  the  near 
future  by  the  Council  and  by  the  constituent 
associations.  Three  very  important  recommenda- 
tions have  been  clarified  and  clearly  enunciated  by 
the  Council  in  this  document.  The  first  recom- 


MARCH,  1975 


195 


The  CCME/ Nesbitt 

mendation  states  that  “as  a national  goal,  schools 
of  medicine  should  be  encouraged  to  accept  vol- 
untarily a responsibility  for  providing  an  ap- 
propriate environment  that  will  motivate  students 
to  select  careers  related  to  the  teaching  and  prac- 
tice of  primary  care.  An  initial  national  target  of 
having  50%  of  graduating  medical  students 
choose  careers  as  primary  care  specialists  ap- 
pears reasonable.”  Second,  “institutions  respon- 
sible for  graduate  education,  including  university 
affiliated  hospitals,  should  be  encouraged  to  es- 
tablish residencies  in  family  practice,  internal 
medicine  and  pediatrics,  with  orientation  toward 
primary  care.  These  programs  should  have  equal 
professional  status  with  educational  programs  in 
the  medical  and  pediatric  subspecialties.” 

Third,  “educational  institutions  should  be  en- 
couraged to  develop  better  methods  for  the  de- 
livery of  primary  care,  including  ways  of  in- 
creasing efficiency  and  effectiveness  of  primary 
care  physicians  and  educating  physicians  to  work 
with  other  members  of  the  health  care  team  so 
that  efficient  and  complete  health  care  may  be 
provided.”  I must  add  that  included  in  the  body 
of  this  report  are  modifying  and  clarification 
statements  related  to  the  three  basic  recommenda- 
tions. 


Foreign  Medical  Graduates 

A third  report  relating  to  the  foreign  medical 
graduate  has  been  forwarded  to  the  parent  or- 
ganizations. Many  have  termed  this  document 
the  most  comprehensive  treatise  on  this  subject 
yet  assembled.  As  we  all  know  a number  of 
other  groups  have  been  studying  this  issue  and 
have  prepared  position  papers.  These  have  arisen 
from  the  House  Officer  Association,  from  the 
AAMC,  from  AHA,  and  the  subject  is  currently 
under  consideration  by  a study  group  of  the 
Institute  of  Medicine.  The  Coordinating  Council 
report  has  received  consideration  under  eight 
various  topics,  which  are  followed  by  the  pre- 
sentation of  some  43  recommendations.  These 
recommendations  are  grouped  according  to 
specific  areas  of  concern  and  do,  indeed,  address 
every  phase  of  the  real  or  perceived  questions 
related  to  the  numbers  and  qualifications  of 
foreign  medical  graduates. 

The  second  group  of  recommendations  pro- 
vides a list  of  specifics  concerned  with  such 
subjects  as  legislation,  immigration  and  labor 
laws,  and  relates  the  responsibilities  of  medical 
centers  and  medical  schools  to  these  facets  of  the 
nation’s  needs.  A breakdown  of  the  variety  of 
situations  which  exist  relative  to  physicians  and 
their  plans  following  training  is  also  defined  and 
in  turn  focuses  this  on  current  obligations  to 


Table  VI 


Fed. 

POLICY  AMA  AAMC  ABMS  AHA  CMSS  Govt.  Public 


i 

i 

i 


Liaison 

Committee 

on 

Allied 

Health 

Education 


OPERATIONS 


Liaison 

Committee 

on 

Continuing 

Medical 

Education 


AMA  — American  Medical  Association 

AAMC — Association  of  American  Medical  Colleges 

ABMS — American  Board  of  Medical  Specialties 

AHA  — American  Hospital  Association 

CMSS — Council  of  Medical  Specialty  Societies 
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those  U.S.  trained  medical  graduates.  There  are 
also  specific  recommendations  made  relative  to 
U.S.  citizens  studying  medicine  in  other  countries. 
The  document  gives  additional  attention  to  the 
specific  need  for  United  States’  assistance  to  the 
medical  education  efforts  in  developing  countries, 
and,  finally  provides  a clear  procedural  approach 
to  the  implementation  of  the  proposed  recom- 
mendations. 

It  should  be  noted  that  the  position  paper 
recommends  that  an  invitational  conference  be 
convened  by  the  Coordinating  Council  in  asso- 
ciation with  other  related  agencies  and  with  key 
representatives  of  national  professional  associa- 
tions and  selected  federal  agencies  to  consider 
policy  issues  and  the  recommendations  incorpo- 
rated in  this  report  to  arrive  at  a coordinated 
program  for  implementation.  The  recommenda- 
tion for  an  invitational  conference  has  received 
support  from  the  five  parent  organizations,  and  a 
steering  committee  to  prepare  for  the  conference 
has  been  appointed.  The  date  has  not  yet  been 
selected  but  we  expect  this  information  shortly. 
It  is  anticipated  that  the  report  of  the  Coordinat- 
ing Council  will  receive  the  attention  of  this  con- 
ference, as  well  as  other  documents  and  position 
papers  on  the  subject  of  the  foreign  medical  grad- 
uate, which  have  arisen  from  other  sources  in 
recent  months. 

The  analysis  of  the  GAP  Report  (Goal  and 
Priorities  Committee  of  the  National  Board  of 
Medical  Examiners)  by  the  Coordinating  Council 
has  also  been  forwarded  to  the  parent  organiza- 
tions, but  is  currently  being  used  for  informational 
purposes  in  continued  study  by  the  involved  asso- 
ciations. This  particular  committee  of  the  Council 
has  recently  been  reconstituted  to  carry  out  addi- 
tional studies,  but  no  specific  report  is  anticipated. 

CCME  and  the  Federal  Government 

From  this  broad  overview  it  should  be  reason- 
ably clear  that  the  Coordinating  Council  on  Med- 
ical Education  has  begun  to  accept  its  responsi- 
bility to  the  public  and  the  profession  in  the 
determination  of  policy,  for  which  it  was  consti- 
tuted by  the  five  associations  which  participated  in 
its  development. 

This  assumption  of  responsibility  has  obviously 
occurred  with  respect  to  accreditation  procedures 
in  medical  education,  through  the  LCME  and  the 
LCGME  and  the  newly  created  LCCME.  It  has 
also  occurred  within  the  CCME  by  its  addressing 
of  the  problems  of  adequate  access  to  medical 


care  by  the  position  paper  outlining  recommenda- 
tions for  increasing  the  available  numbers  of  pri- 
mary care  physicians  serve  our  populace.  This  is 
beginning  to  occur  with  respect  to  the  alleged 
problems  of  physician  distribution,  both  geo- 
graphic and  by  specialty,  by  in-depth  studies  being 
conducted  by  the  Committee  on  Physician  Man- 
power. Specific  recommendations  for  long-term 
and  short-term  solutions  to  these  problems  may 
well  be  forthcoming  from  this  study,  but  it  is 
entirely  too  early  for  initial  predictions,  at  this 
time,  on  this  particular  facet  of  the  Council’s 
activities. 

In  this  regard,  it  is  imperative  that  we  take 
note  that  Congressional  legislation  passed  during 
the  93rd  session  of  Congress  by  both  House  and 
Senate,  which,  however,  failed  to  reach  a com- 
promise, did  describe  a role  in  the  House  version 
which  could  be  played  by  the  Coordinating  Coun- 
cil on  Medical  Education,  as  an  entity  responsible 
to  the  Secretary  of  HEW,  for  making  determina- 
tions relative  to  the  distribution  of  physicians  by 
specialty  and  by  geography,  based  on  studies  now 
underway  and  to  be  completed  in  the  foreseeable 
future.  As  we  know,  this  legislation  failed  to 
clear  the  conference  committee,  but  it  is  antici- 
pated that  it  will  shortly  be  re-introduced  in  a 
similar  form.  Questions  relative  to  the  necessity 
of  such  statutory  requirements  have  arisen  from 
many  sources. 

The  proposals  embodied  in  this  proposed  legis- 
lation inevitably  raise  a number  of  very  critical 
questions: 

1)  — The  philosophical  approach  of  government 
toward  intervention  in  the  free  enterprise  market- 
place of  medicine,  by  the  adoption  of  such  a 
posture  toward  the  provisions  of  medical  care  by 
physicians. 

2)  — The  question  of  infringement  of  basic  con- 
stitutional freedoms  of  any  one  group  of  citizens, 
be  they  physicians  or  lawyers  or  engineers  or 
nurses  or  carpenters  or  any  selected  group  of 
individuals,  solely  on  the  basis  of  their  skilled, 
semi-skilled  or  professional  attributes.  To  con- 
duct such  discriminatory  and  arbitrary  activities 
in  such  a manner  that  would  in  effect  designate 
and  define  an  individual’s  life  style,  locale  of  liv- 
ing, pre-determined  selection  of  professional  in- 
terest and  implied  violations  of  constitutional 
freedoms  is,  indeed,  revolting  to  many  and  partic- 
ularly so  when  constructed  by  an  interface  with 
government  by  a voluntary  entity  acting  as  an 
arm  of  government. 
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3) — A critical  question  to  which  I would  like 
to  address  myself  in  some  detail  is  the  question  of 
need  for  such  legislation  at  all.  One  must  legiti- 
mately raise  serious  questions  of  need  based  on 
a number  of  facts  which  need  to  be  clarified  and 
substantiated  for  the  benefit  of  our  friends  in 
Congress.  First,  because  of  the  lag-time  in  grad- 
uate training  programs,  it  will  be  another  one  to 
three  years  before  we  really  see  the  large  influx 
of  physicians  into  the  medical  community  in 
numbers  which  reflect  our  current  medical  school 
output.  Second,  there  has  been  not  only  a very 
dramatic  expansion  in  the  number  of  primary 
care  training  programs,  but  also  an  accompany- 
ing surge  of  interest  in  family  practice  training 
by  medical  students  and  recent  graduates.  Third, 
the  severe  recessionary  and  inflationary  economy 
being  experienced  by  our  nation,  when  coupled 
with  the  two  preceding  factors,  will  have  a very 
favorable  impact  toward  resolving  many,  if  not 
all,  of  these  alleged  distribution  problems.  Fourth, 
the  current  crisis  in  the  availability  of  profes- 
sional medical  liability  insurance  will  further 
influence  the  devotion  of  medical  school  grad- 
uates to  primary  care  and  their  location  in  areas 
of  physician  need,  in  those  states  not  as  yet  as 
severely  threatened  by  the  problems  of  profes- 
sional liability  insurance.  Fifth,  a factor  not  often 
referred  to  is  the  existing  availability  to  most 
crowded  core-city  areas  of  city,  county  and  uni- 
versity hospital  medical  care  facilities,  which 
resolve  many  of  the  presumed  distribution  prob- 
lems alleged  to  exist  in  these  settings.  Sixth,  the 
National  Health  Service  Corps  continues  to  func- 
tion in  an  expanding  and  quite  salutary  manner 
to  improve  this  problem,  and  can  continue  to 
be  expanded  so  as  to  be  an  even  more  important 
force. 

It  is,  therefore,  important  for  Congress  to  take 
cognizance  of  these  positive  factors  working  to 
successfully  influence  the  solution  of  these  prob- 
lems in  a manner  that  has  not  been  previously 
brought  to  their  attention.  It  is  imperative  that 
our  friends  in  Congress  be  given  the  opportunity 
to  understand  these  elements  which  are  working 
in  the  public  interest  and  which  will  continue  to 
work  without  restrictive  legislation  and  without 
any  additional  legislation.  It  seems  reasonable  to 
question  whether  or  not  it  is  proper  at  this  point 
to  alter  a mix  that  is  as  yet  not  properly,  accu- 
rately or  completely  defined,  as  regards  phy- 
sician distribution  on  a geographic  and  specialty 
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basis,  but  which  at  present  exists  only  as  a 
nebulous  belief  insofar  as  mal-distribution  is  con- 
cerned. As  well,  many  observers  have  noted  that 
no  nation,  including  the  USSR  (but  with  the 
exception  of  Red  China),  has  been  able  to  re- 
solve to  their  total  satisfaction  some  degree  of 
geographic  mal-distribution  of  the  physician 
population  if,  indeed,  such  mal-distribution  does 
exist. 

Congressman  Rogers  recently  told  us  that  1500 
communities  and  200  counties  in  the  United 
States  were  without  a physician.  If  one  looks  at 
Texas,  New  Mexico,  Colorado,  North  and  South 
Dakota,  Wyoming,  Montana,  Nevada,  Utah, 
Arizona,  and  parts  of  Kansas,  I wouldn’t  be 
surprised  to  identify  an  even  larger  number  of 
communities  and  counties  without  physicians 
specifically  “in  residence,”  and  in  the  same  breath, 
question  the  extent  to  which  some  of  those  com- 
munities and  counties  did,  indeed,  even  require 
“on  base”  physician  services  as  we  perceive  them 
from  our  urban  vantage  point.  Beliefs  such  as 
this,  taken  out  of  context  of  the  nature  of  the 
problem  have  created  the  mis-belief  that  indeed 
a mal-distribution  problem  exists  of  the  magnitude 
which  requires  Congressional  intervention.  Not 
for  a moment  do  we  deny  that  there  are  problems 
in  this  area,  but  it  is  my  firm  belief  that  they  can 
be  resolved  within  the  private  sector  and  within 
the  framework  of  activities  being  conducted  by  the 
Coordinating  Council,  once  they  have  been  prop- 
erly identified,  and  in  consideration  of  the  positive 
factors  currently  at  work  within  our  society. 

This  assessment  brings  us  to  that  point  in  the 
equation  where  we  become  faced  with  the  ques- 
tion of  what  is  the  proper  posture  for  the  CCME 
in  exercising  public  responsibility  as  it  relates  to 
the  role  of  acting  to  safeguard  the  accreditation 
process  in  monitoring  the  assurance  of  high  qual- 
ity health  care  for  the  American  people.  It  is 
then  a question  of  the  private  voluntary  sector  re- 
maining voluntarily,  as  opposed  to  its  becoming 
an  arm  of  the  federal  government,  subject  to  its 
bureaucracy  and  its  political  influences  and  con- 
trols? Is  it  a question  of  resistance  or  acquies- 
cence; or  does  it  become  one  of  cooperative 
resistance  in  an  analysis  and  definition  function 
only?  Prior  to  answering  these  questions,  it  is 
necessary  to  examine  the  issues  that  will  be 
raised  by  this  legislation  relative  to  the  infringe- 
ment of  specific  constitutional  guarantee  as 
related  to  involuntary  servitude  and  the  inden- 
tured service  which  relates  thereto,  as  applied  to 
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all  of  our  nation’s  future  physicians.  Are  these 
commitments  to  this  indentured  service  to  be 
made  in  their  behalf  by  1) — the  medical  schools — 
through  the  AAMC;  2) — through  the  specialty 
boards  via  the  ABMS;  3) — by  our  7,000  hospi- 
tals— through  the  AHA;  4) — by  our  specialty 
societies  through  the  CMSS,  including  the  FACS, 
the  FACP,  the  ASIM,  the  Academy  of  Family 
Practice  and  so  forth  and,  5) — by  the  AM  A and 
its  constituent  state  and  county  societies?  Are 
these  organizations  through  the  CCME  to  commit 
our  future  physicians  to  this  type  of  service  by 
acting  in  this  capacity  as  the  entity  defined  and 
selected  by  the  Secretary  of  HEWl  It  would  be 
my  opinion  that  the  Coordinating  Council  on 
Medical  Education,  as  that  agent  or  instrument 
representing  the  attempt  by  the  private  voluntary 
sector  of  our  nation  to  resolve  health  care  issues 
through  the  assurance  of  quality  and  access  prob- 
lems by  functioning  in  the  accreditation  area,  has 
the  obligation  to  remain  free  of  federal  bureau- 
cratic control. 

We  are  told  that  there  is  an  alternative,  and  it 
is  simply  that  the  Secretary  will  define  the  entity 
and  appoint  someone  to  carry  out  the  function 
for  the  voluntary  sector,  and  tell  our  young  phy- 
sicians where  to  go,  how  to  practice,  what 
specialty  and,  at  that  point,  pay  their  liability 
insurance , define  their  fees,  mandate  their  partici- 
pation in  federal  problems,  define  their  patient 
population  and  yes  even  project  and  extrapolate 
beyond  that  point  to  each  one’s  individual  plea- 
sure, all  in  the  name  of  continued  federal  support 
to  medical  education. 

However,  there  is  another  alternative.  If  we 
sincerely  believe  that  these  efforts  by  those  in 


government  to  resolve  perceived  problems  are, 
indeed,  attempts  by  well  motivated,  but  incom- 
pletely informed  government  officials,  who  do 
lack  the  in-depth  understanding  of  the  complex- 
ities involved  in  the  provision  of  intelligent,  com- 
passionate, technologically  efficient  medical  care 
to  our  citizens — and  if  we  do  accept  this  premise, 
then  the  alternative  is  to  agree  that  the  CCME 
offer  to  work  with  whatever  entity  is  appointed  by 
the  Secretary,  in  the  interpretation  of  the  knowl- 
edge that  becomes  available,  and  in  the  provision 
of  the  expertise  that  is  contained  within  those 
associations  that  comprise  the  CCME.  Through 
compatible  working  relationships  established  by 
the  associations  with  the  entity  appointed  by  the 
Secretary,  one  might  readily  predict  that  the  prob- 
lem as  perceived  has  been  enlarged  out  of  propor- 
tion to  its  magnitude,  and  that  its  solution  can, 
indeed,  be  accomplished  by  less  drastic  measures 
than  planned  by  Congress.  As  one  reflects  on 
this  issue,  it  does  seem  somewhat  of  a paradox 
that  federal  financial  support  of  medical  educa- 
tion should  have  regressed  to  the  point  that  it 
may  well  hinge  on  decisions  relative  to  this 
question  of  physician  geographic  and  specialty 
distribution. 

It  seems  paradoxical  that  as  our  Nation  begins 
to  plan  for  its  Bicentennial  Celebration  we  may 
very  well  witness  the  enactment  by  Congress  of 
specific  legislation  in  violation  of  those  individual 
freedoms  which  our  Foundation  Fathers  fought  so 
hard  to  guarantee  to  all  citizens  of  this  great  land 
in  our  Constitution  and  its  Bill  of  Rights. 

1921  Hayes  Street 

Nashville,  Tenn.  37203 


Comparison  of  Current  Dues  of 
State  Medical  Associations— Informational 
For  the  Year  1975 


Alaska  . . . . $450 

Nevada  260 

District  of 

Columbia  220 

Idaho  210 

Hawaii  205 

Montana  200 

Iowa 200 

South  Carolina.  180 

Wisconsin  . 175 

South  Dakota  . 175 

Utah 165 

Michigan  155 


Oregon  155 

Colorado  150 

North  Dakota  . 150 

Delaware  140 

California  ....  135 
New  Mexico  . 135 

Illinois  130 

Kentucky  130 

Arizona  130 

Texas  130 

Alabama  125 

Arkansas  125 

Kansas  125 


Maine  125 

Minnesota  125 

Wyoming  125 

Mississippi  ...  125 

Ohio  125 

Washington  122 

Oklahoma  120 

New  Hampshire  120 
Indiana  110 

Maryland  110 

Georgia  100 

Nebraska  100 

New  York  100 


Pennsylvania  100 

Rhode  Island  . 100 

Vermont  100 

West  Virginia  . 100 
New  Jersey  . 100 

Louisiana  100 

North  Carolina  95 

Missouri  90 

Massachusetts  85 

Virginia  85 

Tennessee  . 80 

Florida  75 

Connecticut  ...  75 
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special  item 


I oward  A Common  Language 

By  E.  CLINTON  TEXTER,  JR.,  M.D.* 


“Nothing  is  more  common  than  for  men 
to  think  because  they  are  familiar  with 
words,  they  understand  the  ideas  they 
stand  for.”  ' /.  H.  Newman 

Noblesse  oblige,  which  has  come  into  our  lan- 
guage via  Middle  English  from  the  French,  is 
defined  in  the  Random  House  Dictionary  of  the 
English  Language  as:  “The  moral  obligation  of 
the  rich  or  highborn  to  display  honorable  or 
charitable  conduct.”  Stewardship,  more  clearly 
from  Middle  English,  refers  to  the  keeper  of  the 
stig  (hall  or  sty,  an  enclosed  pen  where  swine 
are  kept).  Hence,  our  word  stewardship  relates 
to  the  office  or  conduct  of  the  office  of  adminis- 
tration (the  original  keeper  of  the  sty). 

I have  chosen  these  two  nouns  from  diverse 
origins  with  roughly  equivalent  present-day  mean- 
ing to  illustrate  the  diversity  of  our  language. 
The  concepts  differ  with  noblesse  oblige,  con- 
noting the  responsibilities  of  leadership  where  the 
nobility  was  a prime  and  almost  sole  source  of 
leaders.  The  common  man  had  to  hope  the  new 
leader  would  be  a good  one! 

However,  with  the  signing  of  the  Magna  Carta 
forced  upon  King  John  by  the  English  Barons 
and  sealed  at  Runnymede,  we  developed  a new 
source  of  leaders,  those  springing  from  men 
with  proven  ability,  those  keepers  of  the  sty  who 
could  do  more,  who  formed  the  basis  for  the 
meritocracy  concept  of  government  of  Rousseau 
and  Jefferson. 

I would  like  to  claim  some  originality  for  my 
title,  but  I can’t.  To  Churchill  is  attributed  the 
statement  that  the  English  and  Americans  were 

Presidential  Address,  read  before  The  American 
Medical  Writers’  Association,  Los  Angeles,  California, 
October  6,  1974. 

^Professor  of  medicine  (physiology)  at  the  University 
of  Arkansas  Medical  Center  and  head  of  the  gastro- 
enterology division  at  the  Veterans’  Administration  Hos- 
pital, Little  Rock. 

Reprinted  by  permission  from  Medical  Communica- 
tions, official  organ  of  The  American  Medical  Writers’ 
Association.  Vol.  Ill,  No.  2,  Fall  1974,  pp.  3-7. 
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the  only  allies  divided  by  a common  language. 
Further,  Robert  M.  Hutchins,  speaking  of  the 
Civilization  of  the  Dialogue,  states:  “It  requires 
a common  language  and  a common  stock  of 
ideas.” 

My  theme  concerns  the  crisis  in  communica- 
tion in  the  health  care  field.  In  the  past,  we 
had  a simple  system — the  general  physician,  his 
aid  and  hospital-based  nurse.  The  physician  was 
responsible  for  communication  with  the  patient 
and  family.  Now  we  have  specialized  physicians, 
nurses,  and  allied  health  workers  of  diverse  kinds. 
No  one  communicates  with  the  patient  and,  in- 
deed, the  new  “health  care  team”  functions  poor- 
ly because  of  lack  of  communication.  It  we 
accept  the  team  concept,  we  must  have  a spokes- 
man for  the  team.  The  identity  of  the  spokes- 
man will  vary,  but  more  often  than  not,  it  will 
not  be  the  physician,  but  one  who  understands 
what  is  going  on  and  can  communicate  effec- 
tively. 

The  past  two  years  at  the  University  of  Ar- 
kansas Medical  Center  illustrate  this  point.  I am 
involved  in  20  programs  for  allied  health  workers, 
from  operating  room  technicians  to  biomedical 
instrument  people,  in  addition  to  teaching  at  the 
medical,  postgraduate,  and  continuing  education 
levels.  The  newer  disciplines  or  sub-professions 
have  taken  on  a protective  lingo  and  language 
of  obscurity,  mimicking  the  medical  profession’s 
earlier  behavior.  It  has  been  estimated  that  the 
medical  student  learns  20,000  new  terms  in  the 
first  two  years;  he  (or  she)  feels  compelled  to 
use  them  all. 

Without  grounding  in  the  classical  languages, 
students  stumble  through  obscure  words  or  ab- 
breviations of  Greek  or  Latin  origin,  which  serve 
no  purpose  other  than  to  obfuscate.  Medical  stu- 
dents morcellate  dyspnea  and  use  rales  rather 
than  rales.  Does  this  jargon  serve  a useful 
purpose? 

Medical  communication  should  be  based  upon 
a simple  expository  style.  Few  of  us  master  the 
long  sentence  or  the  difficult  word  of  foreign 
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derivation.  We  understand  stewardship,  but  not 
necessarily  noblesse  oblige — nor  do  the  other 
members  of  the  team. 

As  John  Mason  Brown  noted  in  his  essay, 
“Pleasant  Agony,”: 

One  of  the  modern  world’s  luckier  occurrences 
was  what  happened  at  Harrow  when  a boy  named 
Winston  Churchill  was  being  ‘ menaced  with  edu- 
cation’! Three  times  he  tells  us  in  ‘A  Roving 
Commission.’  his  backwardness  as  a classical 
scholar  forced  him  to  remain  in  the  same  form 
and  hence  repeat  the  same  elementary  course  in 
English.  'Thus,’  writes  he  (and  who  can  ques- 
tion?), 7 got  into  my  bones  the  essential  structure 
of  the  ordinary  British  sentence — which  is  a noble 
thing.  . . . Naturally  I am  biased  in  favor  of  boys 
learning  English.  I would  make  them  all  learn 
English,  and  then  / would  let  the  clever  ones 
learn  Latin  as  a honor,  and  Greek  as  a treat. 
But  the  only  thing  I would  whip  them  for  would 
be  for  not  knowing  English.  1 would  whip  them 
hard  for  that!’  One  trembles  to  think  how  many 
of  us  whose  profession  is  writing  would  be 
flogged  today  if  lapses  in  English,  or  American, 
were  whippable  offenses. 

F.  Peter  Woodford  has  observed  that  a grad- 
uate course  on  scientific  writing,  if  appropriately 
designed,  can  strengthen  scientific  thinking.  Many 
medical  schools  have  courses  in  remedial  English. 
Our  association  has  pioneered  in  developing 
courses  in  technical  and  medical  writing  for  allied 
health  workers  at  the  Chicago  Medical  School  and 
at  the  new  Mayo  School  of  Medicine.  These  are 
laudable  efforts,  but  should  they  be  necessary  at 
the  doctoral  level? 

Lanham  in  his  book,  Style:  An  Anti-Textbook, 
pinpoints  part  of  the  problem,  the  deficiencies 
of  freshman  college  composition  courses  and  the 
pedantic  type  of  instruction.  Similar  deficiencies 
can  be  identified  in  the  majority  of  the  nation’s 
elementary  and  secondary  schools.  The  Univer- 
sity of  Arkansas  system  requires  a course  in 
preliminary  English  of  most  entering  students, 
before  allowing  them  to  pursue  normal  college- 
level  work. 

More  problems  plague  us  in  our  efforts  to 
communicate  effectively.  Lord  Snow  has  men- 
tioned the  problems  of  communication  in  our 
“two  culture”  society.  Edward  Reischauer,  Uni- 
versity Professor  at  Harvard  and  former  U.S. 
Ambassador  to  Japan,  writes  in  Toward  the  21st 
Century:  Education  for  a Changing  World  about 


the  difficulties  in  communication  between  nations 
as  follows: 

English  unfortunately  is  by  no  means  the  ideal 
choice.  It  has  a more  complex  and  irregular 
grammar  than  many  languages,  a relatively  diffi- 
cult set  of  sounds,  and  an  absolutely  absurd  sys- 
tem of  spelling,  making  it  one  of  the  worst  writing 
systems  among  the  alphabetically  written  lan- 
guages. A planned  world  order  would  have  used 
some  artificially  developed  language  like  Esperan- 
to or  at  least  a more  sensibly  written  language 
like  Spanish.  But,  as  we  have  seen,  human 
institutions  usually  defy  planning. 

We  are  saddled  with  English,  with  all  its  prob- 
lems as  a medium  of  communication.  English 
probably  has  the  richest  nuances  of  meanings  of 
any  major  language,  as  the  result  of  wholesale 
borrowing,  but  it  has  changed  markedly  in  the 
Twentieth  Century  from  the  influence  of  such 
literary  giants  as  Beckett,  Joyce,  Wolff,  and 
D.  H.  Lawrence. 

Samuel  Beckett  turned  to  French  because  of 
his  inability  to  express  his  feelings  in  Irish- 
English.  James  Joyce,  Irish  expatriate  and  ac- 
complished linguist,  invented  and  compounded 
new  words  using  words  from  many  languages. 
A onetime  medical  student,  Joyce  constantly 
made  use  of  his  special  knowledge.  He  uses 
words  to  express  the  mind’s  “stream  of  ideas” 
in  following  the  dicta  of  Aquinas — Wholeness, 
Harmony,  and  Radiance.  Unfortunately,  this 
approach  does  away  with  clarity.  Stephen  Dedalus 
says,  “I  fear  those  big  words  which  make  us 
so  unhappy,”  and  Molly  Bloom  loathes  big  words, 
preferring  monosyllables  to  “jawbreakers.”  Both 
Virginia  Wolff  and  D.  H.  Lawrence,  for  purposes 
of  symbolism,  bend  English  to  their  own  uses. 

In  his  editorial,  “The  Stammering  Society,” 
Norman  Cousins  noted: 

Through  the  centuries,  the  refinement  of  En- 
glish has  become  one  of  the  prime  achievements 
of  the  human  mind,  thanks  largely  to  people  who 
took  the  language  seriously  and  regarded  the 
creative  use  of  words  as  the  ultimate  art.  As  a 
result,  English  has  never  been  static;  it  has  been 
constantly  tested,  refined , enriched.  At  times  it 
has  suffered  the  ordeal  of  regression.  The  present 
age  may  be  one  of  those  bleak  periods.  This, 
then  is  the  time  for  all  lovers  of  the  language 
to  recognize  that  it  is  in  trouble,  and  to  make 
an  effort,  a very  special  effort,  to  give  it  the 
attention  it  requires. 

Because  of  its  nature,  English  is  hard  to  teach. 


MARCH,  1975 


201 


COMMON  LANGUAGE/Texter 

English  is  not  being  taught  well.  Many  teachers 
have  neither  the  skills  nor  motivation.  The  best 
graduate  education  programs  in  English  are 
geared  toward  the  production  of  the  English 
scholar  rather  than  the  teacher.  In  common  with 
other  areas  of  education,  too  much  emphasis  is 
placed  on  the  “no-no’s”  of  punctuation  and  gram- 
mar, while  at  the  same  time,  the  creative  person 
is  stifled  and  no  real  love  of  language  is  imparted. 

Christopher  Morley  in  his  essay,  “Style,”  noted: 
“There  are  no  rules.  Let  us  remember  that  lan- 
guage is  a living  element  and  we  can’t  learn  all 
about  it  in  textbooks.  It  is  employed  with  many 
different  purposes.  Every  time  we  instinctively 
vary  our  accent  or  choice  of  words  to  suit  the 
recipient  (whether  reader  or  listener),  we  show 
our  awareness  of  style  as  a reality.  A telephone 
conversation,  a dictated  letter,  a newspaper  story, 
a book  review,  all  differ  utterly  in  tone  and  tact. 
When  in  search  of  meanings  it  is  often  helpful 
to  take  the  suggestions  of  familiar  common 
phrase.  To  ‘do  the  thing  in  style’  is  to  do  it  in  a 
way  that  is  suitable  to  the  mood  of  the  occasion.” 

We  must  keep  in  mind  our  purpose  in  com- 
municating, that  is  to  establish  and  maintain  the 
dialogue  of  communication.  As  E.  S.  Martin 
wrote  in  his  essay,  “Writing,”  “the  proper  aim 
of  writers  however,  is  not  so  much  to  relieve 
the  reader  from  the  trouble  of  assimilating 
thoughts  as  to  put  the  thoughts  to  him  so  skill- 
fully, so  concisely,  in  such  an  orderly  way  and 
with  such  felicities  of  illustration  and  diction, 
that  he  will  take  it  in  gladly,  and  without  too 
much  consciousness  of  effort.” 

We,  as  medical  writers,  have  a stake  in  each 
of  the  “two  cultures”;  we  are  a part  of  both 
science  and  the  humanities.  We  need  more  trans- 
lators and  “bridge  people”  of  the  type  of  Alfred 
North  Whitehead,  Rene  Dubos,  Loren  Eisley, 
and  Irvine  Page.  Many  of  our  best  practitioners 
of  writing  learned  English  as  a “second  language” 
— Jacques  Barzun,  Franz  Ingelfinger,  Rudolph 
Flesch,  Rene  Dubos,  and  Peter  Drucker. 

We  can  write  without  communicating;  we  can 
communicate  without  writing.  The  King’s  En- 
glish is  not  necessary  for  real  communication, 
as  seen  in  the  following  letter  written  by  a 
Chinese  teacher  of  English  to  his  American  doc- 
tor, Adrian  S.  Taylor,  in  Yong  Chow,  China, 
circa  1909: 

Dear  Doctor: 

For  the  sake  of  my  bowel  trouble  I have 
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troubled  you  several  times  since.  But  on  account 
of  your  office  hours  too  short  and  too  busy,  and 
my  trouble  too  intricate  to  be  depicted,  even  till 
now  I think  you  do  not  get  the  real  condition 
of  my  disease;  so  it  renders  me  to  suffer  without 
any  ceasing  until  present.  Will  you  be  certainly 
at  home  tomorrow ? 1 determine  to  go  to  your 
hospital  at  eleven  o’clock  in  the  morning  for 
hy genic  inspection. 

Let  me  first  write  you  the  general  phase  of 
my  peculiar  ill  points.  I eat  all  right,  I drink  all 
right,  I sleep  all  right.  In  making  the  diarrheal 
time — because  such  time  frequented  me  very 
often — to  be  a discount,  I can  even  say  I could 
work  all  right.  From  those  mentioned  above  per- 
haps you  would  say  I have  no  disease  at  all,  but 
to  me  it  seems  not  so.  A man  of  good  health 
may  clothe  himself  more  or  less  according  to  the 
weather  which  requires  him  to  clothe:  but  to  this 
rule  I am  an  exception.  At  a certain  place  and 
a certain  day  suppose  I wear  a certain  garment 
such  as  a shirt  or  a coat,  and  a jacket  or  a vest 
in  the  morning  I must  wear  these  the  whole  day. 
If  I feel  hot  or  too  warm  in  the  meantime,  or 
when  I feel  it  so  by  moving  from  a mild  room 
to  a warmer  one,  I dare  not  put  ony  one  off. 
Even  the  belt  or  girdle  which  I must  use  to  en- 
girdle me,  since  I know  there  is  such  a trouble 
in  my  bowel,  cannot  be  untied.  Were  I so  care- 
less to  put  off  any  one  coat , either  jacket  or  a 
vest,  or  until  a little  while  my  girdle,  no  matter 
about  being  in  whatever  hot  place,  or  whatever 
hot  hour  (except  in  bathing ) I cannot  protect  my- 
self from  the  violent  attack  of  my  intestines’ 
mutiny. 

It  moves  first,  then  it  rolls,  then  bombs  as  that 
from  a volley  of  an  artillery,  and  then  it  peals  in 
a Ku-Ku-Ku-Ku  sound  like  that  of  a thunder  in 
a storm;  after  this  the  formidable  noise  changes. 
It  screams  like  a riverlet  does  through  a pile  of 
pebbles,  and  suddenly  it  rattles  as  several  cats 
running  after  one  or  two  mice  in  a cupboard. 
While  this  game  is  still  in  progress  then  the  bowel 
seems  unavoidable  to  loose;  and  this  concludes 
with  a kind  of  diarrhea,  and  so  in  three  or  four 
days  at  least.  Such  a thing  comes  to  me  several 
times  since  I got  well  from  scarlet  fever  last 
Autumn.  May  you  guess  in  night  I should  enjoy 
the  full  peace?  Not  so  I am.  Every  evening  be- 
fore I go  to  my  bed  I must  first  wrap  myself 
with  a broad  and  thick  belt  also,  even  by  such 
a method  I still  heard  the  same  noise  sometimes 
while  I turn  myself  over  in  bed.  I hope  you  will 
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be  kind  enough  to  tell  me  why , and  make  me  a 
remedy,  rescue  me  from  this  fearful  aspect,  and 
much  obliged. 

Please  return  me  a word  that  I may  know  you 
are  certain  at  home  tomorrow  morning. 

Yours  sincerely, 

The  guides  by  Flesch  and  Lanham  stress  many 
of  the  same  points,  the  short  sentence,  the  Anglo- 
Saxon  root  word,  the  active  style,  and  the  im- 
portance of  “writing  by  ear.”  We  need  to  use 
a common  language,  one  we  can  understand,  to 
promote  true  communication  among  members  of 
the  health  care  team  and  to  educate  the  public 
about  health. 
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Hypertension  in  Chronic  Renal  Failure 

Hypertension  is  found  in  nearly  all  patients 
with  chronic  renal  failure  having  creatinine 
clearances  less  than  10  ml  per  min.  It  is  at  this 
level  of  renal  dysfunction  that  dialysis  therapy  is 
begun  and  patients  are  considered  for  transplan- 
tation from  cadaveric  or  living-related  donors. 
Two  basic  mechanisms  underlie  hypertension  in 
chronic  renal  failure  and  must  be  successfully 
treated  for  best  results  with  either  dialysis  or 
transplantation. 

V olume-Mediated  Hypertension 
Excessive  extracellular  fluid  volume  has  been 
implicated  in  the  hypertension  of  the  majority  of 
uremic  patients.  A review  of  the  experience  of 
three  large  dialysis  centers  demonstrated  that  73 
percent  of  109  hypertensive  uremic  patients  were 
controlled  by  reduction  of  extracellular  fluid  vol- 
ume alone.1 3 This  was  usually  accomplished  by 
ultrafiltration  during  hemodialysis.  Lazarus  and 
colleagues  state  that  70  to  75  percent  of  their 
hypertensive  uremic  patients  can  be  similarly  con- 
trolled.4 A low  sodium  diet,  fluid  restriction, 
and  potent  diuretics  in  those  with  residual  func- 
tion would  be  adjunctive  measures.  Thus,  the 
first  therapeutic  trial  in  any  hypertensive  dialysis 
patient  without  malignant  hypertension  involves 
a reduction  in  extracellular  fluid  volume  by  all 
suitable  means.  There  is  no  place  for  the  usual 
antihypertensive  medications  in  these  patients  as 
emphasized  by  Vertes  and  colleagues.1 

R enin-A  ssociated  Hypertension 
Patients  who  respond  to  volume-reduction 
therapy  with  a rapid  progression  from  hyper- 
tension to  hypotension  can  be  predicted  to  have 
high  peripheral  plasma  renin  activity  (PRA). 
Approximately  25  percent  of  all  hypertensive 
uremic  patients  will  have  an  elevated  PRA  and 
be  refractory  to  control  of  blood  pressure  by 
volume  reduction.14  Many  will  have  been  through 
a phase  of  malignant  hypertension.  Nearly  all 
will  have  a prompt  reduction  in  blood  pressure 
to  the  normal  range  following  a total  nephrec- 
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tomy.1  4 However,  considerable  controversy  exists 
concerning  the  timing  of  nephrectomy  since  a 
small  fraction  of  patients  with  uremic  malignant 
hypertension  may  later  recover  enough  renal  func- 
tion to  forego  dialysis.5'6  It  appears  reasonable 
that  hypertensive  uremic  patients  not  responding 
to  volume  reduction  have  a trial  of  several 
months  of  drug  therapy  and  dialysis  before  re- 
sorting to  total  nephrectomy.  The  most  useful 
regimens  avoid  alpha-adrenergic  blockade  with 
its  attendant  dialysis  hypotension  by  employing 
agents  such  as  hydralazine  and  minoxidil7*8  which 
act  directly  on  arteriolar  smooth  muscle.  Both  of 
these  drugs  are  more  effective  if  given  in  combi- 
nation with  the  beta-adrenergic  blocker  pro- 
pranolol,7*9 which  may  have  its  effect  partially 
mediated  through  inhibition  of  renin  secretion.10 

Because  hydralazine-propranolol  or  minoxidil- 
propranolol  regimens  are  relatively  new  and 
because  alpha-adrenergic  blockers  (reserpine, 
guanethidine  and  methyldopa)  have  been  tol- 
erated so  poorly  in  uremic  hyperreninemic  hyper- 
tension, most  patients  have  received  a total 
nephrectomy  in  the  past.  Approximately  20 
percent  of  the  uremic  population  at  the  Veterans 
Administration  Hospital  in  Nashville  in  the  last 
5 years  has  been  nephrectomized  in  order  to  con- 
trol refractory  hypertension.  Of  the  total,  81 
percent  have  had  at  least  one  episode  of  malig- 
nant hypertension.  Most  have  subsequently  had 
transplants.  Patient  survival  and  graft  survival 
have  equaled  the  general  local  experience  with 
chronic  renal  failure  while  exceeding  national 
and  international  results.11  Those  nephrectomized 
patients  who  have  not  had  transplants  still  have 
an  improved  survival  over  non-nephrectomized 
patients  with  uremic  malignant  hypertension.12 

Patients  with  uremia  and  malignant  hyper- 
tension are  particularly  difficult  to  treat.  They 
are  hyperreninemic  and  unusually  susceptible  to 
major  central  nervous  system  and  cardiovascular 
catastrophes.  Hypertensive  encephalopathy, 
stroke,  congestive  heart  failure,  myocardial  in- 
farction, and  loss  of  vision  are  common  in  these 
patients.4*13  Diazoxide  is  the  drug  of  choice  in 
the  acute  situation.14  Proponents  of  prolonged 
therapeutic  drug  trials12  must  demonstrate  im- 
proved results  over  the  well-documented  experi- 
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ence  with  total  nephrectomy. 1‘4,llj15  The  compli- 
cations of  nephrectomy  are  relatively  minor 
(diminished  calcium  absorption,  operative  mor- 
bidity, and  greater  transfusion  requirements)  and 
are  eminently  treatable.  The  nephrectomized  pa- 
tient is  also  a more  desirable  transplantation 
candidate  than  a hyperreninemic  subject  with 
malignant  nephrosclerosis  on  propranolol  and 
apresoline.  When  weighing  the  hazards  of  con- 
tinued poor  blood  pressure  control  and  of  drug 
toxicity,  we  have  chosen  nephrectomy  virtually 
every  time. 

Wm.  J.  Stone,  M.D. 
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Quality  Control  in  the  Physician’s  Laboratory 

Many  physicians  in  the  state  of  Tennessee 
perform  selected  laboratory  tests  in  their  own 
office.  This  parallels  an  increase  in  physician 
office  laboratory  work  nationally.  The  reasons 
for  this  increase  have  been  discussed  in  many 
publications  and  they  generally  include  motives 
such  as  convenience,  quicker  service  and  financial 
benefits.  The  tests  most  commonly  performed 
include  urinalysis,  hemoglobin,  hematocrit,  RBC, 
WBC,  glucose,  BUN,  and  bilirubin,  selected  be- 
cause they  provide  the  physician  with  basic 
screening  information  and  because  they  can  be 
performed  without  sophisticated  instrumentation. 

In  recent  years  scientific  companies  have 
marketed  many  new  diagnostic  kits,  “dipsticks,” 
and  test  tablets  which  can  provide  reasonably 
good  test  values  for  screening  purposes  if  prop- 
erly used.  Consequently  the  tests  mentioned 
above  can  be  performed  in  a physician’s  office 
and  provide  useful  information  if  the  tests  are 
monitored  with  a good  quality  control  system. 
However,  the  quality  control  aspect  of  good  lab- 
oratory procedure  is  often  neglected  in  small 
laboratories;  this  neglect  will  invariably  lead  to 
unreliable  test  values. 

The  volume  of  tests  performed  in  the  phy- 
sician’s office  is  small  in  comparison  with  that 
done  in  clinical  laboratories;  therefore,  methods 
of  quality  control  which  are  economically  accept- 
able for  larger  laboratories  are  not  practical  for 
application  in  office  procedures.  However,  there 
are  some  practical  systems  of  quality  control 
which  can  be  initiated  in  any  small  laboratory 
at  a reasonable  cost. 

The  quality  control  of  RBC,  WBC,  hematocrit, 
and  hemoglobin  is  difficult  even  in  a large  pa- 
thology laboratory  because  commercial  controls 
designed  for  these  tests  are  expensive  and  un- 
stable (30  days  when  refrigerated).  These  con- 
trols are  even  more  impractical  for  use  in  a phy- 
sician’s office  because  they  cannot  be  used  to 
check  the  accuracy  of  chamber  counts.  One 
possible  method  of  quality  control  employs  a 
duplicate  sample  technique,  in  which  periodically 
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two  tubes  of  blood  are  drawn  from  a randomly 
chosen  patient.  One  tube  is  assayed  by  the 
office  technician  and  the  second  sent  to  a good 
reference  laboratory  for  CBC  analysis.  The  cost 
will  be  approximately  $8.  The  values  should 
check  within  reasonable  limits  if  the  office  tech- 
nician’s performance  is  satisfactory. 

Chemistry  tests  are  controlled  more  easily  than 
hematology  determinations  because  serum  pools 
are  commercially  available.  These  controls  can 
be  purchased  already  assayed  and  provide  a tar- 
get range  for  acceptable  performance.  Obtaining 
values  within  the  range  indicates  satisfactory  per- 
formance by  the  laboratory  technician.  The  com- 
mercial serum  is  lyophilized  in  small  vials  (5-10 
cc)  and  can  be  reconstituted  with  distilled  water 
when  needed.  In  the  lyophilized  state  the  pool 
is  stable  for  more  than  a year.  After  reconstitu- 
tion the  serum  is  stable  for  about  1 week  if 
refrigerated. 

In  addition  to  these  methods  of  quality  control, 
a physician  can  use  proficiency  surveys  to  de- 
termine the  skills  of  his  technician  and  the  quality 
of  his  reagents.  The  College  of  American  Pa- 
thologists provides  this  service  in  its  Proficiency 
Evaluation  Program  (PEP).  The  program  con- 
sists of  eight  shipments  of  test  materials  which 
are  to  be  assayed  by  the  physician’s  technician 
who  sends  the  results  of  the  tests  to  the  CAP. 
Upon  receipt  of  the  analytical  results  a set  of 
presumptive  values  for  each  constituent  in  that 
survey  is  returned  by  mail  so  that  it  will  be  known 
immediately  whether  or  not  any  remedial  changes 
in  office  laboratory  procedure  are  needed. 

Along  with  each  set  of  presumptive  values  is 
sent  educational  material  to  assist  in  the  op- 
eration of  the  office  laboratory.  A peer  evalu- 
ation report  will  follow  to  give  the  precise  values 
of  each  constituent,  and  to  let  the  physician 
know  how  he  compares  with  other  physician  office 
laboratories  doing  these  same  procedures.  He  will 
also  receive  a list  of  local  consultants  who  are 
willing  to  assist  in  his  laboratory  to  resolve  any 
technical  or  procedural  problems. 

The  cost  of  the  entire  PEP  is  $117  per  year, 
thus  offering  an  inexpensive  system  for  monitoring 
the  office  laboratory.  It  provides  both  instruction 
and  material  in  easy-to-use  form.  The  PEP 
makes  it  possible  to  evaluate  specific  tests,  re- 
agents, and  instruments  for  accuracy  and  pre- 
cision while  assisting  in  the  management  of  the 
office  laboratory. 

Michael  V.  Stevens,  Ph.D. 
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topic/  In  nuclear  medicine 


Notes  from  the  Political  Scene 

Physicians  practicing  nuclear  medicine  are 
quickly  becoming  ensnared  in  a morass  of  new 
political  problems.  These  problems  already  are 
a harassment  for  other  physicians.  Unfortunately, 
nuclear  medicine  physicians  are  less  organized 
than  other  physicians  and  consequently  will  have 
more  difficulty  dealing  with  these  problems. 

The  first  and  perhaps  the  most  important  prob- 
lem is  our  relation  to  PSRO  (Peer  System  Re- 
view Organization).  PSRO  establishes  a set  of 
norms  for  handling  a wide  variety  of  well  defined 
disease  entities  in  hospitalized  patients.  These 
norms  designate  the  type  and  number  of  lab- 
oratory tests,  the  type  of  medication,  and  the 
length  of  stay  in  the  hospital  that  are  acceptable 
for  payment  by  Medicare  or  Medicaid.  These 
norms  are  established  by  medical  groups  (ie., 
AMA,  American  College  of  Surgeons,  American 
College  of  Internal  Medicine,  etc.),  and  compli- 
ance with  the  norms  is  supervised  by  a nurse. 
Since  these  norms  may  fail  to  include  many  new 
nuclear  medicine  procedures  that  may  be  de- 
sirable for  patient  care,  it  is  incumbent  upon 
nuclear  medicine  physicians  at  both  local  and 
national  levels  to  acquire  a voice  so  that  1)  the 
virtues  of  their  methodologies  are  considered  in 
the  norms  established  under  PSRO  and  2)  the 
established  norms  have  enough  flexibility  so  that 
medical  care  will  respond  quickly  to  new  medical 
advances  and  will  not  be  stifled  by  rigid  bureau- 
cratic rules. 

The  second  problem  confronting  us  is  that  of 
recertification.  Several  medical  boards  have  ac- 
cepted the  mandate  that  physicians  not  only  must 
maintain  and  improve  their  level  of  professional 
competence  but  also  must  prove  that  they  have 
done  this.  Proof  of  this  effort  might  be  established 
by  examination,  or  by  course  credit  obtained  at 
continuing  education  courses,  or  by  an  audit  of 
your  office  or  laboratory,  by  publication  of 
papers,  by  conducting  teaching  courses,  or  by 
any  combination  of  these  endeavors.  Different 
criteria  acceptable  for  proof  of  continuing  pro- 
fessional competence  currently  are  being  estab- 
lished (and  some  have  already  been  established) 

From  the  Department  of  Nuclear  Medicine,  Park 
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by  other  medical  boards.  While  the  board  cer- 
tification that  many  physicians  received  in  the 
past  was  for  life  and  legally  cannot  be  revoked, 
acquiring  professional  liability  insurance  may 
depend  upon  recertification.  Furthermore,  new 
certificates  probably  will  not  be  issued  for  life 
but  instead  for  only  a few  years  (ie.,  five  to  ten 
years).  Again,  it  is  important  that  nuclear  medi- 
cine physicians  become  involved  in  establishing 
criteria  for  recertification  in  their  specialty. 

At  the  present  time  there  are  two  nationally 
organized  groups  of  physicians  practicing  nuclear 
medicine;  the  American  College  of  Nuclear  Phy- 
sicians, and  the  American  College  of  Nuclear 
Medicine.  The  American  College  of  Nuclear 
Medicine  is  organized  as  a 501C3  organization 
while  the  American  College  of  Nuclear  Phy- 
sicians is  a 501C6  organization.  The  C3  organi- 
zation cannot  legally  lobby  but  can  receive  tax 
deductible  donations.  The  C6  organization  can 
legally  lobby.  Neither  the  relative  virtues  nor 
the  relative  importance  of  the  C3  or  C6  organi- 
zation is  entirely  clear  to  the  members  of  either 
organization.  There  is  a great  deal  of  dual  mem- 
bership. Efforts  to  merge  the  two  groups  is  being 
actively  pursued  since  a strong  unified  voice  for 
physicians  practicing  nuclear  medicine  might  be 
necessary  (particularly  at  the  present  time)  to 
have  any  effective  political  muscle.  Already 
representatives  of  the  two  colleges  have  been 
effective  in  helping  work  out  a ninety  day  settle- 
ment to  the  embargo  by  the  Airline  Pilots  Associ- 
ation on  shipping  by  air  Molybdenum"  gen- 
erators, from  which  Technetium9"1,  one  of  our 
most  important,  and  short-lived,  isotopes  is  de- 
rived. During  this  ninety  day  period  a study  to 
determine  the  safety  of  packaging  of  these  gen- 
erators will  be  undertaken.  Both  colleges  are 
currently  canvassing  their  members  for  opinions 
on  a reasonable  recertification  program.  Both 
of  these  colleges  are  urging  their  members  to 
form  state  organizations  that  will  have  a voice 
in  all  state  matters  relating  to  nuclear  medicine. 
These  problems  within  each  state  involve  1)  in- 
put into  the  local  PSRO,  2)  improved  communi- 
cation with  state  regulatory  agencies,  3)  better 
communication  with  insurance  carriers,  and 
(continued  on  page  209) 
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Vanderbilt  Radiology  Department  because  of  acute 
trauma.  A 2 cm.  radiolucent  area  with  a narrow  zone 
of  transition,  but  no  rind  was  found  in  the  area  of  the 
radial  tuberosity.  Some  cortical  thinning  was  noted  al- 
though the  cortex  was  intact.  No  focal  calcifications 
were  present  within  the  matrix.  The  radiographs  are 
The  patient,  a 21-year-old  male,  was  referred  to  the  reproduced  below: 


^ K-ioy 
of  the  month 


Fig.  1 


Choose  the  best  answer  from  the  following: 

1.  Eosinophilic  granuloma. 

2.  Giant  cell  tumor. 

3.  Unicameral  bone  cyst. 

4.  Intra-osseous  ganglion. 

5.  Normal  variant. 


From  the  Department  of  Radiology,  Vanderbilt  Uni- 
versity Hospital,  Nashville,  Tenn.  37232. 
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Fig.  2 


Give  the  next  step  in  management  from  the 
choices  below: 

1.  Needle  biopsy. 

2.  Excisional  biopsy. 

3.  Local  roentgen  therapy. 

4.  Bone  scan. 

5.  Discharge  the  patient. 

Answers  on  page  209. 

Thomas  F.  Duncan,  M.D. 
Ying  T.  Lee,  M.D. 
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ANSWER  TO  X-RAY  OF  THE  MONTH: 
Radiolucent  deject  at  radial  tuberosity — normal 
variant. 

Spongy  bone  of  the  radial  tuberosity  may  be 
normally  deficient  producing  a radiolucency  in 
single  or  multiple  views  that  could  be  confused 
with  various  pathologic  states.  The  key  to  the 
diagnosis  is  absolute  familiarity  with  the  normal. 
Comparison  with  the  opposite  side  may  be  help- 
ful, but  occasionally  is  misleading.  The  roentgen 
findings  and  history  are  sufficiently  characteristic 
that  the  patient  may  be  discharged  without 
further  investigation.  Other  anatomic  sites  no- 
torious for  simulating  lytic  lesions  include  the 
greater  tuberosity  of  the  humerus  and  the  central 
portion  of  the  os  calcis. 

Eosinophilic  granuloma,  giant  cell  tumor,  uni- 
cameral bone  cyst,  and  intra-osseous  ganglion 
are  all  lesions  worthy  of  consideration  in  the 
differential  diagnosis. 

An  eosinophilic  granuloma  is  usually  found 
in  the  first  two  decades  of  life  and  usually  presents 
as  a small,  well  circumscribed  lytic  area.  Long 
bone  involvement  is  usually  diaphyseal.  Con- 
siderable endosteal  and  periosteal  reaction  may 
be  provoked.  A sequestrum  may  be  present. 
Edges  of  the  lesion  are  often  beveled  due  to 
uneven  destruction.  Absence  of  a sequestrum, 
lack  of  endosteal  reaction  and  smooth  edges  of 
the  lesion  reduce  the  likelihood  of  eosinophilic 
granuloma. 

A giant  cell  tumor  typically  is  a lytic,  eccentric, 
subarticular  lesion  occurring  in  young  adult  life 
after  the  epiphyses  have  closed.  The  distal  femur, 
proximal  tibia,  distal  radius  and  proximal  hu- 
merus are  the  common  sites  of  long  bone  involve- 
ment. The  transitional  zone  is  often  wide.  Failure 


Laboratory  Medicine 

(continued  from  page  207) 

4)  an  organized  voice  at  state  medical  meetings. 
Over  200  physicians  are  currently  practicing 
Nuclear  Medicine  in  Tennessee. 

With  the  Federal  Atomic  Energy  Commission 
having  been  reformed  as  the  National  Regulatory 
Commission  with  avowed  intent  to  move  out  of 
the  licensure  of  physicians  for  nuclear  medicine, 
with  the  development  of  the  PSRO  and  the  action 


of  subarticular  involvement  is  the  prime  reason 
for  excluding  the  diagnosis  of  giant  cell  tumor. 

A unicameral  bone  cyst  is  typically  metaphyseal 
in  location  with  a narrow  zone  of  transition  and 
uncalcified  matrix.  It  is  asymptomatic  unless 
fractured.  It  most  often  occurs  between  the  ages 
of  5 and  15  and  has  a site  bias  for  the  proximal 
humerus  and  proximal  femur.  Other  long  and 
cuboid  bones  may  be  involved,  however.  The 
lesions  are  usually  large  enough  to  involve  the 
entire  diameter  of  the  bone.  Margins  are  often 
scalloped  due  to  uneven  destruction.  The  in- 
frequent involvement  of  the  proximal  radius,  the 
small  size  of  the  lesion  and  the  age  of  the  pa- 
tient lead  away  from  the  diagnosis  of  unicameral 
bone  cyst. 

As  intra-osseous  ganglion  is  usually  sub- 
chondral but  may  occur  deeper  in  the  meta- 
physis.  It  is  most  often  symptomatic  with  weeks 
to  years  of  pain.  Intra-osseous  ganglia  have  been 
found  from  age  14  to  age  86.  The  lesions  are 
always  lytic,  well  demarcated  and  never  contain 
calcification.  A thin  rind  of  marginal  sclerosis 
is  often  present.  A soft  tissue  mass  may  be  as- 
sociated and  there  may  be  tenderness  to  palpation. 
Less  than  one  hundred  cases  have  been  reported. 
The  location,  absence  of  pain,  absence  of  a rind, 
and  rarity  of  the  disease  militates  against  the  diag- 
nosis of  intra-osseous  ganglion. 
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to  establish  recertification  procedures,  as  well  as 
obvious  need  for  improved  communication  with 
a large  number  of  state  and  national  agencies, 
it  is  apparent  that  physicians  in  nuclear  medicine 
(as  well  as  physicians  in  other  fields)  need  to 
have  a voice  in  the  solution  of  the  political  prob- 
lems that  arise.  It  is  equally  clear  that  it  is  neces- 
sary to  strengthen  national  organizations  and  to 
form  state  organizations  representing  physicians 
in  nuclear  medicine. 

Robert  L.  Bell,  M.D.,  Director 
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Immunization 

Immunization  level  among  preschool-age  chil- 
dren have  been  decreasing  at  an  alarming  rate 
in  the  United  States  during  the  past  few  years. 
In  1973,  national  surveys  indicated  that  approxi- 
mately 14  million  children  under  five  years  of  age 
were  unprotected  against  either  polio,  measles, 
rubella,  diphtheria,  pertussis  or  tetanus.  Between 
9 and  10  million  children  in  this  same  age  group 
are  currently  unprotected  against  mumps. 

Immunization  levels  for  polio  dropped  in  the 
United  States  to  60.4  percent  in  1973,  from  a 
high  of  84.1  percent  in  1963.  The  1973  national 
survey  results  indicate  that  among  non-white  pre- 
school children  in  central  cities  of  major  metro- 
politan areas,  only  40.3  percent  had  received 
three  or  more  doses  of  oral  polio  vaccine.  This 
problem  is  not  limited  to  the  urban  ghetto.  In 
suburban  areas,  only  68.3  percent  of  children 
under  five  years  of  age  were  adequately  pro- 
tected against  polio  according  to  1972  national 
survey  data. 

An  effective  measles  vaccine  has  been  available 
for  eleven  years,  yet  only  62.2  percent  of  children 
under  five  had  received  the  vaccine  in  1972.  In 
1973,  61.2  percent  had  received  the  vaccine. 

In  1972,  rubella  immunization  levels  of  56.9 
percent  within  the  one-year-old  to  four-year-old 
population  were  significantly  lower  than  protec- 
tion levels  for  polio  and  measles  within  the  same 
age  group.  In  1973,  55.6  percent  of  the  one- 
year-old  to  four-year-old  children  had  received 
the  vaccine. 

In  1973,  34.7  percent  of  the  population  under 
five  had  been  immunized  against  mumps.  In 
1972,  75.6  percent  of  the  population  under  five 
had  been  immunized  against  diphtheria,  pertussis 
and  tetanus.  This  percentage  declined  in  1973 
to  72.6  percent  and  represents  the  lowest  immuni- 
zation levels  for  DPT  in  the  United  States  since 
1966. 

Statistics  for  the  state  of  Tennessee  show  that 
Tennessee  is  above  the  national  average  with  re- 
spect to  preschool  immunization  levels.  For  ex- 
ample, a recent  survey  of  statewide  immunization 
levels  of  two-year-olds  in  Tennessee  shows  that 
86.5  percent  were  immunized  for  polio  (two 
doses);  85.1  percent  were  immunized  for  DPT 
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(three  doses);  80  percent  were  immunized  for 
measles;  and  78.4  percent  were  immunized  for 
rubella.  The  survey  showed  that  61.5  percent 
of  two-year-olds  in  Tennessee  had  completed  the 
basic  series  of  immunizations  including  three 
polio  and  four  DPT  immunizations. 

There  remain,  however,  large  numbers  of  chil- 
dren in  Tennessee  who  are  unimmunized  or  who 
are  incompletely  immunized.  The  survey  showed 
that  approximately  26,000  two-year-olds  need 
some  type  of  immunization.  The  survey  further 
showed  that  among  the  two-year-olds  being 
treated  solely  by  private  physicians,  20  percent 
were  not  completely  immunized. 

Almost  all  Tennessee  children  have  had  some 
vaccinations  by  the  second  year  of  life,  but  only 
approximately  60  percent  have  completed  the 
basic  series  of  DPT,  polio,  measles  and  rubella 
immunizations.  Unfortunately,  a large  percentage 
of  children  “drop  out”  of  regular  immunization 
programs  before  completing  the  basic  series.  Re- 
cently, the  American  Academy  of  Pediatrics  pub- 
lished a new  set  of  immunization  recommenda- 
tions1 which  will  hopefully  lessen  the  problem  of 
inadequate  immunizations. 

Recommendations  that  might  improve  overall 
immunization  levels  are  as  follows: 

1.  Do  not  defer  vaccinations  because  of  minor  in- 
fections unaccompanied  by  fever.  The  American 
Academy  of  Pediatrics  “Red  Book”1  says: 
“Minor  infections  not  associated  with  febrile  re- 
actions, such  as  the  common  cold,  are  not  con- 
traindications.” 

2.  Vaccines  may  be  given  simultaneously  in  situ- 
ations where  it  would  be  advantageous  to  do  so 
— as  when  a child  may  not  return  for  subsequent 
vaccinations. 

3.  Interruption  of  the  recommended  schedule  does 
not  interfere  with  final  immunity  and  does  not 
necessitate  starting  the  series  over  again,  regard- 
less of  the  length  of  time  elapsed  between  doses. 

4.  Private  physician  patients  who  cannot  afford  the 
entire  series  of  recommended  vaccinations  from 
the  doctor  should  be  referred  to  the  nearest 
public  health  clinic  rather  than  waiting  until 
school  entry. 

Many  resources,  both  public  and  private,  have 
been  used  to  promote  and  achieve  complete 
immunizations  for  all  Tennessee  children  by  the 
second  year  of  life.  One  objective  of  the  Immuni- 
zation Section  of  the  Tennessee  Department  of 
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Public  Health  is  to  see  that  a minimum  of  90 
percent  of  the  estimated  suceptible  children  who 
are  currently  between  the  ages  of  one  and  four 
years  are  immunized  against  measles,  rubella, 
polio,  diphtheria,  tetanus  and  pertussis  by  the 
time  they  have  entered  first  grade  of  elementary 
school. 

To  meet  this  goal,  private  physicians  must 
sustain  a high  degree  of  interest  in  preschool 
immunization  activities.  In  addition,  there  must 


be  an  increased  public  awareness  and  interest 
in  immunization  activities.  Physicians  play  a key 
role  in  alerting  parents  to  the  dangers  posed  both 
to  children  and  the  community  through  failure  to 
have  youngsters  immunized.  (Emphasis  added. — 
Editor.) 
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Womanipulating  the  Course  of  Herstory 
He  --  She 

We  are  going  through  what  must  surely  be  one  of  the  most  unsettled  periods  of  huwoman 
herstory.  The  drive  for  the  liberation  of  women  has  womanifested  itself  in  womany  interest- 
ing ways,  not  the  least  of  which  are  the  womanipulations  of  the  English  tongue  that  have 
appeared  in  general  usage  in  recent  years.  Several  examples  could  be  womentioned.  but 
those  who  womanaged  to  watch  the  House  Judiciary  Committee's  hearings  on  impeachment 
cannot  be  unfamiliar  with  such  terms  as  “gentlelady’  and  “Chairperson.-’ 

The  womanner  in  which  some  of  the  more  womaniacal  liberationists  attempt  to  advance 
their  cause  is  often  sheoric;  nevertheless,  we  believe  that  herstrionics  are  usually  not  necessary 
The  womantle  of  reasonability  and  womental  acuity  will  surely  surround  those  who  simply 
change  a few  letters  shere  and  there  to  make  the  point. 

Think,  for  example,  what  an  impact  could  be  made  on  the  shealing  arts  by  womanipulat- 
ing a letter  or  two  in  the  right  places.  A new  womanual  of  medical  terminology  could  be 
written. 

Shematology  has  perhaps  the  greatest  potential,  because  the  shematocrit  and  shemoglobin 
are  two  of  the  most  commonly  performed  exawomanations.  Even  the  most  royal  shematolog- 
ical  disease,  shemophilia,  would  be  in  for  a suitable  change. 

Surgeons  would  prevent  the  development  of  shematomas  by  the  judicious  use  of  the 
shemostat.  Thoracic  surgeons  would  worry  about  shemoptysis  and  split  the  womanubrium, 
oral  surgeons  would  reconstruct  the  womandible,  the  orthopedists  would  remove  many  a 
torn  womeniscus,  and  gynecologists  would  cure  a host  of  ills  by  hersterectomy. 

Internal  medicine  would  not  escape  being  influenced  since  the  sphygmowomanometer  is  one 
of  its  most  important  tools,  not  to  womention  a useful  diuretic  in  its  arsenal,  womannitol. 
Certain  endogenous  compounds,  such  as  herstamine,  are  of  great  interest  to  phersiologists.  and 
one  of  the  most  dangerous  infections  of  all  is  still  womeningitis. 

Pathologists  could  not  function  without  their  herstological  techniques  and  woe  be  to  the 
herstologists  who  could  not  recognize  a herstiocyte.  Psychiatrists  would  have  to  learn  to 
cope  with  the  hersterical  personality. 

It  is  difficult  to  imagine  how  important  it  would  have  been  for  Women’s  Liberation  if  the 
Nobel  Prize  for  medicine  and  physiology  had  gone  to  Watdaughter  and  Crick  for  their 
discovery  of  the  fundawomental  structure  of  DNA.  the  double  shelix. 

Men  do  not  have  to  worry  that  their  pronouns  will  disappear  entirely  from  the  language, 
for  there  are  still  womany  words  that  may  well  reappear.  Most  women  would  still  rather 
be  known  as  Christian  or  Shebrew  than  sheathen.  There  must  be  few  women  who  would 
wish  the  object  of  a ladyhunt  and  end  up  womanacled;  fewer  still  who  would  like  to  be 
convicted  of  ladyslaughter  or  to  be  a womenace  to  society;  and  none  at  all  who  would 
like  to  sport  a Fu  Woman  Chu  beard. 

The  aim  of  this  womenagerie  of  words,  of  course,  is  not  to  womandate  a womangling 
of  the  English  language,  but  to  womaneuver  womankind  into  a more  balanced  relationship 
with  mankind.  We  don't  know  what  the  future  holds  for  the  classic  battle  between  the  sexes, 
but  we  hope  that  this  neologistic  drive  is  a good  owomen  for  the  future  and  not  simply  so 
much  womanure. 

Reprinted  from  Massachusetts  Physician — November  1974 
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Primary  Care  Clinics 

The  Tennessee  Mid-South  Regional  Medical 
Program  has  played  a major  role  in  the  develop- 
ment of  primary  care  clinics  in  isolated  locations 
where  the  population  has  been  medically  un- 
derserved because  of  a combination  of  economic 
and  geographic  factors.  These  clinics  fall  gen- 
erally into  two  separate  categories.  One  group, 
located  in  Southeast  Tennessee,  is  operated  under 
the  aegis  of  the  Southeast  Regional  office  of  the 
Tennessee  Department  of  Public  Health.  The 
other  group  of  primary  health  care  centers  are 
run  by  local  community  health  organizations  and 
are  located  primarily  in  the  mountains  of  eastern 
Tennessee. 

Primary  Care  Clinics  in  Southeast  Tennessee 

In  at  least  five  counties  of  Southeast  Tennessee 
— Bradley,  Polk,  Meigs,  Grundy,  and  Marion — it 
has  been  extremely  difficult  for  a large  portion  of 
the  population  to  enter  the  health  care  system. 
The  location  of  the  few  existing  physicians  is  such 
that  many  low-income  people  are  medically  de- 
prived. Meigs  county  has  no  physician  at  all,  and 
all  the  counties  involved  have  minimal  transpor- 
tation facilities. 

In  an  effort  to  combat  this  situation,  TMS 7 
RMP  provided  funds  in  October  1973  to  estab- 
lish a primary  care  facility  operated  through  the 
Health  Department  in  Bradley  County.  This 
served  as  a model  for  the  later  development  of 
three  more  centers  in  Meigs,  Grundy  and  Marion 
Counties.  All  of  these  clinics  utilize  the  resources 
of  both  the  Public  Health  Department  and  the 
private  sector  of  medicine  to  provide  health  care 
in  a setting  readily  accessible  to  all  people.  It  is 
anticipated  that  because  the  clinics  have  proven  to 
be  successful,  the  Tennessee  legislature  will  al- 
locate funds  for  their  full  support  when  RMP 
funding  terminates.  The  State  already  provides 
the  major  portion  of  the  funding  for  the  first  clinic 
that  was  established  in  Bradley  County. 

All  the  clinics  are  operated  as  family  practice 
clinics,  staffed  by  a nurse  clinician,  an  LPN  and 
an  aide,  who  function  as  a team.  Physician  ser- 
vices are  provided  by  the  Health  Department  and 
consulting  physicians  in  the  area.  Referral 
mechanisms  for  secondary  and  tertiary  care  are 
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being  developed  along  with  the  adoption  of  a 
sliding-scale  fee  schedule. 

A total  of  $206,863  has  been  allocated  to  the 
three  separate  projects  which  initiated  these  four 
primary  care  facilities.  During  the  last  quarter  of 
1974,  a total  of  1150  patient  visits  were  reported 
with  a total  of  509  people  having  been  served. 

Primary  Care  Clinics  in  East  Tennessee 

The  activities  of  the  Rural  Student  Health 
Coalition  have  played  a definite  role  in  effecting 
a change  in  the  health  care  delivery  patterns  of 
this  area.  Since  the  summer  of  1971,  students 
from  Vanderbilt  University  and  Meharry  Medical 
College  have  served  various  isolated  rural  com- 
munities. These  communities  have  all  been  char- 
acterized by  a lack  of  control  over  the  factors 
determining  the  quality  of  their  health  care,  in- 
adequate financial  resources,  and  the  absence  of 
any  organization  capable  of  dealing  with  this 
situation. 

Health  Fairs  were  the  catalyst  used  to  influence 
local  health  groups  to  organize  with  a view 
toward  finding  long  term  solutions.  The  students 
were  supervised  by  physicians  at  all  times  and 
appropriate  follow-up  measures  were  always 
taken.  Contacts  with  the  communities  were  main- 
tained during  the  year  to  provide  assistance  with 
the  formation  of  local  health  groups. 

These  activities  were  funded  by  TMS  RMP 
during  the  summers  of  1971,  1972  and  1974  in 
a total  amount  of  $80,005.  Through  the  impetus 
provided  by  the  Health  Fairs  and  follow-up  ac- 
tivities, nine  primary  care  clinics  have  been 
established  to  serve  the  health  needs  of  isolated 
mountain  communities  in  eastern  Tennessee. 
During  the  present  grant  period,  TMS  RMP  has 
provided  funds  for  four  of  these  clinics  in  the 
amount  of  $117,008.  One  facility  is  not  yet  in 
full  operation,  but  during  the  last  quarter  of  1974, 
1384  patients  were  served  at  three  of  the  locations 
with  a total  of  2,612  patient  visits. 

All  of  these  clinics  are  staffed  by  a nurse 
clinician  or  practitioner  and  back-up  and  con- 
sultation services  are  provided  by  local  physicians. 
Several  of  the  medical  students  have  returned  to 
practice  in  the  area  after  completion  of  their 
education. 
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Current  Clinical  Studies  and 
Patient  Referral  Procedures 

The  Clinical  Center,  research  hospital  of  the 
National  Institutes  of  Health  in  Bethesda,  Mary- 
land, has  issued  a revised  edition  of  its  booklet 
Current  Clinical  Studies  and  Patient  Referral 
Procedures. 

This  publication,  designed  especially  for  phy- 
sicians, describes  the  clinical  research  studies 
now  in  progress  and  outlines  the  procedures  to 
be  followed  by  those  physicians  wishing  to  refer 
patients  to  the  Clinical  Center  for  study. 

Copies  of  this  booklet  are  available  from: 

Ms.  Elsie  Fahrenthold 
The  Clinical  Center 
Bldg.  10,  Room  IN-248 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 


Clinical  Center  Study  of  Systemic 
Lupus  Erythematosus  Nephritis 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  to  participate  in  a thera- 
peutic study  of  lupus  nephritis  being  conducted 
by  the  National  Institute  of  Arthritis,  Metabolism, 
and  Digestive  Diseases  at  the  Clinical  Center, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land. 

Patients  with  systemic  lupus  erythematosus 
may  develop  an  immune  complex  nephritis  which 
can  be  fatal.  Studies  will  randomize  patients 
with  proteinuria  or  urinary  red  cells  to  receive 
one  of  five  immunosuppressive  drug  programs 
in  the  hope  of  defining  the  best  immuno- 
suppressive therapy  for  lupus  nephritis. 

Patients  will  be  hospitalized  at  the  Clinical 
Center  for  a short  period  of  time.  Thereafter 
they  will  be  followed  by  the  referring  physicians 
if  they  so  desire. 

Individuals  already  on  corticosteroids  will  be 
considered.  However,  patients  currently  receiving 
cytotoxic  agents  are  excluded. 

Physicians  interested  in  having  their  patients 
considered  for  admission  may  write  or  telephone: 
Dr.  Alfred  D.  Steinberg 
Clinical  Center,  Room  9N-218 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 
Telephone:  (301)  496-3374 


Health  Insurance 

Nearly  3 in  4 Americans  under  age  65 — 
some  135  million  persons — have  insurance  pro- 
tection against  the  expenses  of  catastrophic 
illness,  says  the  Health  Insurance  Association 
of  America  (HIAA),  whose  324  member  com- 
panies are  responsible  for  about  85  per  cent  of 
the  health  insurance  written  by  insurance  com- 
panies in  the  United  States. 

Some  81  million  persons  are  covered  under 
insurance  company  major  medical  policies. 

An  estimated  1 1 million  have  basic  health 
insurance  benefit  packages  that  provide  very  high 
limits. 

Thirty-two  million  have  major  medical  pro- 
tection from  Blue  Cross-Blue  Shield  plans. 

Eleven  million  are  protected  by  such  plans  as 
Kaiser-Permanente  and  Health  Insurance  Plan  of 
New  York. 

The  total  does  not  include  the  several  million 
Medicaid  beneficiaries  who  receive  broad  pro- 
tection at  government  expense. 

Based  on  these  findings,  the  HIAA  predicted 
that  by  year-end  1975  some  144  million  Ameri- 
cans— 78  per  cent  of  the  under  65  population 
— would  have  protection  against  catastrophic 
medical  expenses. 

“Breast  Cancer  Is  Curable” 

“Breast  Cancer  Is  Curable — Early  Detection 
Is  The  Key,”  a just-published  condensation  of  the 
Dr.  Philip  Strax  hardcover  book  published  by 
Harper  & Row,  is  now  available  to  doctors  for 
distribution  to  their  patients. 

The  booklet  costs  from  400  each  to  as  low  as 
200  each,  depending  on  the  quantity.  It  is  en- 
dorsed and  recommended  by  The  American  Can- 
cer Society.  The  author.  Dr.  Philip  Strax,  Medical 
Director  of  the  Guttman  Institute,  is  contributing 
his  share  of  the  royalties  to  The  American  Cancer 
Society. 

The  booklet  answers  such  questions  as:  How 
common  are  breast  cancers?  How  serious  are  the 
symptoms?  Do  breast  injuries  cause  cancers? 
Who  is  most  likely  to  get  it?  Relationship  of 
“The  pill,”  diet,  cysts,  menopause,  etc.?  Men  and 
breast  cancer?  Breast  self-examination?  Exami- 
nation by  a physician?  Which  women  need  more 
frequent  examinations?  What  are  the  “10  prin- 
ciples to  live  by?” 

Doctors  who  would  like  to  receive  a free  copy 
of  the  booklet  should  write  on  their  letterhead  to 
The  Benjamin  Co.  Inc.,  485  Madison  Avenue, 
New  York,  N.Y.  10022. 
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AMA  To  Sponsor  National 
Conference  on  Disabled  Physicians 

CHICAGO — Alcoholism,  drug  dependence  and 
mental  disorders  existing  in  the  physician  popula- 
tion will  be  the  major  theme  of  a national  con- 
ference on  the  “Disabled  Physician,”  April  11-12, 
sponsored  by  the  American  Medical  Association. 

Meeting  at  the  St.  Francis  Hotel  in  San  Fran- 
cisco, this  meeting  will  attract  some  300  medical 
authorities  representing  various  specialties.  Partic- 
ipants will  examine  the  motivational  aspects,  as 
well  as  appropriate  mechanisms,  for  encouraging 
doctors  with  these  disabilities  to  seek  advice  and 
treatment. 

Accented  during  this  two-day  meeting  will  be 
accountability  to  the  public  through  the  assurance 
of  competent  patient  care.  Conference  speakers 
and  attendees  will  focus  on  exploring  alternative 
formal  and  informal  procedures  for  the  effective 
treatment,  rehabilitation  and  disciplinary  action, 
when  necessary,  of  the  disabled  physician. 

The  role  of  the  medical  society,  relationships 
with  state  licensing  bodies,  and  legislative  support 
mechanisms  will  be  other  areas  of  discussion. 

Featured  on  the  program  are  workshops  on 
treatment  modalities,  treatment  facilities  and 
physician  re-entry  into  professional  life. 

Also,  there  will  be  a discussion  session  devoted 
to  practical  ways  of  implementing  AMA's  model 
legislation,  the  “Disabled  Physicians  Act,”  which 
takes  the  form  of  a uniform  state  law. 

Preventive  rather  than  punitive  in  nature,  this 
draft  bill  would  establish  the  state  medical  society 
as  an  agent  to  the  state  licensing  body  in  this 
particular  problem  area. 

Failing  other  more  informal  procedures,  the 
model  legislation  provides  for  restriction,  suspen- 
sion or  revocation  of  a practitioner’s  license  for 
reasons  arising  out  of  physical  or  mental  illness, 
including  drug  dependence  and  alcoholism. 

Further  information  on  the  conference  is  avail- 
able through  AMA’s  Department  of  Mental 
Health,  535  N.  Dearborn  St.,  Chicago,  Illinois 
60610. 

5j:  5-S  % 

Calcimar,  a new  drug  developed  by  Armour 
Pharmaceutical  Company  for  the  treatment  of 
Paget’s  disease  of  the  bone,  has  been  approved 
by  the  Food  and  Drug  Administration. 

Calcimar  is  a pure,  synthetic  hormone,  the  first 
treatment  of  its  kind  available  in  the  United  States 
specifically  for  Paget’s  disease. 

Paget’s  disease  of  the  bone  is  characterized  by 


accelerated  bone  turnover  with  abnormal  bone 
restructuring  in  one  or  several  bones.  It  most 
often  affects  the  weight-bearing  bones  of  the 
spine  or  lower  body,  and  the  skull.  The  abnormal 
bone  in  areas  of  Paget’s  disease  is  often  deformed 
and  structurally  deficient. 

It  is  estimated  that  three  to  four  per  cent  of 
the  population  over  age  40  (approximately  2.5 
million  Americans)  have  X-ray  evidence  of 
Paget’s  disease.  When  the  disease  is  extensive, 
symptoms  of  bone  pain,  bone  deformity,  or  frac- 
tures may  be  present.  In  a significant  number  of 
patients,  neurological  effects  cause  disabilities  such 
as  hearing  loss  and  muscle  or  sensory  disturbances 
due  to  nerve  compression  caused  by  pagetic  bone. 

Treatment  with  Calcimar  injections  has  been 
shown  to  cause  relief  of  bone  pain  and  to  reduce 
the  accelerated  rate  of  bone  turnover  character- 
istic of  the  active  phase  of  Paget’s  disease.  In 
long  term  treatment,  Calcimar  also  has  been 
shown  to  cause  improvement  in  the  bone  structure 
of  lesions  resulting  from  the  disease. 

Calcimar  will  be  available  for  prescription  by 
physicians  early  in  April,  1975. 

N.C.I.  Studies 

The  NCI-VA  Medical  Oncology  Branch,  lo- 
cated at  the  Veterans  Administration  Hospital  in 
Washington,  D.C.,  accepts  referrals  of  patients 
with  the  following  malignancies: 

1.  Microscopically  proven,  inoperable  broncho- 
genic carcinoma,  especially  small  cell  (oat  cell) 
carcinoma.  Patients  must  not  have  received  prior 
radiotherapy  or  chemotherapy.  Such  patients  will 
be  treated  with  chemotherapy,  radiotherapy  or  a 
combination  of  these  modalities,  depending  on 
histologic  subtype  and  stage  of  the  disease. 
Selected  patients  may  also  receive  intensive 
therapy  in  the  protected  environment  of  a laminar 
air  flow  room. 

2.  Microscopically  proven,  metastatic  prostatic 
adenocarcinoma  (Stage  D)  patients  who  have  not 
received  prior  chemotherapy  or  hormonal  therapy. 
Such  patients  will  be  treated  with  hormonal  ther- 
apy alone  or  in  combination  with  chemotherapy. 

3.  Microscopically  proven  hepatocellular  carci- 
noma (hepatoma)  patients  without  prior  chemo- 
therapy. Such  patients  will  be  placed  on  chemo- 
therapy trials. 

Both  veteran  and  non-veteran  patients  are 
eligible  for  these  studies.  Preference  will  be  given 
to  ambulatory  patients  who  live  within  commuting 
distance. 
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Patients  are  hospitalized  on  the  30-bed  ward 
for  intensive  work-up.  Ambulatory  patients  are 
then  discharged  and  followed  in  the  ambulatory 
care  clinic.  Hospitalization,  ambulatory  care,  and 
anti  neoplastic  agents  are  provided  free  of  charge. 

The  referring  physician  might  choose  to  partici- 
pate in  treatment  and  follow-up  or  to  entrust  total 
care  of  his  patients  to  our  service.  In  either  case, 
we  will  provide  initial  and  follow-up  reports  at 
appropriate  intervals. 

Physicians  interested  in  having  their  veteran  or 
non-veteran  patients  referred  may  write  or  tele- 
phone Dr.  Lawrence  Broder,  Dr.  Francisco 
Tejada,  or  the  undersigned. 

Martin  H.  Cohen,  M.D. 

Acting  Chief,  NCI-VA  Medical 
Oncology  Branch 
Veterans  Administration  Hospital 
50  Irving  Street,  N.W., 

Washington,  D.C.  20422 
Tel.:  (202)  389-7275  or  389-7276 


WANTED 

INDUSTRIAL  PHYSICIAN— MANUFACTURER  OF 
FIBERS,  CHEMICALS,  AND  PLASTICS;  11,700 
EMPLOYEES,  REQUIRES  STAFF  PHYSICIAN 
FOR  GENERAL  INDUSTRIAL  MEDICAL  PRAC- 
TICE IN  WELL-EQUIPPED  PLANT  MEDICAL 
CENTER;  PROGRESSIVE  CITY  OF  35,000,  MET- 
ROPOLITAN AREA  125,000  IN  UPPER  EAST 
TENNESSEE;  SALARY  BASED  ON  EXPERIENCE 
AND  QUALIFICATIONS;  OUTSTANDING  EM- 
PLOYEE BENEFIT  PROGRAM. 

WRITE:  M.  F.  Lowe,  Personnel  Department, 

TENNESSEE  EASTMAN  COMPANY,  DIVISION 
OF  EASTMAN  KODAK  COMPANY,  P.O.  BOX  511, 
KINGSPORT,  TENNESSEE  37662. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law ; diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ot  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  lor  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
ol  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion. malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
<10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg  of  diphenoxylate  HCI  and  0 025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G D.  Searle  & Co. 

Medical  Department,  Box  5110, 

Chicago,  Illinois  60680  454  R 
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TMA  ANNUAL  MEETING  NEXT  MONTH  . . . Chattanooga,  April  9-12  is  a meeting 
packed  with  excellent  scientific  presentations.  You  are  urged  to  attend 
. . . THE  ANNUAL  MEETING  PROGRAM  IS  PUBLISHED  IN  A SPECIAL  SECTION  IN 
THIS  ISSUE  OF  THE  JOURNAL— DON ' T MISS  IT.  TMA's  scientific  session  on  the 

subject  of  "Recent  Advances"  is  of  interest  to  every  physician.  Note 
the  speakers  and  topics — also  the  many  outstanding  speakers  in  the  medical 
specialty  society  programs.  Again,  an  informal,  friendly  social  evening 
is  planned  with  the  President's  reception  followed  by  a delicious  cocktail 
buffet  dinner  with  dancing  to  follow  . . • This  important  conclave  brings 
the  medical  community  together  in  a setting  allowing  free  interchange  of 
ideas,  gathering  of  knowledge  about  clinical  topics,  and  which  encourages 
comraderie  and  fellowship.  It  is  not  too  soon  to  start  making  plans  to 
attend  the  TMA  meeting  in  Chattanooga.  It's  an  opportunity  to  get  the 
latest  in  medical  advances,  as  well  as  picking  up  a goodly  number  of 
continuing  medical  education  credits. 


-J* *  vl. 
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PROFESSIONAL  LIABILITY  COVERAGE-MOST  CRITICAL  . . . Immediately  facing 
Medicine  in  Tennessee  and  throughout  the  nation,  is  the  malpractice 
situation,  with  the  question  of  obtaining  professional  liability  insurance 
reaching  monumental  proportions.  TMA's  officers.  Group  Insurance  Com- 
mittee and  the  staff  have  been  giving  this  crisis  Number  One  Priority 
. . . An  action  program  has  been  established  and  a special  Ad  Hoc  Com- 
mittee on  Professional  Liability  is  working  ...  A letter  dated  February 
11,  1975  from  the  Chairman  of  the  Board  of  Trustees  outlining  the  content 
of  the  committee  and  what  it  is  pursuing,  has  been  sent  to  every  member 
of  the  Association  . • . Liability  lawsuits  are  growing.  One  of  every  ten 
U.  S.  physicians  insured  has  a claim  pending  against  him,  according  to  a 
major  company  writing  liability  coverage  • . . The  number  of  claims  and 
amounts  pending  has  more  than  doubled  since  1969.  In  that  year  only  one 
of  every  twenty-three  physicians  had  claims  pending  at  an  average  of 
$6,705  • . . Physicians  cannot  sustain  the  present  premiums  per  year  with- 
out passing  the  cost  along  to  his  patients  ...  In  the  U.  S.  Senate, 

Bill  S.  188  would  established  in  HEW  a National  Medical  Malpractice 
Development  Fund  similar  to  existing  Federal  Riot  and  Flood  Insurance  Pro- 
grams • . . Another  proposal,  S.  215,  is  entitled  National  Medical 
Injuries  Compensation  Insurance  Act  of  1975.  In  the  House  of  Represen- 
tatives, H.R.  1378  provides  for  studies  of  malpractice  insurance  problems. 
All  of  these  are  long-term  projects — but  the  problem  is  NOW. 


HIGHLIGHTS  OF  JANUARY  11-12  BOARD  OF  TRUSTEES  MEETING-THIRTY-SEVEN  ITEMS  OF 
BUSINESS  ACTED  UPON  . . . The  first  quarter  meeting  of  the  Board  of 
Trustees  was  held  in  Nashville,  January  11-12.  Major  actions  taken  in  the 


two-day  session  were:  Appointment  of  the  1975  Nominating  Committee — care- 
fully considered  and  nominated  the  physicians  to  receive  the  1975 
Distinguished  Service  Award — appointed  physicians  to  serve  on  Standing 
and  Special  Committees  for  1975-76,  and  endorsed  the  "MEDIX"  program,  a 
TV  series  of  one-half  hour  duration  to  run  in  major  television  areas  of 
the  state.  The  program  has  to  do  with  health  problems,  health  education, 
and  placing  the  physician  in  a good  image  before  the  public — approved 
amendment  to  be  submitted  to  the  General  Assembly  to  place  the  State 
Medical  Examiner  on  the  Commission  on  Law  Enforcement — heard  a report  on  a 
resolution  presented  in  the  AMA  House  of  Delegates  by  the  Tennessee 
Delegation  regarding  diagnostic  procedures  performed  by  a resident — studied 
steps  to  pursue  toward  solving  the  professional  liability  insurance 
situation — urged  the  IMPACT  Board  to  give  consideration  to  by-law  changes 
to  provide  two  Board  members  from  each  congressional  district,  and  put 
forth  a maximum  effort  to  enlarge  physician  membership  in  IMPACT — rec- 
ommended appointments  to  the  State  Health  Planning  Council — approved  a 
workshop  in  cooperation  with  the  Tennessee  Hospital  Association  for 
participation  in  a trustee,  administrator,  attorney,  medical  staff  work- 
shop, May  23-24--approved  Board-sponsored  resolutions  to  be  presented  to 
the  House  of  Delegat es--made  minimum  funds  available  for  travel  expense  in 
an  effort  to  encourage  officers  and  Board  members  to  attend  the  AMA 
National  Leadership  Conf erence — approved  the  fourth  quarter  financial 
stat ement--approved  major  amendments  in  the  1975  budget  by  making  addi- 
tional monies  available  from  reserves  to  meet  escalating  cost--adopt ed  a 
motion  that  TMA  proceed,  with  the  Tennessee  Nurses  Association,  to 
establish  a Joint  Practice  Committee--nominat ed  Dr.  R.  H.  Kampmeier,  Nash- 
ville, former  Editor  of  the  JOURNAL  for  the  Sheen  Award  presented  during 
the  annual  session  of  AMA--heard  a detailed  report  relative  to  licensure 
law  amendments  to  be  presented  in  the  General  Assembly--t ook  under  study 
recommendation  for  a statewide  leadership  conference  in  the  fall  of  1976 — 
adopted  a motion  to  change  TMA  policy  to  accept  sponsorship  of  outstanding 
scientific  speakers  to  the  Annual  Meeting  of  TMA,  such  speakers  to  be 
selected  and  approved  by  the  Committee  on  Scientific  Affairs,  and  that  the 
Board  of  Trustees  have  final  authority  of  confirmation  of  the  speakers 
sponsored  by  reputable  pharmaceutical  companies. 
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CONFIDENTIALITY  . • . The  National  Commission  on  Confidentiality,  having 
access  to  health  care  records,  will  be  established  by  some  fifty  national 
non-governmental  organizations.  The  Commission  will  make  studies  and 
recommendations,  and  will  encourage  member  organizations  to  seek  legis- 
lative actions.  One  of  the  major  subjects  discussed  in  conference  was 
confidentiality  and  Professional  Standards  Review  Organizations  . . • 

The  study  group  recommended  that  all  information  used  by  PSRO's  be  con- 
sidered confidential,  and  suggested  coding  procedures  to  preserve  privacy. 
The  group  recommended  that  PSRO's  be  exempted  from  state  laws  that 
require  the  reporting  of  certain  health  data. 


HEALTH  PLANNING  . . . Almost  dictatorial  control  over  local  medical 
facilities,  services  and  planning  is  placed  in  the  hands  of  the  Secretary 
of  Health,  Education  and  Welfare  by  Public  Law  93-641,  the  National  Health 
Planning  and  Resources  Development  Act  of  1974.  Regulations  implementing 
the  Act,  passed  in  the  closing  days  of  the  93rd  Congress,  will  bear 
close  scrutiny.  . • HEW  Secretary  Weinberger  has  asked  the  governors  of 
the  various  states  to  have  a health  plan  for  their  respective  states  on 
his  desk  by  May  3.  American  Medical  Association  intends  to  challenge  the 
constitutionality  of  the  law  in  the  Federal  courts. 


PROFESSIONAL  LIABILITY  COMMITTEE  FORMED  ...  Dr.  James  W.  Hays,  chairman 
of  the  TMA  Board  of  Trustees,  has  appointed  a special  Ad  Hoc  Committee  on 
Professional  Liability.  In  a letter  to  the  TMA  membership,  Dr.  Hays 
charged  the  Committee  to  study  and  research  all  aspects  of  the  situation, 
including  development  of  possible  legislation  to  present  to  the  current 
session  of  the  General  Assembly,  and  to  report  its  findings  and/or 
recommendations  to  the  TMA  House  of  Delegates  during  the  1975  Annual 
Meeting  in  Chattanooga.  Members  of  the  Committee  are:  Drs.  E.  Kent 
Carter,  Kingsport,  TMA  president;  William  T.  Satterfield,  Sr.,  Memphis, 
chairman  of  the  TMA  Insurance  Committee;  0.  Morse  Kochtitzky,  Nashville, 
chairman  of  the  TMA  Legislative  Committee;  Garth  E.  Fort,  Nashville, 
member  of  the  TMA  Insurance  Committee;  Robert  H.  Haralson,  Jr.,  Maryville, 
AMA  Alternate  Delegate;  William  H.  Edwards,  Nashville,  speaker  of  the  TMA 
House  of  Delegates;  and  Allen  S.  Edmonson,  Memphis,  vice-speaker  of  the 
TMA  House  of  Delegates.  Dr.  Hayes  requested  all  TMA  members  to  report  to 
the  Committee  in  writing  whenever  current  policies  are  cancelled,  law- 
suits are  brought  against  them  or  lawsuits  are  settled  outside  of  court. 
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LEGISLATIVE  COMMITTEE  CONDUCTS  CONFERENCE  ...  The  third  biennial  Legis- 
lative Conference  was  conducted  in  Nashville,  February  16,  1975.  Attended 
by  more  than  100  county  society  officers,  legislative  contact  doctors, 
auxiliarians  and  others,  the  day-long  meeting  focused  attention  to  all 
aspects  of  health  legislation.  The  Commissioners  of  Public  Health  and 
Mental  Health,  Drs.  Eugene  Fowinkle  and  Harold  Jordan  discussed  legis- 
lative items  of  interest  to  their  respective  departments.  Mr.  Harry 
Hinton,  Director  of  the  AMA  Washington  Office  and  Congressman  Robin  Beard 
discussed  the  National  scene  and  Dr.  Jack  Lewis  of  Dayton,  Ohio  told  of 
AMPAC’s  successes  in  1974  and  the  Committee’s  needs  in  1975.  Dr.  Morse 
Kochtitzky  of  Nashville,  chairman  of  the  TMA  Legislative  Committee, 
presided  over  the  Afternoon  session  and  outlined  his  Committee's 
legislative  concerns.  A reactor  panel  composed  of  Lt.  Governor  John 
Wilder  and  Speaker  of  the  House  of  Representatives  Ned  McWherter  plus 
Drs.  Kelley  Avery  of  Union  City  and  John  Burkhart  of  Knoxville  answered 
questions  regarding  issues  expected  to  be  debated  during  the  89th 
Tennessee  General  Assembly. 

vt*  .U 

T O'  V 'I' 

HEALTH  SERVICE  AREAS  TO  BE  DECIDED  ...  The  National  Health  Planning  and 
Resources  Development  Act  (Public  Law  93-641)  requires  states  to  designate 
the  health  service  areas  within  each  state  before  implementation  of  the 
new  law  can  take  place.  In  order  to  afford  all  parties  concerned  with  the 
opportunity  of  presenting  their  viewpoints,  a series  of  nine  public 
hearings  have  been  scheduled  for  March.  The  schedule  is  as  follows:  March 
10— Johnson  City;  March  11— Knoxville  ; March  12— Chattanooga ; March  17— 
Nashville;  March  19— Cookeville  ; March  21— Columbia  ; March  24— Martin;  March 
25— Jackson;  March  26— Memphis. 
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The  AMA’s  Board  of  Trustees  intensified  its  ef- 
forts to  resolve  the  problems  of  professional 
liability  insurance.  For  the  benefit  of  AMA  mem- 
bers, resources  of  the  AMA,  the  Board,  the 
Committee  on  Insurance,  and  the  staff  have  been 
directed  toward  this  urgent-  situation.  A strategy 
will  be  developed  to  ease  the  immediate  crisis 
in  the  availability  of  insurance  coverage;  offer 
short-term  state  legislative  remedies;  and  pro- 
vide a long-range  solution  that  must  include  changes 
in  the  compensation  system  and  public  policy.  The 
AMA’s  General  Counsel  prepared  model  legisla- 
tion that  is  available  to  state  medical  societies. 
Should  these  actions  fail,  a Board  statement  said, 
the  AMA  is  prepared  to  take  whatever  legal  steps 
are  necessary  to  protect  the  practice  of  medicine 
for  both  physician  members  and  the  public. 

Direct  communication  with  the  AMA’s  Board 
of  Trustees  and  key  councils  and  divisions  will 
be  the  major  emphasis  of  the  1975  AMA  planning 
system,  which  will  focus  on  major  issues  and 
coordinate  the  planning  activity  with  the  AMA’s 
program  budgeting  system.  A change,  eliminating 
the  need  for  the  Mission  Groups  established  last 
year,  was  proposed  by  the  Council  on  Long  Range 
Planning  and  approved  by  the  Board.  A draft  of 
the  1975  plan  will  be  reviewed  by  the  Board  in 
March. 

Two  new  PSRO  resources  were  recently  re- 
leased by  the  AMA’s  Dept,  of  Health  Insurance. 
The  first,  a 138-page  handbook— PSRO  Program 
Information  and  Resources  (OP-432)— contains  in- 
formation on  intermediary/carrier  relationships, 
use  of  consultants  and  criteria  development.  It 
is  available  for  $3.50  from  Order  Dept.,  AMA 
Headquarters.  Also  available  is  a PSRO  audio- 
visual slide  presentation.  It  may  be  purchased 
for  $80  or  rented  on  a two-week  basis  for  $25. 
Contact  Dept,  of  Health  Insurance,  AMA  Head- 
quarters. 

The  AMA’s  Public  Affairs  Division  announced 
a new  program  to  provide  direct,  concise  com- 
munication with  state  medical  society  executives. 
Written  communications  from  the  division  will 
be  streamlined  to  save  executives’  reading  time, 
legislative  briefings  by  the  Washington  Office 
staff  will  be  provided  by  telephone  conference 
calls  and  a new  publication  titled  Issues  will  be 
sent  to  executives  periodically  while  Congress 
is  in  session. 


The  AMA  will  file  suit  to  prevent  implementa- 
tion of  the  National  Health  Planning  and  Resources 
Development  Act.  The  suit  will  seek  to  have  the 
law  declared  unconstitutional  as  an  unwarranted 
assumption  of  state  authority  by  the  federal  gov- 
ernment. The  law,  which  replaces  the  present 
Comprehensive  Health  Planning  Program  and 
Regional  Medical  Programs,  creates  a system 
of  regional  health  systems  agencies  with  local 
and  state  agencies  developing  and  implementing 
health  plans  under  guidelines  prepared  by  HEW. 

Nominations  are  open  for  the  8th  Annual 
Sheen  Award.  The  award  consists  of  $10,000  and 
a commemorative  plaque  and  will  be  presented 
to  a U.S.  physician  or  physicians  for  outstanding 
contributions  to  medicine,  June  15  at  the  opening 
session  of  the  AMA  House  of  Delegates  in  Atlantic 
City.  The  deadline  for  nominations  is  March  15. 
Direct  requests  for  information  to  Sheen  Award 
Committee,  AMA  Headquarters. 

Important  1975  AMA  Meetings:  Financial 
Management  Program,  Feb.  27-March  2,  Amelia 
Island,  Fla.  Registration  for  the  business  session 
is  $100.  Write  Dept,  of  Practice  Management, 
AMA  Headquarters. . .1975  Medicolegal  Sympo- 
sium, March  14-16,  at  MGM  Grand  Hotel,  Las 
Vegas.  The  registration  fee  is  $50.  Write  Office 
of  General  Counsel,  AMA  Headquarters. . .1975 
Speakers  Training  Seminars,  March  15-16,  Aug. 
30-31,  and  Oct.  25-26,  at  Marriott  Motor  Hotel, 
Chicago.  Registration  is  limited  to  30.  The  fee 
is  $110.  Write  Speakers  & Leadership  Programs, 
AMA  Headquarters. . .1975  AMA-AAMSE  New 
Medical  Executives  School,  April  6-8,  at  West- 
bury  Hotel  and  AMA  Headquarters.  The  regis- 
tration fee  is  $25.  Write  Speakers  & Leadership 
Programs,  AMA  Headquarters. . .A  national  con- 
ference on  the  ‘‘Disabled  Doctor,”  April  11-12, 
at  St.  Francis  Hotel,  San  Francisco.  Write  Dept, 
of  Mental  Health,  AMA  Headquarters...  9th  AMA 
Socioeconomic  Congress,  April  25-26,  at  Regency 
Hyatt  Hotel,  Atlanta.  Registration  fee  is  $50, 
$25  for  interns  and  residents,  and  $10  for  stud- 
ents. Write  Division  of  Medical  Practice,  AMA 
Headquarters. . .Conference  on  the  Mental  Health 
Aspects  of  Sports,  Exercise  and  Recreation, 
June  13-14,  in  Atlantic  City.  The  registration 
fee  is  $40,  and  $20  for  one-day  and  student  reg- 
istration. Contact  Committee  on  Medical  Aspects 
of  Sports,  AMA  Headquarters. 


ARE  YOU  ALL  SET? 
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Special  Section 

SCIENTIFIC  PROGRAM 
OF  THE  140TH  ANNUAL  MEETING 
OF  THE 

TENNESSEE  MEDICAL 
ASSOCIATION 

GENERAL  INFORMATION 

The  offiicial  program  contains  detailed  information  on  the 
1975  annual  meeting  of  the  Tennessee  Medical  Association, 
conducted  in  Chattanooga,  Tennessee,  April  9-10-11-12, 
1975. 

Meeting  Locations — All  activities  will  be  conducted  In  the 
Read  House  unless  otherwise  specified  in  the  specialty 
society’s  programs. 

Educational  Programs — The  scientific  programs  offered  at 
the  Annual  Meeting  are  accredited. 

The  General  Session  program  is  acceptable  for  3 credit 
hours  in  Category  I for  the  Physician’s  Recognition  Award  of 
the  AMA. 

Scientific  programs  presented  by  the  specialty  societies  are 
acceptable  on  an  hour-to-hour  basis  in  Category  I for  the 
Physician’s  Recognition  Award. 

AAFP  hours  of  credit  are  listed  with  each  Specialty  Society 
Program. 

Banquet — Tickets  for  the  cocktail  buffet  dinner  and  dance 
may  be  purchased  at  the  registration  desk.  For  details  see 
Program  Timetable,  President’s  Reception. 

Registration — The  registration  desk  will  be  located  in  the 
lobby  of  the  Read  House.  All  members,  visiting  speakers, 
interns,  residents,  exhibitors,  and  guests  are  urged  to  regis- 
ter. Admission  to  all  meetings  and  sessions,  and  to  the 
exhibits  is  by  a badge  secured  at  the  registration  desk. 
THERE  IS  NO  REGISTRATION  FEE. 

Programs  for  all  activities  are  available  at  the  registration 
desk.  Those  eligible  to  register  are:  Members  of  the  Ten- 
nessee Medical  Association,  Physicians  from  other  states 
who  are  members  of  their  respective  state  medical  associa- 
tions, residents,  interns,  medical  students  and  guests. 

Registration  Hours — (All  times  are  Eastern  Daylight  Time.) 

Wednesday,  April  9,  10:00  A.M. 

(Special  registration  for  members  of  the  House  of  Dele- 
gates from  10:00  A.M.  to  5:00  P.M.)  Advance  registra- 
tion for  exhibitors  and  early  arrivals  after  4:00  P.M. 

Thursday,  April  10,  8:00  A.M.  to  5:00  P.M. 

Friday,  April  11,  8:00  A.M.  to  5:00  P.M. 

Saturday,  April  12,  8:00  A.M.  to  2:00  P.M. 

Headquarters — Headquarters  are  located  In  the  Read  House. 
The  specialty  societies  will  conduct  their  meetings  concur- 
rently with  TMA.  These  activities  will  be  conducted  in  the 
Read  House,  Holiday  Inn — Downtown,  Sheraton  Hotel — 
Downtown,  Downtowner  Motor  Inn,  YMCA  Building,  and  the 
Blue  Cross-Blue  Shield  Building.  The  Woman’s  Auxiliary  to 
TMA  will  conduct  their  activities  at  the  Hilton  Inn  and 
Chattanooga  Choo-Choo. 
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TMA  Headquarters  Offices — The  TMA  headquarters  offices 
will  be  located  on  the  third  floor  of  the  Read  House  in  Room 
Nos.  344,  347,  348  and  354. 

A member  of  the  staff  will  be  available  to  assist  you  at  all 
times.  Members  of  the  House  of  Delegates,  Officers,  and 
Reference  Committee  Chairmen  can  secure  secretarial  help 
when  needed. 

* 

J.  E.  BALLENTINE,  Executive  Director 
L.  HADLEY  WILLIAMS,  Assistant  Executive  Director 
DONALD  H.  ALEXANDER,  Executive  Assistant  and  Field 
Representative 

WILLIAM  V.  WALLACE,  Executive  Assistant 

JOHN  R.  COLES,  Executive  Assistant,  Legislation 

JAMES  D.  INGRAM,  Director,  Continuing  Medical  Education 

MISS  LINDA  BASS,  Administrative  Secretary 

MRS.  GLENDA  NETHERTON,  Records  and  Bookkeeping 

MRS.  JUDY  POE,  Secretary 

MISS  JUDY  SMITH,  Secretary 

MRS.  LYNETTE  RUTLEDGE,  Secretary 

Message  Center — A message  center  to  expedite  incoming 
and  outgoing  calls  will  be  located  in  a conspicuous  location 
on  the  mezzanine  floor.  A blackboard  will  be  placed  where 
doctor’s  calls  will  be  posted.  Incoming  calls  will  be  re- 
corded on  the  blackboard.  Please  check  often  with  the 
listings  on  the  call  board. 


House  of  Delegates — The  first  session  of  the  House  of  Dele- 
gates will  be  held  on  Wednesday  afternoon,  April  9,  be- 
ginning at  4:00  P.M.  in  the  Continental  Room  of  the  Read 
House.  The  second  session  will  be  held  on  Saturday,  April 
12,  beginning  at  9:00  A.M.  in  the  Continental  Room.  Refer- 
ence Committees  will  meet  on  Thursday,  April  10.  Any  TMA 
member  may  appear  before  a Reference  Committee  to 
testify  on  the  business  before  the  House  of  Delegates. 

Reference  Committee  Meeting  Rooms — House  Reference 
Committees  will  conduct  their  hearings  beginning  at  9:00 
A.M.  on  Thursday,  April  10. 

Reference  Committee  on  Constitution  and  By-Laws  Room  339 

Reference  Committee  (A)  Gold  Room 

Reference  Committee  (B) Room  316,  Motor  Inn 

Reference  Committee  (C)  Room  418,  Motor  Inn 

Reference  Committee  (D)  Parlor  C 

(The  Reference  Committee  on  Outstanding  Physician  of  the 
Year  will  meet  in  the  TMA  offices  on  Wednesday.) 

TMA  Scientific  Meeting— The  general  scientific  presentations 
will  be  presented  on  Friday  morning,  April  11.  The  specialty 
societies  will  conduct  their  scientific  and  business  programs 
on  April  10,  11  and  12.  Note  the  Program  Timetable  listing 
scientific  meetings  of  all  specialty  societies  each  day.  Every 
member  registered  is  welcome  to  attend  any  scientific  pres- 
entation of  the  specialty  societies. 

President’s  Reception — Cocktail  Buffet  Dinner — Dr.  and  Mrs. 
E.  Kent  Carter  invite  you  to  join  them  in  the  Silver  Ballroom 
of  the  Read  House  at  6:30  P.M.,  Friday,  April  11.  A reception 
will  precede  the  presentation  of  awards  and  the  installation 
of  the  incoming  President.  Every  member  attending  the 
Annual  Meeting  is  invited  to  this  affair. 
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Message  Center  Number:  (615)  266-1863 

(615)  266-1864 


Following  the  reception  and  a short  formal  program,  there 
will  be  a delightful  cocktail  buffet  dinner  (by  ticket)  in  the 
Silver  Ballroom.  A dance  will  be  sponsored  following  dinner 
for  your  late  evening  entertainment  in  the  Continental  Room. 
The  dinner  and  dance  will  be  the  social  highlight  of  the 
meeting. 

Specialty  Societies — Seventeen  specialty  societies  will  con- 
duct their  scientific  meetings  concurrently  with  the  Ten- 
nessee Medical  Association  in  Chattanooga.  SEE  DETAILS 
IN  THIS  PROGRAM. 

Specialty  Society  Luncheon  Tickets — Tickets  to  specialty 
society  banquets  and  luncheons,  as  well  as  the  Woman’s 
Auxiliary  affairs,  can  be  obtained  from  Specialty  Societies’ 
registration  desks.  PURCHASE  YOUR  TICKETS  AT  THE 
TIME  OF  REGISTRATION. 

Woman’s  Auxiliary — The  Woman’s  Auxiliary  to  TMA  will 
conduct  all  of  its  sessions  at  the  Hilton  Inn  and  Chattanooga 
Choo-Choo.  The  registration  desk  of  the  Auxiliary  will  be 
located  in  the  Hilton  Inn,  and  all  committee  meetings,  board 
meetings  and  general  sessions  will  be  conducted  at  the 
Hilton  Inn. 

Exhibit  Attendance  Prize — To  encourage  greater  physician 
participation  in  the  exhibits,  TMA  will  be  giving  away  to  a 
lucky  physician  a RCA  Portable  Color  Television,  as  an 
Exhibit  Attendance  Prize.  To  qualify,  each  registered  phy- 
sician is  required  to  visit  a minimum  of  thirty  technical 
exhibitors.  The  drawing  will  be  held  Saturday  (April  12)  at 
1:00  P.M.  in  the  Exhibit  area.  Instructions  for  participating 
will  be  given  each  physician  at  the  time  of  registration. 

Scientific  Exhibits — Physicians  desiring  to  present  scientific 
exhibits  will  locate  these  in  the  exhibit  area  on  the  mez- 
zanine floor  of  the  Read  House. 

Technical  Exhibitors — The  technical  exhibitors  will  be  lo- 
cated in  the  exhibit  hall  and  on  the  mezzanine  floor  of  the 
Read  House.  They  may  be  visited  each  day  of  the  Annual 
Meeting  beginning  on  Thursday,  April  10  from  9:00  A.M. 
until  5:00  P.M.  The  exhibits  will  be  open  from  9:00  A.M. 
until  1:00  P.M.  on  Saturday,  April  12. 

Representatives  of  the  companies  listed  will  be  on  hand  in 
the  exhibit  hall.  Every  physician  should  show  his  appreci- 
ation by  visiting  every  exhibit. 

All  scientific  meetings  will  be  recessed  twice  for  thirty 
minutes  on  each  day  to  give  physicians  an  opportunity  to 
visit  with  the  exhibitors. — WILLIAM  V.  WALLACE 

Exhibit  Manager 


TECHNICAL  EXHIBITS 


ABBOTT  LABORATORIES 

North  Chicago,  Illinois  Booth  29 

AMES  COMPANY 

Elkhart,  Indiana  * Booth  27 

ARMOUR  PHARMACEUTICAL  COMPANY 

Phoenix,  Arizona  Booth  12 

ARNAR- STONE  LABORATORIES,  INC. 

Mount  Prospect,  Illinois  Booth  44 


BLUE  CROSS -BLUE  SHIELD 


Chattanooga,  Tennessee 

Booth  48 

BOEHRINGER  INGELHEIM  LTD. 

Elmsford,  New  York 

Booth  8 

BRISTOL  LABORATORIES 

Syracuse,  New  York 

Booth  6 

CIBA  PHARMACEUTICAL  COMPANY 

Atlanta,  Georgia 

Booth  47 

COCA  COLA 

Booth  37 

CONTROL-O-FAX  Corp. 

Waterloo,  Iowa 

Booth  19 

DENBY  BRANDON  ORGANIZATIONS 

Memphis,  Tennessee 

Booth  11 

DICTAPHONE  CORPORATION 

Rye,  New  York 

Booth  34 

DOW  PHARMACEUTICALS 

Marietta,  Georgia 

Booth  23 

THE  DOYLE  PHARMACEUTICAL  COMPANY 

Minneapolis,  Minnesota 

Booth  4 

E.  R.  SQUIBB  & SONS,  INC. 

Princeton,  New  Jersey 

Booth  39 

ELI  LILLY  AND  COMPANY 

Indianapolis,  Indiana 

Booth  1 

ENCYCLOPAEDIA  BRITANNICA,  INC. 

Chicago,  Illinois 

Booth  42 

THE  EQUITABLE  LIFE  ASSURANCE  SOCIETY  OF 
THE  UNITED  STATES 

Nashville,  Tennessee 

Booth  35 

EXECUTONE  OF  CHATTANOOGA 

Chattanooga,  Tennessee 

Booth  20 

FARRINGER  & COMPANY 

Nashville,  Tennessee 

Booth  2 

FILLAUER  SURGICAL  SUPPLIES,  INC. 

Chattanooga,  Tennessee 

Booth  31 

GEIGY  PHARMACEUTICALS 

Ardsley,  New  York 

Booth  49 

HILLCREST  HOSPITAL 

Birmingham,  Alabama 

Booth  36 

HOSPITAL  CORPORATION  OF  AMERICA 

Nashville,  Tennessee 

Booth  28 

HYREX-KEY  PHARMACEUTICALS 

Memphis,  Tennessee 

Booth  15 

INTRAV 

St.  Louis,  Missouri 

Booth  43 

IVES  LABORATORIES 

New  York,  New  York 

Booth  6 

MALLINCKRODT,  INC. 

Hazelwood,  Missouri 

Booth  52 

MEMPHIS  REGIONAL  MEDICAL  PROGRAM 

Memphis,  Tennessee 

Booth  50 

MUTUAL  BENEFIT  LIFE  INSURANCE  COMPANY 
OF  NEW  JERSEY 

Nashville,  Tennessee 

Booth  40 

MARCH,  1975 
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PANRAY  DIVISION,  ORMONT  DRUG  & 

CHEMICAL  CO. 

Englewood,  New  Jersey  Booth  16 

PARKE,  DAVIS  & COMPANY 

Detroit,  Michigan  Booth  25 

PFIZER  LABORATORIES 

Doraville,  Georgia  Booth  3 

PROFESSIONAL  RESEARCH 

Los  Angeles,  California  Booth  14 

PROFESSIONAL  SYSTEMS  AND  PHYSICIAN’S 
BUSINESS  BUREAU  Booth  10 

A.  H.  ROBINS  COMPANY 

Richmond,  Virginia  Booth  46 

ROCHE  LABORATORIES 

Nutley,  New  Jersey  Booth  7 


Reference  Committee  B ..Room  316,  Motor  Inn 
Reference  Committee  C ..Room  418,  Motor  Inn 

Reference  Committee  D Parlor  C 

Reference  Committee  on  Amendments  to  the 

Constitution  and  By-Laws  Room  339 

12:00  Noon  Council  Luncheon,  Tennessee  Chapter- 

American  College  of  Surgeons  Parlor  B 

FRIDAY,  APRIL  11,  1975 


7:30  a.m.  IMPACT  Breakfast  Continental  Room 

8:00  a.m.  Registration  Lobby 


9:00  a.m.  TMA  General  Scientific  Session  Silver  Ballroom 
9:00  a.m.  Tennessee  Diabetes  Association 

(LAY  GROUP)  YMCA  Building,  Room  145 

12:00  Noon  Tennessee  Public  Health  Council  ....Parlor  B 
1:00  p.m.  Tennessee  State  Academy  of  Otolaryngology  .. 

Blue  Cross-Blue  Shield  Building,  Conference 
Rooms  A & B 


SMITH,  REED,  THOMPSON  & ELLIS  CO. 

Nashville,  Tennessee  Booth  45 

SOUTHERN  MEDICAL  ASSOCIATION 

Birmingham,  Alabama  Booth  9 

STUART  PHARMACEUTICALS 

Wilmington,  Delaware  Booth  21 

TAB  PRODUCTS  CO. 

Atlanta,  Georgia  Booth  41 

TENNESSEE  FOUNDATION  FOR  MEDICAL 
CARE,  INC. 

Nashville,  Tennessee  Booth  22 

THE  U.S.  AIR  FORCE  MEDICAL  SERVICES  Booth  18 


SATURDAY,  APRIL  12,  1975 

7:00  a.m.  Medicine  and  Religion  Breakfast.  .Chestnut  Room 


8:00  a.m.  Registration  Lobby 

9:00  a.m.  Second  Session,  House  of  Delegates  

Continental  Room 

12:00  Noon  TMA  Judicial  Council Parlor  C 

12:00  Noon  TMA  Board  of  Trustees  Parlor  B 


★ ★ ★ 

TMA  SOCIAL  EVENTS 

READ  HOUSE 


UNIVERSITY  OF  TENNESSEE  CONTINUING  MEDICAL 
EDUCATION 


Memphis,  Tennessee 

Booth 

13 

THE  UPJOHN  COMPANY 

Kalamazoo,  Michigan 

Booth 

26 

W.  B.  SAUNDERS  COMPANY 

Philadelphia,  Pennsylvania 

Booth 

30 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

Richmond,  Virginia 

Booth 

24 

Friday,  April  11 

President’s  Reception,  Silver  Ballroom — 6:30  P.M. 
Installation  of  Incoming  President,  Continental  Room — 7:15 
P.M. 

Cocktail  Buffet  Dinner,  Silver  Ballroom — 8:00  P.M. 

Dance,  Continental  Room — 9:15  P.M. 


Announcements 


BUSINESS  AND  SPECIAL  SESSIONS 

BOARD  OF  TRUSTEES,  COUNCIL,  HOUSE  OF  DELEGATES 

READ  HOUSE 

WEDNESDAY,  APRIL  9,  1975 


10:00  a.m.  House  of  Delegates  Registration  Lobby 

12:00  Noon  TMA  Judicial  Council,  Blue  Cross-Blue  Shield 
Bldg.,  Executive  Dining  Room 

11:00  a.m.  TMA  Board  of  Trustees  Parlor  B 

4:00  p.m.  First  Session,  House  of  Delegates  ..Continental 

Room 

5:45  p.m.  Delegates  Dinner 


7:15  p.m.  House  of  Delegates  Meeting  Continued 

THURSDAY,  APRIL  10,  1975 

8:00  a.m.  Registration 

9:00  a.m.  House  of  Delegates  Committees: 

Reference  Committee  A Gold  Room 


SPECIAL  EVENTS 


★ ★ ★ 

PUBLIC  HEALTH  COUNCIL 
Friday,  April  11,  1975 
12:15  P.M. 

Luncheon 
Parlor  B 

★ ★ ★ 

COUNCIL 

TENNESSEE  CHAPTER  — AMERICAN 
OF  SURGEONS 
Thursday,  April  10,  1975 

12:00  Noon 


Luncheon 
Parlor  B 


★ ★ ★ 
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COLOR  TV  — PRIZE 

Don’t  forget  to  obtain  your  instructions  and  card  to  be 
punched  by  the  exhibitors  so  that  you  will  have  a chance 
on  the  drawing  for  the  portable  color  television.  The  draw- 
ing will  be  held  Saturday  afternoon,  April  12.  Complete 
details  can  be  obtained  at  the  registration  desk. 

★ ★ ★ 

IMPACT  BREAKFAST 
Friday,  April  11,  1975 

7:30  A.M. 

Continental  Room 

Guest  Speaker:  Lawrence  P.  McDonald,  M.D., 

Atlanta,  Georgia 

★ ★ ★ 

MEDICINE  & RELIGION  BREAKFAST 
Saturday,  April  12,  1975 

7:00  A.M. 

Chestnut  Room 

Guest  Speaker:  John  H.  Dawson,  M.D.,  Seattle,  Washington 

★ ★ ★ 


COCKTAIL  BUFFET 
DINNER 

Following  the  introduction  of  the  incoming  President,  and 
the  presentation  of  special  awards,  members,  their  wives, 
guests  and  friends,  are  urged  to  attend  the  cocktail  buffet 
dinner  (by  ticket).  Following  dinner,  there  will  be  dancing 
by  Morris  Bales  and  His  Orchestra. 

Obtain  Tickets  at  Registration 
Desk  in  the  Lobby 


Program  Timetable 

WEDNESDAY 

APRIL  9,  1975 

10:00  A.M.  House  of  Delegates  Registration 
4:00  P.M.  First  Session,  House  of  Delegates 


i WOMAN’S  AUXILIARY  TO  THE  TENNESSEE 
MEDICAL  ASSOCIATION 
47th  Annual  Convention 
Hilton  Inn — Chattanooga  Choo-Choo 
April  10-12,  1975 

(Consult  Program  Timetable  for  Events) 

President’s  Reception 

Friday,  April  11,  1975 

Silver  Ballroom — 6:30  P.M. 


★ ★ ★ 

THURSDAY 

APRIL  10,  1975 

TENNESSEE  STATE  ORTHOPAEDIC  SOCIETY 

Scientific  Session 
(6  Hours  Credit — AAFP) 

Auditorium — Blue  Cross-Blue  Shield  Building 
801  Pine  Street 
Introduction 

Bennett  W.  Caughran,  M.D.,  Chattanooga 


★ ★ ★ 

VANDERBILT  UNIVERSITY  COLLEGE  OF  MEDICINE 
Thursday,  April  10,  1975 

Alumni  Reception 
Silver  Ballroom 

★ ★ ★ 

TENNESSEE  MEDICAL  ASSOCIATION 
Installations 
Friday,  April  11,  1975 
Continental  Room  — 7:15  P.M. 

E.  KENT  CARTER,  M.D.,  President,  Presiding 


9:10  A.M.  “Plate  Fixation  of  Fractures  of  the  Lower 
Extremities” 

By:  Stanley  R.  Payne,  M.D.,  Chattanooga 

“Epiphyseal  Separation  Medial  End  of  the 
Clavicle” 

Case  Reports  and  Review  of  Problems 
By:  Robert  C.  Coddington,  M.D.,  Chattanooga 

“Treatment  of  Certain  Metacarpal  & Phalan- 
geal Fractures” 

By:  John  J.  Killeffer,  M.D.,  Chattanooga 
Coffee  Break 

“Osteopetrosis  With  Fracture”  Case  Report 
and  Discussion 

By:  Gary  K.  McAllister,  M.D.,  Cleveland 

“Arthroplasty  of  the  First  Carpometacarpal 
Joint” 

By:  Arthur  L.  Brooks,  M.D.,  Vanderbilt  Uni- 
versity Hospital,  Nashville 


Introduction  of  President-Elect — J.  Kelley  Avery,  M.D.,  Union 
City 

Presenting  the  Distinguished  Service  Awards:  James  W. 
Hays,  M.D.,  Chairman,  Board  of  Trustees 


12:00  Noon 
1:15  P.M. 


Adjourn 

Join  Tennessee  Chapter,  American  College 
of  Surgeons,  Continental  Room,  Read  House 
Hotel,  tor  Scientific  Session 
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6:30  P.M.  Social  Hour  and  Banquet 

Grand  Dome  Room,  Chattanooga  Choo  Choo 
(Make  reservations  early.  Tickets  available 
at  Registration  Desk.) 

★ ★ ★ 

TENNESSEE  STATE  OBSTETRICAL  AND 
GYNECOLOGICAL  SOCIETY 

7:00  P.M.  Social  Hour — American  Car,  Chattanooga 

Choo  Choo 

8:00  P.M.  Banquet — Crystal  Room,  Chattanooga  Choo 

Choo 


TENNESSEE  CHAPTER,  AMERICAN  ASSOCIATION 
OF  PUBLIC  HEALTH  PHYSICIANS 

Holiday  Inn — Golden  Gateway  Room  #1 

West  9th  at  Gateway  Expressway 


TENNESSEE  CHAPTER,  AMERICAN  COLLEGE 
OF  SURGEONS 

12:00  Noon  COUNCIL  Luncheon  Meeting — Parlor  B 

General  Meeting 
Continental  Room 

(All  Physicians  attending  the  TMA  meeting 
are  invited  to  attend  the  scientific  sessions  of 
the  Tennessee  Chapter,  American  College  of 
Surgeons.) 

Scientific  Program 

(3  Hours  Credit — AAFP) 

“Symposium  on  Trauma”  with  speakers  from 
the  Tennessee  State  Orthopaedic  Society, 
Tennessee  Neurosurgical  Association,  Ten- 
nessee Society  of  Plastic  and  Reconstructive 
Surgeons,  and  Tennessee  State  Thoracic 
Society. 

Harry  A.  Stone,  M.D.,  President,  Presiding 


1:30  P.M. 


(3  Hours  Credit — AAFP) 

Dialogue:  What  You  Always  Wanted  to  Know 
About  Health  Services  But  Weren’t  Afraid 
to  Ask. 

Moderator:  O.  M.  Derryberry,  M.D. 


1:00  P.M. 

1:25  P.M. 
1:30  P.M. 


“Cranio-Spinal  Trauma” 

By:  W.C.A.  Sternbergh,  Jr.,  M.D.,  Chattanooga 

Discussion 

“Maxillo-Facial  Trauma” 

By:  J.  B.  Lynch,  M.D.,  Nashville 


A System  Approach:  Tom  D.  Waters,  Ph.D., 
Statistician,  Division  of 
Medical  Services,  TVA 

Staff  Panel:  Tennessee  Department  of  Public 
Health 

Audience  Participation 


1:55  P.M. 
2:00  P.M. 

2:25  P.M. 

2:30- 
3:00  P.M. 


Discussion 

“Aspects  of  Orthopaedic  Trauma” 

By:  Charles  F.  Gregory,  M.D.,  Dallas,  Texas 

Discussion 

Intermission — Visit  Exhibits 


3:30  P.M.  Business  Meeting 

4:00  P.M.  Visit  Exhibits 

★ ★ ★ 

TENNESSEE  SOCIETY  OF  PLASTIC  AND 
RECONSTRUCTIVE  SURGEONS 

Scientific  Session 

(3  Hours  Credit — AAFP) 

King  Phillip  Room — Downtowner  Motor  Inn 
901  Carter  Street 


3:00 

P.M. 

“Chest  Trauma” 

By:  Philip  J.  Noel,  Jr.,  M.D.,  Nashville 

3:25 

P.M. 

Discussion 

3:30 

P.M. 

“Abdominal  Trauma” 

By:  Louis  G.  Britt,  M.D.,  Memphis 

3:55 

P.M. 

Discussion 

4:00 

P.M. 

GUEST  SPEAKER 

“A  Physiologic  Rationale  for  the  Therapy  of 
Shock” 

By:  Arlie  R.  Mansberger,  Jr.,  M.D.,  Augusta, 
Georgia 


9:00  A.M.  The  program  will  consist  of  six  resident’s 
presentations,  two  from  each  of  the  following 
residency  programs: 

Vanderbilt  University  School  of  Medicine 
University  of  Tennessee  School  of  Medicine 
University  of  Tennessee  Clinical  Education 
Center  of  Chattanooga 

GUEST  SPEAKER 

“Electrical  and  Lightning  Injuries” 

By:  David  W.  Robinson,  M.D.,  Professor  of 
Surgery,  University  of  Kansas  School  of 
Medicine,  Lawrence,  Kansas 

Business  Meeting 
12:00  Noon  Luncheon 


1:00  P.M.  Join  Tennessee  Chapter,  American  College  of 
Surgeons,  Continental  Room,  Read  House 
Hotel,  for  Scientific  Session 

★ ★ ★ 


4:30  P.M. 
6:30  P.M. 


(All  TMA  members  and  their  guests  are  in- 
vited to  attend  the  Social  Hour  and  Banquet. 
Make  reservations  early.  Tickets  available  at 
registration  desk.) 


Business  Meeting 

Social  Hour  and  Banquet — Grand 
Room,  Chattanooga  Choo  Choo 

JERRY  CLOWER,  Guest  Entertainer 


Dome 
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TENNESSEE  DISTRICT  BRANCH 
AMERICAN  PSYCHIATRIC  ASSOCIATION 
AND 

TENNESSEE  STATE  PEDIATRIC  SOCIETY 


Sheraton  Hotel — Rooms  2 and  3 
407  Chestnut  Street 
(3V2  Hours  Credit — AAFP) 

8:00  A.M.  Committee  Meetings 

9:00  A.M.  “Encephalitis  in  Adolescents  Presenting  as 

Psychosis” 

By:  Sue  Atwood,  M.D.,  Memphis 
9:45  A.M.  Coffee  Break 


10:00  A.M.  “The  Fantastic  Voyage.  Hypnotherapy  for 
Orgasmic  Dysfunction” 

By:  James  C.  Hancock,  M.D.,  Memphis 


10:45  A.M.  “The  Feminist  Movement:  Implications  for 
Psychiatry  and  the  Family” 

By:  Henry  Coppolillo,  M.D.,  Nashville 
11:30  A.M.  Intermission — Visit  Exhibits 

12:30  P.M.  Luncheon 


1:30  P.M.  Business  Meeting  (Psychiatrists  Only) 

4:00  P.M.  Adjourn 

6:15  P.M.  Cocktails 


7:00  P.M.  Banquet  (Psychiatrists  Only) 

8:30  P.M.  Dance 


★ ★ ★ 


GUEST  SPEAKER 


1:45  P.M.  “Eye  Injuries  and  Ophthalmic  Materials” 

By:  Arthur  H.  Keeney,  M.D.,  Louisville,  Ken- 
tucky 

2:30  P.M.  Question  Period 

2:45  P.M.  Intermission — Visit  Exhibits 

3:00  P.M.  “Clinical  Study  of  Corneoscleral  Lacerations” 

By:  James  A.  Bruce,  M.D.  and  Roger  L. 
Hiatt,  M.D.,  Memphis 

3:15  P.M.  “Topical  Anesthetic’s  Role  in  Indirect  Oph- 
thalmic Photophobia” 

By:  Larry  R.  Moorman,  M.D.,  Chattanooga 

3:30  P.M.  “Controlled  Clinical  Studies  on  the  Effects  of 
Subconjunctival  Injections  of  6-hydroxy  dopa- 
mine (92,  4,  5,  trihydroxyphene  thylalamine) 
on  Intraocular  Pressure  in  Poorly  Controlled 
Glaucoma” 

By:  William  L.  Phillips,  M.D.  and  Alan  I. 
Mandell,  M.D.,  Memphis 

3:45  P.M.  “Early  Reoperation  in  Trabecular  Surgery” 

By:  Denis  M.  O’Day,  M.D.,  Nashville 

4:00  P.M.  “Interpretation  of  the  Optic  Nerve  Defects  in 
Glaucoma” 

By:  Alan  I.  Mandell,  M.D.,  Memphis 

4:15  P.M.  “Natural  Course  of  Presumed  Ocular  Histo- 
plasmic  Maculopathy” 

By:  James  H.  Elliott,  M.D.  and  Donald  Jack- 
son,  M.D.,  Nashville 


TENNESSSEE  STATE  ACADEMY  OF  OPHTHALMOLOGY 


★ ★ ★ 


12:00  Noon 


1:10  P.M. 
1:15  P.M. 


1:30  P.M. 


Chestnut  Room 

Luncheon  and  Panel  Discussion 
(Panelists  to  be  Announced) 


WOMAN’S  AUXILIARY  TO  THE 
TENNESSEE  MEDICAL  ASSOCIATION 

Forty-Seventh  Annual  Convention 


Scientific  Program 
(8  Hours  Credit — AAFP) 


Hilton  Inn — Chattanooga  Choo  Choo 
Terminal  Station 


Meeting  Called  to  Order 

By:  Dale  A.  Teague,  M.D.,  President 


10:00  A.M.-  Meeting  of  Finance  and  Revisions  Committees 
12:00  Noon  President’s  Suite  (Gerald  Ford  Suite) 


“Anterior  Segment  Necrosis  and  Its  Clinical 
and  Experimental  Evaluation” 

By:  Charles  C.  Denton,  M.D.  and  Roger  L. 
Hiatt,  M.D.,  Memphis 


1:00-2:00 

P.M. 

2:00-4:00 

P.M. 


Pre-Convention  Board  Meeting — American 
Car 

Awards  Committee  Meeting 
President’s  Suite  (Gerald  Ford  Suite) 


“Enzyme  Induced  Ocular  Hypertension  in  the  2:00-5:00  Registration,  Hospitality — 
Fellow  Eye”  P.M.  Lobby 

By:  John  F.  Altenburg,  M.D.  and  Denis  M. 

O’Day,  M.D.,  Nashville  ★ ★ ★ 
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FRIDAY 

APRIL  11,  1975 

IMPACT  BREAKFAST 
7:30  A.M. 
Continental  Room 


LABORATORY  DIAGNOSIS: 

E.  Eric  Muirhead,  M.D. 

Clinical  Professor  of  Medicine 
University  of  Tennessee 
Center  for  the  Health  Sciences, 
Memphis 

Intermission — Visit  Exhibits 


Guest  Speaker:  Congressman  Lawrence  P.  McDonald,  M.D., 

Atlanta,  Georgia 

Dr.  Lawrence  P.  McDonald  was  born 
in  Atlanta  and  educated  in  Georgia 
schools.  After  graduating  from  Dar- 
lington School  in  Rome,  Georgia,  he 
completed  pre-medical  training  at 
Davidson  College  in  North  Carolina 
and  was  accepted  to  Emory  University 
School  of  Medicine  before  his  18th 
birthday.  Following  four  years  in  the 
U.S.  Navy,  Dr.  McDonald  obtained 
three  years  of  postgraduate  training  in 
urology  at  the  University  of  Michigan 
Hospital  in  Ann  Arbor.  Dr.  McDonald 
Is  a third  generation  of  physicians  and  is  currently  in  private 
practice  as  a junior  member  of  the  McDonald  Urology 
Clinic  in  Atlanta. 

Active  in  numerous  civic,  political  and  medical  organiza- 
tions, Dr.  McDonald  was  a 1972  candidate  for  the  U.S.  House 
of  Representatives  seat  in  the  7th  District  of  Georgia.  He 
faced  the  12-year  incumbent,  Congressman  John  Davis,  who 
narrowly  defeated  Dr.  McDonald  in  the  August  primary. 

Dr.  McDonald  again  ran  against  incumbent  Congressman 
Davis  in  the  1974  elections,  defeating  Davis  in  the  primary 
and  defeating  the  Republican  candidate,  Quincy  Collins,  In 
the  general  election  in  November. 


Presiding: 

W.  A.  Spickard,  M.D. 

Member,  Committee  on  Scientific  Affairs, 
Nashville 


ANTIBIOTIC  THERAPY: 

Alan  L.  Bisno,  M.D. 

Chief,  Section  of  Infectious  Diseases 
University  of  Tennessee 
Center  for  the  Health  Sciences, 
Memphis 


BLOOD  AND  BLOOD  PRODUCTS: 


David  E.  Jenkins,  Jr.,  M.D. 

Professor  of  Medicine 

Vanderbilt  University  School  of  Medicine, 

Nashville 


★ ★ ★ 


FRIDAY 


TENNESSEE  MEDICAL  ASSOCIATION 


SCIENTIFIC  PROGRAM 

RECENT  ADVANCES: 


APRIL  11,  1975 

TENNESSEE  STATE  ORTHOPAEDIC  SOCIETY 

Scientific  Session  and  Business  Meeting 
Auditorium — Blue  Cross-Blue  Shield  Building 
801  Pine  Street 


(3  Hours  Credit — AAFP) 

9:00  A.M.  Silver  Ballroom 
Presiding: 

Winston  P.  Caine,  Jr.,  M.D. 

Member,  Committee  on  Scientific  Affairs, 
Chattanooga 

DIAGNOSTIC  RADIOLOGY: 

Eugene  C.  Klatte,  M.D. 

Professor  and  Chairman 
Department  of  Radiology 
Indiana  University  School  of  Medicine, 
Indianapolis 


1:00  P.M.  “International  Experience  in  Implants  of  All 
Joints” 

By:  Ben  Fowler,  M.D.,  Nashville 
“Skin  Coverage  Problems  in  Hand  Surgery” 
By:  Frank  Jones,  M.D.,  Nashville 
“Aspects  of  Legg  Perthes  Disease” 

By:  Paul  P.  Griffin,  M.D.,  Vanderbilt  University 
Hospital,  Nashville 

“Tendon  Transposition  for  Correction  of  Claw 
Toes” 

By:  Thomas  F.  Parrish,  M.D.,  Nashville 
“Pseudo  Tumor  in  Hemophilia” 

By:  Al  Harvin,  M.D.,  Nashville 

X-ray  Presentation  of  Problem  Cases  by 
Members 


Gl  ENDOSCOPY: 


John  R.  Collins,  M.D. 

Internal  Medicine,  Gastroenterology, 
Chattanooga 


4:00  P.M.  Business  Meeting 

TENNESSEE  STATE  ACADEMY  OF  OTOLARYNGOLOGY 

Business  Meeting 

1:00  P.M.  Conference  Rooms  A & B — Blue  Cross-Blue 
Shield  Building 

801  Pine  Street 
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TENNESSEE  PUBLIC  HEALTH  COUNCIL 

Parlor  B 


2:15  P.M.  Luncheon 

★ ★ ★ 


TENNESSEE  STATE  ACADEMY  OF  OPHTHALMOLOGY 


Chestnut  Room 


0:00  A.M. 
2:00  Noon 

1:10  P.M. 
1:15  P.M. 
1:30  P.M. 


Business  Meeting 

Luncheon  and  Panel  Discussion 

Scientific  Program 

Meeting  Called  to  Order 

By:  Thomas  A.  Currey,  M.D.,  President-Elect 

“Retinal  Detachment,  A Preventable  Disease” 

By:  Bruce  Dahriing,  M.D.,  Chattanooga 

“Doubly  Refractive  Cataracts” 

By:  Ronald  S.  Gable,  M.D.,  James  H.  Elliott, 
M.D.,  and  Denis  M.  O’Day,  M.D.,  Nash- 
ville 


1:45  P.M.  GUEST  SPEAKER 

“Simplified  Ultrasonic  Examination  of  the 

Orbit” 

By:  Arthur  H.  Keeney,  M.D.,  Louisville 


2:30  P.M.  Question  Period 

3:00  P.M.  Intermission — Visit  Exhibits 

3-15  P.M.  “Xenon  Photocoagulation  of  Presumed  Histo- 

plasmic  Choroidopathy  With  Serous  Hemor- 

rhagic Disciform  Detachment  of  the  Macula” 

By:  James  H.  Elliott,  M.D.  and  Donald  Jack- 
son,  M.D.,  Nashville 

3:30  P.M.  “Keratomycosis  Treated  with  Topical  0.15% 
Amphotericin  B” 

By:  William  N.  Williford,  M.D.  and  Thomas  O. 
Wood,  M.D.,  Memphis 


3:45  P.M.  “Adenine  Araboniside:  Therapy  of  Compli- 
cated Herpetic  Keratitis” 

By:  Denis  M.  O’Day,  M.D.  and  James  H. 
Elliott,  M.D.,  Nashville 


4:00  P.M.  “Keratoconus” 

By:  Thomas  O.  Wood,  M.D.,  Memphis 

4:15  P.M.  “The  Punctum  Plug — Is  It  An  Effective  Ther- 
apy for  the  Dry  Eye?” 

By:  Jerre  Minor  Freeman,  M.D.,  Memphis 

4:30  P.M.  “Surgery  of  the  Lower  Lid  Retractors” 

By:  Howard  L.  Beale,  M.D.,  Memphis 


2:15  P.M. 
2:45  P.M. 


3:05  P.M. 


3:35  P.M. 


4:00  P.M. 


Panelists:  John  R.  Collins,  M.D.,  Chatta- 
nooga (Moderator) 

Anatomy  & Physiology — Arnold 
M.  Drake,  M.D.,  Memphis— 20 
minutes 

Motility  and  Clinical  Aspects — 

George  D.  Dunn,  M.D.,  Nashville 
— 20  Minutes 

Surgical  Management — William 
B.  Berry,  M.D.,  Chattanooga — 20 
Minutes 

Discussion  and  Questions  From  the  Floor — 
15  Minutes 

Intermission — Visit  Exhibits 

“The  Anatomy  and  Physiology  of  Group 
Practice” 

By:  Walter  K.  Hoffman,  M.D.,  Founder,  The 
Medical  Group,  Memphis 

“Health  Insurance  and  You,  A Partnership  for 
Medicai  Care” 

By:  J.  Robert  McGuff,  President,  Blue  Cross- 
Blue  Shield  of  Tennessee,  Chattanooga 

Panel  Discussion:  Medicine  and  Health  In- 
surance— Problems  and  Solutions 

Panelists:  Walter  K.  Hoffman,  M.D.,  Mem- 
phis 

J.  Robert  McGuff,  Chattanooga 
Richard  Johnson,  Regional  Di- 
rector, Medicare  and  Medicaid 
Administrations,  Equitable  Life 
Assurance  Society  of  the 
United  States,  Nashville 

Tennessee  Thoracic  Society  Business  Meeting 


★ ★ ★ 


TENNESSEE  DIABETES  ASSOCIATION 

(LAY  GROUP) 

Room  145,  YMCA  Building 
301  West  6th  Street 


9:00  A.M. 


10:00  A.M. 


11:00  A.M. 


Reports  From  Diabetes  Associations  in  Mem- 
phis, Nashville,  Jackson,  Knoxville,  Chatta- 
nooga and  Murfreesboro 

Workshops 

A.  Education  Programs  for  Patients,  Health 
Professionals  in  the  Public 

B.  Detection  Campaigns 

C.  Fund-raising  Activities 

D.  Bike-A-Thons 

Business  Meeting  and  Election  of  Officers 


12:00  Noon  Buffet  Luncheon 


★ ★ ★ 


TENNESSEE  THORACIC  SOCIETY 
TENNESSEE  SOCIETY  FOR  INTERNAL  MEDICINE 

AND 

AMERICAN  COLLEGE  OF  PHYSICIANS  — 
TENNESSEE  SECTION 

Gold  Room 

(3  Hours  Credit — AAFP) 

1:00  P.M.  Panel  Discussion:  The  Esophagus — Recent 
Physiological,  Medical,  And  Surgical  Ad- 
vances 


Scientific  Session 

Room  118,  YMCA  Building 
301  West  6th  Street 
(3V2  Hours  Credit — AAFP) 

1:00  P.M.  “Introduction” 

By:  Solomon  S.  Solomon,  M.D.,  Vice-Presi- 
dent, Tennessee  Diabetes  Association, 
Chief,  Endocrinology  & Metabolism,  VAH 
Memphis,  Associate  Professor,  Medicine, 
University  of  Tennessee 
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1:10  P.M. 


“A  New  Look  At  the  Fasting  Hypoglyce- 
mias” 

By:  Ronald  A.  Arky,  M.D.,  Chief  of  Medicine, 
Mt.  Auburn  Hospital,  Professor  of  Medi- 
cine, Harvard  Medical  School 


3:45  P.M. 


Questions  and  Answers 
Panel 


4:15  P.M. 


Adjourn 


1:45  P.M. 


“Insulin  & Glucagon  Metabolism:  Potential 
Relationships  to  Human  Disease” 

By:  William  C.  Duckworth,  M.D.,  Clinical  In- 
vestigator, VAH,  Assistant  Professor  of 
Medicine,  University  of  Tennessee 


2:10  P.M. 


“The  Child  With  Diabetes:  Special  Manage- 
ment Problems” 

By:  Allan  Drash,  M.D.,  Director,  Clinical  Study 
Center,  Children’s  Hospital  of  Pittsburgh, 
Professor  of  Pediatrics,  University  of 
Pittsburgh 


2:40  P.M. 


‘Low  Dose  Insulin  Therapy  Symposium” 

I.  “Low  Dose  IV  Insulin  Rx  in  Diabetic 

Ketoacidosis” 

By:  Tony  Jennings,  M.D.,  Diabetes  Re- 
search Center,  Vanderbilt  University 
School  of  Medicine 


Faculty: 

Samuel  S.  Binder,  M.D.,  President,  Tennessee 
Obstetrical  and  Gynecological  Society,  Chief, 
OB-GYN  Department,  Baroness  Erlanger  Hos- 
pital, Chattanooga 

Frank  H.  Boehm,  M.D.,  Assistant  Professor, 
OB-GYN  Department,  Vanderbilt  University, 
Nashville 

Mr.  Karl  Hausner,  President,  Elmed,  Addison, 
Illinois 

Charles  S.  Scott,  M.D.,  Secretary-Treasurer, 
Tennessee  Obstetrical  And  Gynecological 
Society,  Morristown 

James  W.  Sherrell,  M.D.,  Chief  Resident,  De- 
partment of  OB-GYN,  University  of  Tennessee, 
College  of  Medicine,  Clinical  Education  Cen- 
ter, Chattanooga 


3:00  P.M. 


II.  “Low  Dose  IM  Insulin  Rx  in  Diabetic 
Ketoacidosis” 

By:  Abbas  E.  Kitabchi,  Ph.D.,  M.D.,  Chief, 
Endocrinology  & Metabolism  and  Pro- 
fessor of  Medicine,  University  of  Ten- 
nessee 


iK  ★ * 


WOMAN’S  AUXILIARY  TO  THE 
TENNESSEE  MEDICAL  ASSOCIATION 

Hilton  Inn — Chattanooga  Choo  Choo 
Terminal  Station 


3:20  P.M. 


Question  & Discussion 

Moderator:  Solomon  S.  Solomon,  M.D. 

7:30 

A.M. 

IMPACT  Breakfast 

Intermission — Visit  Exhibits 

8:00 

A.M.- 

Registration,  Hospitality,  AMA-ERF  Gift 

is  supported  by  the  Upjohn  Company,  Pfizer 

4:30 

P.M. 

Lobby 

Ciba-Geigy  and  Eli-Lilly  & Company.) 

9:00 

A.M.- 

General  Convention 

Session 

12:00 

Noon 

Town  Hall  Theater 

★ ★ ★ 

12:30 

P.M.- 

Luncheon  Honoring 

National  Guests 

2:00 

P.M. 

Crystal  Room 

Shop 


TENNESSEE  STATE  OBSTETRICAL  AND 
GYNECOLOGICAL  SOCIETY 
Holiday  Inn — Golden  Gateway  Room  #1 
W.  9th  at  Gateway  Expressway 


★ ★ ★ 


12:15  P.M. 


Luncheon  and  Business  Meeting 
(3  Hours  Credit— AAFP) 


SATURDAY 


1:45  P.M. 


2:05  P.M. 


2:25  P.M. 


2:45  P.M. 

gg- 

3:05  P.M. 


SEMINAR  ON  LAPAROSCOPY 

“Two  Year’s  Experience  With  Dysplasia  Clinic 

At  the  Baroness  Erlanger  Hospital” 

By:  James  W.  Sherrell,  M.D.,  Chattanooga 

“Techniques  and  Indications  for  Laparos- 
copy” 

By:  Frank  H.  Boehm,  M.D.,  Nashville 

“Equipment  Used  for  Laparoscopy — What 
Can  Go  Wrong” 

By:  Samuel  S.  Binder,  M.D.,  Chattanooga 
Coffee  Break 


APRIL  12,  1975 


MEDICINE  & RELIGION  BREAKFAST 
7:00  A.M. 

Chestnut  Room 


Guest  Speaker:  John  H.  Dawson,  M.D., 
Seattle,  Washington 


3:25  P.M. 


“Electronic  Equipment  Available  To  Be  Used 
With  Laparoscopy” 

By:  Mr.  Karl  Hausner,  Addison,  Illinois 

“Post-Partum  Sterilization  With  Laparoscope 
Indications  and  Personal  Experience” 

By:  Charles  S.  Scott,  M.D.,  Morristown 


John  H.  Dawson,  M.D.,  received  the  medical  degree  from 
Northwestern  Medical  School  and  upon  completion  of  a tour 
of  duty  as  a battalion  surgeon  during  the  Korean  conflict, 
began  a surgical  practice  in  Seattle. 

He  is  certified  by  the  American  Board  of  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  and  a clinical  assistant 
professor  of  surgery  at  the  University  of  Washington. 

He  serves  as  a delegate  to  the  American  Medical  Associa- 
tion from  the  State  of  Washington,  and  currently  is  president 
of  the  Christian  Medical  Society. 


★ ★ ★ 
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TENNESSEE  RADIOLOGICAL  SOCIETY 

Gold  Room 

(3  Hours  Credit — AAFP) 

12:00  Noon  Luncheon  and  Scientific  Program 

“Ultrasonography  in  Diagnostic  Radiology” 
By:  Paul  T.  Wooten,  M.D.,  Associate  Profes- 
sor of  Radiology,  U.T.  Memorial  Re- 
search Center  & Hospital,  Knoxville 
And 

Mrs.  Katherine  Fitting,  Ultrasonography 
Technician 
Business  Meeting 


★ ★ ★ 

TENNESSEE  SOCIETY  OF  ANESTHESIOLOGISTS 

Parlor  C 

(Program  To  Be  Announced) 


★ ★ ★ 


TENNESSEE  SOCIETY  OF  PATHOLOGISTS 


King  Phillip  Room — Downtowner  Motor  Inn 
901  Carter  Street 
(3  Hours  Credit — AAFP) 


12:30  P.M. 
1:30  P.M. 
1:45  P.M. 

: 2:15  P.M. 
! 2:30  P.M. 

3:30  P.M. 
3:45  P.M. 
4:00  P.M. 

4:30  P.M. 
- 4:45  P.M. 


Luncheon 

Intermission 

“Spin  Immunoassay  of  Opiates” 

By:  John  C.  Cate,  M.D.,  Kingsport 

Discussion 

“Classification  of  Lymphomas” 

By:  Robert  D.  Collins,  M.D.,  Nashville 

Discussion 

Intermission 

“Pathology  of  Gunshot  Wounds” 

By:  Jerry  T.  Francisco,  M.D.,  Memphis 

Discussion 
Business  Meeting 


★ ★ ★ 


WOMAN’S  AUXILIARY  TO  THE 
TENNESSEE  MEDICAL  ASSOCIATION 

Hliton  Inn — Chattanooga  Choo  Choo 
Terminal  Station 


7:30  A.M.- 


9:30  A.M. 
9:45  A.M.- 
12:00  Noon 
12:30  P.M. 


Interfaith  Prayer  Breakfast  and  Combined 
Boards  Meeting 

Crystal  Room 

General  Convention  Session 

Town  Hall  Theater 

Luncheon  Honoring  Past  Presidents, 

Crystal  Room 


Invest  in  the 
future  health 
of  the  nation 
and  your  profession 


v 

Give  to 

medical  education 
through  AMA-ERP 

To  train  the  doctors  of  tomorrow,  the 
nation’s  medical  schools  must  have 
your  help  today.  It  is  a physician’s 
unique  privilege  and  responsibility 
to  replenish  his  own  ranks  with  men 
educated  to  the  highest  possible 
standards.  Medical  education  needs 
your  dollars  to  stay  strong. 

Send  your  check  today! 


AMERICAN  MEDICAL  ASSOCIATION 
EDUCATION  AND 
RESEARCH  FOUNDATION 


535  North  Dearborn  St.,  Chicago  10,  Illinois 
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Delightfully  informal  for  food  or  beverages 


[.v.v 


ilv.v 

F.v.v. 


Cocktail  lounge — quiet,  relaxing  atmosphere 

West  Ninth  Street  At  9th  Street  Exit,  1-124 
Chattanooga,  Tennessee  37402 
(615)  266-4121 


.v.v. 
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mmm&m 

mmmm 


WM8& 


Traditional  elegance,  motor  inn  convenience  in  the 
heart  of  Chattanooga's  theatre  and  shopping  district. 
For  your  pleasure  and  convenience: 


^ <J Itc 

Excellent  food  in  stately  surroundings.  Music, 
evenings,  Tuesday  through  Saturday. 


3Htt<£rtUp 


Comfortably  casual  for  a snack  or  a full  meal. 


236 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Another  Health  Care  Crisis 


Another  very  real  crisis  has  occurred  in  the  health  care  field.  This  crisis 
is  not  a figment  of  any  body’s  imagination.  It  is  not  being  ballyhooed  by 
the  liberals  in  Congress,  or  by  the  Labor  Unions,  or  any  of  the  parties  who 
are  usually  screaming  about  a health  care  crisis  in  America.  This  crisis  is 
being  publicized  by  the  physician  himself. 

The  crisis  is  the  extreme  cost  of  professional  liability  insurance  or  in 
some  cases  a complete  inability  to  obtain  professional  liability  insurance. 
This  crisis,  while  not  as  acute  in  Tennessee  as  in  some  other  states,  is  very 
real.  We  have  recently  had  a tremendous  increase  in  professional  liability 
premiums.  Other  states  have  had  even  greater  increases  in  premium  and 
some  have  suffered  mass  cancellation  of  their  professional  liability  coverage. 
I do  not  believe  one  can  blame  the  companies  who  write  professional 
coverage,  or  the  physician. 

Claims  are  increasing  at  a rapid  rate,  and  even  more  frightening  is  the 
amount  of  the  awards  being  levied  against  underwriters  and  physicians. 

This  crisis  has  been  precipitated  by  the  action  of  the  courts,  who  have 
established  a precedence  that  any  suffering,  pain  or  less  than  expected 
results  from  any  medical  procedure  is  compensatory.  No  longer  must 
negligence  be  proven.  The  physician  is  now  in  the  position  of  being  sued  for  a bad  result  not 
necessarily  due  to  any  mismanagement,  neglect,  or  other  mal-activity  on  the  part  of  the  physician. 

Regardless  of  the  cause  of  the  professional  liability  crisis,  it  is  producing  far-reaching  effects 
which  ultimately  is  affecting  the  delivery  of  care  and  the  quality  of  care.  The  extreme  cost  or 
the  lack  of  coverage  is  forcing  some  doctors  out  of  practice,  particularly  the  elderly  physician 
who  is  already  nearing  retirement.  It  is  making  it  impossible  for  the  young  physician  just 
coming  out  of  his  training  to  afford  or  in  some  cases  impossible  to  obtain  professional  liability 
coverage.  It  is  forcing  other  physicians  to  give  up  the  performance  of  high  risk  life  saving 
procedures,  therefore,  depriving  the  patient  of  this  care. 

It  is  forcing  every  physician  to  practice  defensive  medicine  which  Ralph  Nader  estimates 
accounts  for  at  least  one-third  of  the  x-rays  taken  in  the  United  States  each  year,  a tremendous 
increase  in  cost  to  the  patient.  It  is  further  increasing  the  cost  of  medical  care  by  forcing  the  doctor 
to  raise  his  fees  to  cover  malpractice  premiums,  which  are  extreme. 

The  physician  is  not  the  only  entity  suffering  from  rapid  change  in  the  professional  liability 
situation.  Now  hospitals  are  facing  the  same  crisis,  in  fact  it  is  estimated  that  at  the  present  time 
the  cost  of  liability  coverage  in  California  is  adding  $1,000  per  bed  per  year  to  the  cost  of 
hospital  operations. 

The  official  bodies  of  every  medical  society  with  which  I am  familiar,  are  racking  their  brains 
for  some  solution  to  this  problem.  At  the  present  time  no  simple  solution  is  apparent.  In  fact, 
most  of  the  people  working  on  this  problem  have  no  definite  solution  at  the  present  time.  It  is 
generally  felt  that  the  only  remedy  will  be  a legislative  remedy.  Here  one  encounters  the  first 
stumbling  block.  Legislation  will  certainly  have  to  be  directed  to  cutting  back  the  frequency  of 
litigation,  the  amount  of  compensation  allowable  for  each  incident,  or  both.  This  will  not  be 
popular  with  most  legislators  simply  because  the  majority  of  the  people  composing  the  legislatures 
are  usually  attorneys,  and  with  the  present  contingency  fee  system,  the  attorneys  are  the  ones 
reaping  the  highest  percentage  of  the  dollar  spent  for  professional  liability  coverage.  No  matter 
what  legislative  route  is  chosen  to  correct  this  crisis,  it  is  bound  to  affect  income  of  the  legal 
profession.  Therefore,  when  we  attempt  the  legislative  correction  of  this  crisis,  it  will  take  the  full 
power  and  influence  of  each  and  every  physician  in  the  Tennessee  Medical  Association,  and  if  this 
should  be  national  legislation  the  American  Medical  Association  to  push  this  legislation  through 
the  various  Houses  of  our  Legislature  or  Congress. 

Every  medical  society  should  keep  its  membership  informed  of  its  course  of  action.  Every 

( continued  on  page  255) 
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Status  Quo? 

Someone  has  defined  the  “status  quo”  as  “the 
mess  we  is  in.”  I believe  there  is  none  of  us  so 
naive  as  to  doubt  that  “we  is  in  a mess,”  and 
that  no  one  is  really  interested  in  maintaining  it 
— neither  we,  nor  our  patients,  nor  perhaps  least 
of  all  the  Federal  government.  The  problem  is 
the  divergence  of  proposals  to  change  it.  Our 
most  immediate  problem  is  professional  liability 
insurance,  but  this  is  in  a sense  the  surface  of 
the  iceberg.  The  stakes  are  much  higher.  Various 
means  of  legislative  relief  have  been  proposed, 
and  while  some  of  them  would  sure  enough  solve 
our  malpractice  problems,  they  would  burden  us 
in  other  areas  to  a far  greater  extent. 
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The  general  theme  of  the  recent  AMA  Con- 
gress on  Medical  Education  was  Medical  Educa- 
tion— Responsibilities  in  the  Public  Interest.  The 
keynote  address  was  given  by  Harry  Schwartz, 
Ph.D.,  American  Medicine’s  rather  unexpected 
friend  at  the  New  York  Times,  and  author  of  the 
book  What’s  Right  with  American  Medicine.  Dr. 
Schwartz  had  been  asked  to  speak  to  the  subject 
of  what  the  the  consumer  wants  from  medicine. 
It  is  very  simple,  he  says.  Every  person  expects 
us  to  give  him  immortality,  with  full  sexual  powers 
until  death,  at  no  cost.  Every  person  wants  what 
he  wants  when  he  wants  it. 

His  word  to  medical  education  is  for  us  to 
continue  to  turn  out  and  maintain  the  best  doctors 
possible,  doctors  that  insurors  will  insure.  Med- 
ical schools  must  resist  the  blandishments  of 
government  to  turn  out  a second  rate  product. 
After  all,  there  are  always  plenty  of  other  people 
around  to  hold  the  patient’s  hand. 

There  is,  said  Dr.  Schwartz,  a problem  with 
distribution,  but  medicine  must  stand  up  to  Con- 
gress. Why,  after  all,  should  military  deserters 
be  welcomed  back  with  open  arms,  while  the 
cream  of  our  youth  is  banished  to  Windy  Hole, 
Wisconsin?  The  answer  is  not  to  draft  doctors, 
but  to  make  it  worth  their  while.  And  the  mal- 
distribution of  specialists  is  subject  to  the  market- 
place, as  is  everything  else. 

People  are  mostly  getting  the  care  they  need 
when  they  need  it,  says  Dr.  Schwartz.  We  are 
simply  suffering  from  bad  press.  We  are  paying 
the  price  for  success,  not  failure.  We  now  have 
legalized  abortion,  and  we  can  keep  people  alive 
too  long.  We  need  to  think  more  about  the  qual- 
ity of  the  life  we  are  prolonging. 

Do  you  think  Congress  was  listening?  Hardly. 
We  are  in  for  not  less  control  but  more.  There 
are  many  other  questions  to  be  raised  and  prob- 
lems to  be  solved  than  professional  liability  in- 
surance (see  Dr.  Tom  Nesbitt’s  paper  in  this 
issue).  The  key  question  is  one  which  was  asked 
in  a little  play  which  opened  the  Congress:  “Who’s 
in  Charge?”  Who  is  in  charge  of  the  patient:  the 
administrator,  the  charge  nurse,  the  governing 
board,  the  “team” — or  the  doctor?  With  this  we 
must  ask  another  question:  “Who’s  in  charge  of 
the  doctor?”  There  is  a power  struggle  going  on 
for  this  control — PSRO,  HMO,  NHI,  DHEW, 
Senator  Kennedy,  Congressman  Rogers,  et  al.  In 
spite  of  disclaimers  to  the  contrary,  the  feds  want 
to  call  our  shots. 

By  the  time  you  read  this  a month  from  now, 
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the  malpractice  problem  will  be  solved,  or  it  will 
be  worse.  It  won’t  be  “status  quo.”  The  prob- 
lems of  the  insurance  underwriters  are  real,  in 
that  the  courts  have  taken  the  position  that  mal- 
practice insurance  is  to  compensate  the  unfortu- 
nate rather  than  to  indemnify  the  physician,  and 
now,  more  recently,  the  logical  corollary  that 
there  is  no  statute  of  limitations.  No  underwriter 
can  operate  in  a climate  where  there  are  no 
actuarial  controls. 

The  bills  in  Congress  to  relieve  the  professional 
liability  situation  all  have  hookers.  We  must  be 
very  cautious  in  accepting  legislative  help.  We 
must  be  absolutely  sure  of  what  we’re  buying  and 
what  it  will  cost  us,  or  we  might  find  the  “help” 
to  be  a mess  of  potage. 

JBT 

Hospital  Hospitality  House 

In  Nashville  at  1415  17th  Avenue,  South,  not 
far  from  most  of  Nashville’s  hospitals,  stands  an 
aging  but  still  imposing  gray-painted  stone  resi- 
dence which  as  Hospital  Hospitality  House  has 
been  since  last  June  an  almost  unbelievable  haven 
for  several  hundred  family  members  of  critically 
ill  patients,  primarily  middle-Tennesseans.  Re- 
gardless of  color  or  religious  persuasion  they  have 
had  their  needs  met  not  only  with  a clean  bed 
and  hot  meals,  served  family  style,  but  comfort, 
support,  and  counsel  from  others  with  similar 
problems  and  from  a staff  of  trained  volunteers. 

Hospital  Hospitality  House  is  the  vision  of 
three  young  Nashville  women,  who  conceived  the 
idea  of  a “home  away  from  home”  for  distressed 
families  of  the  critically  ill.  The  vision  became  a 
reality  through  the  determination  and  hard  work 
of  a dedicated  Board  of  Directors.  Because  it  was 
a new,  untried  idea,  it  was  a step  of  faith  to 
believe  that  the  community  would  support  the 
project  and  that  the  concept  could  be  made  to 
work.  It  has  worked,  thanks  to  a capable,  loving, 
energetic  staff  and  a working  Board. 

No  one  knows  better  than  you  the  needs,  phys- 
ical and  otherwise,  of  the  families  of  patients 
who  often  spend  weeks  at  death’s  door,  and  how 
difficult  it  is  to  meet  those  needs.  Weeks  in 
intensive  care  can  rapidly  make  medically  in- 
digent even  relatively  affluent  patients,  particularly 
when  a family  member  must  be  close-by  in  a 
strange  city.  This  means  either  the  expense  of 
living  in  a hotel  or  motel,  or  the  exhaustion  of 
sleeping  in  a chair  for  days  on  end.  Those  who 
have  been  fortunate  enough  to  come  to  Hospital- 
ity House  are  almost  pathetically  grateful.  They 


are  referred  by  social  service  workers  and  chap- 
lains at  the  various  hospitals,  and  the  only  re- 
quirement is  need.  No  mention  is  ever  made  of 
repayment,  yet  it  often  comes  in  various  ways — 
occasionally  in  money,  but  more  often  in  services, 
such  as  needed  maintenance  work  around  the 
house,  or  in  the  replenishing  of  food  stores  and 
the  like.  Many  of  the  guests  have  come  from 
great  distances:  California,  Florida,  Michigan, 
and  even  Kenya,  Africa.  Some  have  returned 
home  with  ideas  of  starting  similar  services  there. 
Serious  local  inquiries  have  come  from  Memphis 
and  Chattanooga. 

As  with  most  things,  there  is  some  bad  news  to 
go  with  the  good  news,  and  the  worst  aspect  of 
the  bad  news,  and  the  one  that  causes  most  pain 
to  the  staff  and  Board,  is  that  on  any  given  night 
there  will  be  a waiting  list  of  at  least  8 or  10 
people.  There  is  simply  no  more  room  in  the 
Inn — not  even  a stable.  Expanded  facilities  are 
desperately  needed.  The  other  item  is  the  matter 
of  funding,  though  the  Board  is  confident  those 
needs  will  be  met. 

The  medical  community  of  Middle  Tennessee 
needs  to  give  maximum  support  to  Hospital  Hos- 
pitality House.  Stop  by  the  House  sometime  and 
visit  with  the  Director,  Beckie  King,  and  see  how 
you  might  help.  You  can.  Those  of  you  in  other 
parts  of  the  state  might  think  of  initiating  a 
similar  service  in  your  own  area.  One  of  the  best 
things  you  can  do  for  the  sick  is  to  see  that  their 
loved  ones  are  adequately  cared  for. 

JBT 

Easter:  From  the  Foundation  of  the  World 

And  I stood  on  the  sand  of  the  sea,  and  I saw  a 
beast  rise  up  out  of  the  sea.  . . . And  all  who 
dwell  upon  earth  shall  worship  him.  whose  names 
are  not  written  in  the  book  of  life  of  the  Lamb 
slain  from  the  foundation  of  the  world. 

Revelation  12:1,8 

Only  the  briefest  description  of  the  crucifixion 
of  Jesus  is  given  us  by  the  writers  of  the  Gospels, 
possibly  because  crucifixion  was  such  a common 
occurrence  that  details  would  have  been  super- 
fluous. But  though  crucifixion  was  a Roman 
invention,  used  to  keep  the  unruly  colonies  in 
line,  a clear  description  of  Jesus’  crucifixion  was 
written  a thousand  years  earlier  by  a man  who 
never  saw  one  in  the  flesh.  The  man  was  David 
the  King,  and  the  description  is  in  Psalm  22. 

For  two  thousand  years  this  event  has  been 
the  cause  of  untold  misery,  as  Christians  in  the 
name  of  the  Prince  of  Peace  have  sought  to 
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avenge  His  death  at  the  hands  of  the  Jews  (when 
in  fact  God  says,  “Vengeance  is  mine.  I will 
repay.”)  Now  the  word  is  out,  from  the  Vatican 
and  from  the  World  Council  of  Churches,  that 
not  the  Jews  but  the  Romans  were  responsible 
for  Jesus’  death.  So  we  can  quit  hating  the  Jews 
and  start  hating  the  Romans. 

In  either  case  the  argument  is  specious.  Jesus 
was  crucified  by  Adam’s  race,  a heritage  shared 
by  Jew  and  Gentile,  and  sentence  was  passed 
on  Jesus  from  the  foundation  of  the  world. 
“Christ  was  once  offered  to  bear  the  sins  of 
many.”  (Hebrews  9:28)  Jesus  forgave  the  Ro- 
mans on  the  grounds  of  their  ignorance,  and 
God’s  relationship  with  the  Jews  has  never  been 
open  to  question.  The  Apostle  Paul  makes  it 
clear  that  salvation  is  of  the  Jews,  and  that  the 
Gentiles  are  ingrafted  for  no  other  reason  than 
to  make  the  Jews  jealous,  in  order  to  turn  them 
back  to  God  and  His  Messiah. 

“Israel  is  holiness  unto  the  Lord,  and  the  first 
fruits  of  His  increase:  all  that  devour  him  shall 
offend;  evil  shall  come  upon  them,  saith  the  Lord. 
[Has  it  not?]  . . . Turn,  backsliding  children, 
saith  the  Lord;  for  I am  married  unto  you:  and 
I will  take  you  one  of  a city  and  two  of  a family, 
and  I will  bring  you  to  Zion.  ...  At  that  time 
they  shall  call  Jerusalem  the  throne  of  the  Lord; 
and  all  nations  shall  be  gathered  unto  it,  to  the 
name  of  the  Lord,  to  Jerusalem.  . . . Return,  ye 
backsliding  children,  and  I will  heal  your  back- 
sliding.” (Jeremiah  2:3;  3:14,  17,  22) 

All  signs  indicate  that  the  time  of  the  Gentiles 
is  drawing  to  a close,  and  the  center  of  history  is 
again  shifting  to  Jerusalem,  where  it  all  began. 
Are  the  Jews  now  being  absolved  from  account- 
ability because  of  recognition  of  our  common 
heritage,  or  because  people  no  longer  care?  It 
could  be  prophetic:  “In  the  last  days,  many  will 
fall  away,  and  the  love  of  many  will  grow  cold.” 
Our  victory  is  in  the  empty  tomb:  “If  Christ  be 
not  risen,  then  our  hope  is  vain,  and  we  are  dead 
in  our  sins” — Jew  and  Gentile! 

“God  sent  His  Son  into  the  world  not  to 
condemn  the  world,  but  that  the  world  through 
Him  might  be  saved.”  Hallelujah! 

JBT 

“More  Is  Better?” 

Behold  a vast  circular  expanse  before  you.  the 
waters  of  which  are  so  extremely  clear  as  to  be 
absolutely  diaphanous  or  transparent  as  the  ether; 
the  margin  of  the  bason  ornamented  with  a great 
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variety  of  fruitful  and  floriferous  trees,  shrubs,  and 
plants,  the  pendant  golden  Orange  dancing  on  the 
surface  of  the  pellucid  waters,  the  balmy  air  vibrat- 
ing with  the  melody  of  the  merry  birds,  tenants  of 
the  encircling  aromatic  grove. 

At  the  same  instant  innumerable  bands  of  fish  are 
seen,  some  clothed  in  the  most  brilliant  colours; 
the  voracious  crocodile  stretched  along  at  full 
length,  as  the  great  trunk  of  a tree  in  size;  the 
devouring  garfish,  inimical  trout,  and  all  the  va- 
rieties of  gilded  painted  bream;  the  barbed  catfish, 
flounder,  spotted  bass,  sheeps  head  and  ominous 
drum;  all  in  their  separate  bands  and  communities, 
with  free  and  unsuspicious  intercourse  performing 
their  evolutions.  . . . See  now  how  gently  they 
rise,  some  upright,  others  obliquely,  or  seem  to  lie 
as  it  were  on  their  sides,  suffering  themselves  to  be 
gently  lifted  or  borne  up  by  the  expanding  fluid 
towards  the  surface,  sailing  or  floating  like  butter- 
flies in  the  cerulean  ether.  . . . 

This  amazing  and  delightful  scene,  though  real, 
appears  at  first  but  as  a piece  of  excellent  painting; 
there  seems  no  medium;  you  imagine  the  picture 
to  be  within  a few  inches  of  your  eyes,  and  that 
you  may  without  the  least  difficulty  touch  any  one 
of  the  fish,  or  put  your  finger  upon  the  crocodile’s 
eye,  when  it  really  is  twenty  or  thirty  feet  under 
water. 

William  Bartram 

In  the  spring  of  1774  William  Bartram,  a 
Philadelphia  naturalist,  set  out  from  Savannah, 
Georgia,  on  a four  year  tour  by  horseback  and 
boat,  chiefly  of  South  Georgia  and  Florida.  His 
sharp  eyes  and  powers  of  observation,  combined 
with  a vivid  style  of  writing,  caused  Samuel 
Taylor  Coleridge  to  refer  to  his  Travels  * pub- 
lished in  1791,  Philadelphia  and  London  in  1792, 
as  the  last  book  “written  in  the  spirit  of  the  old 
travellers.”  It  served  as  an  important  source  of 
ideas  and  images  for  both  Coleridge  and  William 
Wordsworth,  and  as  a descriptive  gem  of  nature  it 
has  seldom  been  equalled. 

Though  the  “crocodiles”  (alligators)  are  miss- 
ing, the  scene  beneath  the  surface  of  the  Silver 
Springs  in  Ocala,  which  probably  are  a few  miles 
west  of  the  ones  described  by  Bartram,  could  not 
be  too  different  from  that  which  met  the  eyes  of 
the  naturalist  two  hundred  years  ago.  Otherwise, 
he  might  have  a hard  time  recognizing  it  today. 
In  fact,  it  is  a different  place  from  the  one  I 
visited  several  times  thirty  to  forty  years  ago — 
not  necessarily  worse,  but  different. 

Bartram's  groves  and  birds  are  still  there,  and 
the  view  across  the  lake  from  the  boat  dock  or 
from  the  quay  which  extends  along  the  river  for 
perhaps  a quarter-mile  or  so,  gives  little  evidence 
of  human  interference,  except  for  the  occasional 
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passage  of  one  of  the  glass-bottomed  boats.  On 
the  grassy  “civilized”  side  one  is  surrounded  by 
plantings  of  azaleas,  oleanders,  and  many  exotic 
plants,  certainly  more  varied  than  what  Bartram 
found.  Squirrels,  numerous  and  very  bold, 
scamper  up  and  down  the  palm  trees.  The  water 
surface  is  periodically  disturbed  by  the  slow- 
moving  boats,  and  sometimes  by  fish  striking 
bread  fragments  tossed  in  by  people  standing  on 
the  quay,  but  this  distorts  the  underwater  image 
only  briefly.  When  peace  is  restored,  a look  into 
the  crystal  clear  water  reveals  multitudes  of 
brightly  colored  fish  appliqued  over  the  rapidly 
receding  variegated  blue  to  pearly  white  bottom, 
where  the  often  huge  bass  and  catfish  rest. 

Man’s  presence  in  nature  can  be  either  enno- 
bling or  degrading.  Though  Bartram  spent  little 
space  dwelling  on  it,  and  although  the  Florida 
climate  and  terrain  are  among  the  more  friendly 
the  world  has  to  offer,  the  country-side  he  traveled 
was  clogged  with  debris  and  inhabited  by  un- 
friendly “critters.”  Now  the  alligators  and  the 
debris  are  gone,  and  what  is  left  is  a very  lovely 
garden,  which  has  preserved  the  best  of  the  area’s 
natural  assets  while  adding  imported  flowers  and 
shrubs.  The  snakes  are  all  in  a tastefully  designed, 
well  hidden  herpetarium,  instead  of  wriggling 
around  loose.  But  just  across  the  street  (merci- 
fully unseen  from  within  the  park)  is  a large 
replica  of  a space  rocket,  advertising  an  amuse- 
ment park,  and  the  roadside  is  a morass  of 
motel  and  restaurant  signs. 

Perhaps  much  of  our  problem  with  conserva- 
tion and  preservation  stems  from  what  would 
seem  to  be  a basic  belief  of  man  that  “more  is 
better:”  “subdue”  equals  “exploit”  (equals  “de- 
stroy”). If  pavement  is  good,  for  example,  let’s 
pave  the  world.  Granted  that  a sign  is  necessary 
to  identify  a building  as  a motel,  a big  sign  must 
therefore  be  better  for  bringing  in  more  business, 
and  only  a whole  string  of  billboards  along  the 
road  will  bring  in  enough  business.  It’s  like  going 
after  a mosquito  with  an  elephant  gun  in  a room 
full  of  art  treasures,  and  it  should  insult  our 
intelligence  that  there  are  those  who  think  it 
necessary. 

It  saddens  me  that  it  just  might  be. 

JBT 


*Van  Doren.  Mark  (editor)  Travels  of  William 
Bartram  through  North  and  South  Carolina.  Georgia, 
and  East  and  West  Florida.  Macy-Macius,  New  York, 
1928.  Reprinted  by  Dover  Publications. 


Conference  on  Disabled  Physicians 


An  Open  Letter  From  The  President  of  The  AM  A 
Dear  Physicians: 

The  existence  and  consequences  of  emotional  and 
psychological  illness  in  physicians,  as  well  as  of  patho- 
logical conditions  that  may  impair  the  doctor’s  judg- 
ment and  skill,  are  issues  of  paramount  concern  to 
the  medical  community. 

Organized  medicine,  by  virtue  of  its  professional 
commitment  to  the  public  welfare,  must  now  work 
toward  developing  a more  viable  strategy  of  identi- 
fying and  guiding  those  physicians  who  have  become 
disabled  because  of  mental  disorders,  alcoholism  or  drug 
dependence. 

The  American  Medical  Association,  through  its  De- 
partment of  Mental  Health,  will  sponsor  this  spring  a 
milestone  national  conference  dealing  with  the  dis- 
abled physician.  We  sincerely  hope  that  many  of  you 
can  attend. 

This  meeting  will  be  held  in  San  Francisco  at  the 
St.  Francis  Hotel  on  April  11-12.  It  will  focus  on  the 
issues  of  motivating  the  disabled  physician  to  seek 
advice  and  treatment,  and  exploring  alternative  pro- 
cedures to  insure  the  effective  treatment,  rehabilitation 
and  disciplinary  action,  when  necessary,  of  the  disabled 
physician. 

Another  charge  of  the  conference  will  be  to  examine 
various  options  for  legislative  support,  including  AMA's 
“Disabled  Physicians  Act.”  As  many  of  you  may 
know,  the  AMA  has  developed  model  legislation  in  the 
form  of  a uniform  state  law.  The  approach  taken 
through  this  draft  bill  is  preventive  rather  than  punitive. 
What  is  really  intended  is  to  find  and  treat  the  physicians 
with  these  kinds  of  disabilities. 

Failing  other  more  informal  procedures,  the  model 
legislation  provides  for  restriction,  suspension  or  revoca- 
tion of  a practitioner’s  license  for  reasons  arising  out 
of  physical  or  mental  illness. 

Alcoholism  and  drug  addiction  in  physicians,  for  ex- 
ample, often  emerge  as  problems  of  significant  human 
tragedy  and  professional  devastation.  Now  is  a critical 
point  in  medical  history  for  us  to  assume  and  exercise 
our  full  responsibility  in  providing  competent  care  to 
patients.  Accountability  within  the  profession's  ranks 
and,  more  importantly,  for  the  public  welfare  has  long 
been  organized  medicine’s  professional  commitment  as 
the  healers  in  society. 

Therefore,  we  hope  you  can  participate  at  this  land- 
mark meeting.  For  more  specific  information  concern- 
ing the  conference,  we  urge  you  to  contact  AMA's 
Department  of  Mental  Health. 

Sincerely  yours, 

Malcolm  C.  Todd,  M.D. 

President 
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American  Physicians  Art  Association 

To  the  Editor: 

We  would  like  to  invite  our  medical  colleagues  to 
become  members  of  our  national  non-profit  organiza- 
tion, The  American  Physicians  Art  Association,  which 
is  dedicated  to  furthering  art  interests  of  the  medical 
profession;  to  broadening  the  physician’s  knowledge  and 
appreciation  of  the  past  and  present;  to  stimulating 
physician  artists  to  produce  works  of  art  in  the  fields 
of  painting,  sculpture,  photography,  graphic  arts,  design 
and  creative  crafts;  to  holding  a national  annual  exhibi- 
tion of  physicians’  art  works;  and  to  stimulating  regional 
art  exhibitions  of  physicians’  works  at  local,  state  and 
specialty  meetings. 

Our  art  exhibit  is  held  annually  in  conjunction  with 
the  annual  meeting  of  the  American  Medical  Associa- 
tion. The  APAA  has  a membership  which  extends 
across  the  entire  United  States,  Canada  and  Latin 
America.  Every  state  in  the  Union  is  represented 
through  a Regional  Director.  It  is  the  hope  of  the 
APAA  to  establish  a central  photographic  archive  of 
its  members’  art  works,  to  be  used  for  year  round  press 
and  magazine  publicity  in  the  physicians’  home  towns  as 
well  as  nationally. 

You  do  not  necessarily  have  to  be  currently  engaged 
in  any  art  activity  to  become  a member.  We  also 
welcome  the  support  of  anyone  interested  in  furthering 
physicians’  art  in  America,  as  our  organization  is  totally 
supported  by  the  members  and  friends  of  the  APAA. 
The  types  of  membership  are: 


Life  Sponsor  Membership 

$200.00 

Sponsor  Membership 

30.00 

Regular  Membership 

15.00 

Associate  Membership  (for  Medical 

students,  interns  and  residents) 

5.00 

you  are  interested  in  becoming  a 

member,  or 

you  wish  further  information,  please  contact  the  Presi- 
dent of  APAA,  Victor  C.  Laughlin,  M.D.,  3270  Green 
Road,  Cleveland,  Ohio  44122. 

Victor  C.  Laughlin,  M.D.,  F.A.C.S. 

President 

Dust  Mite  Control 

To  the  Editor: 

The  Agricultural  Biology  Division,  Agricultural  Ex- 
periment Station,  UT  College  of  Agriculture,  has  been 
at  the  forefront  internationally  in  research  on  house 
dust  mites.  . . . Last  May  '74  saw  our  collaborative 
work  with  UT  College  of  Liberal  Arts,  Entomology 
Division  published  in  our  best  Allergy  journal.  . . . 

Meanwhile,  others  have  been  publishing  their  work. 
. . . In  all  cases,  work  has  gone  forward  on  the  mite 
fauna  of  households  at  floor  level,  in  bedcovers,  sofas 
and  upholstery,  pillows  and  mattresses.  We  now  have 
data  from  England  quite  clearly  showing  that  one  genus 
— Dermatophagoides — accounts  for  over  half  of  all 
pediatric  asthma  seen  in  Leeds.  . . . 

We  now  are  able  RIGHT  NOW  to  advise  homeowners, 
families  with  asthmatic  children  or  adults,  and  persons 
with  known  mite  allergic  syndromes  (asthma,  coryza, 
eczema)  as  to  positive  environmental  modification 
which  will  minimize  their  respiratory  or  skin  damage. 

Enclosed  is  a protocol  ( printed  below — Ed). 
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Our  method  (Shamiyeh,  NB  et  al:  Isolation  of  Mites 
from  House  Dust.  ./  Econ  Entomol,  64:53-55,  1971)  is 
much  the  fastest  published:  60  minutes  from  collected 
dust  to  final  quantitative  mite  count.  It  gives  also  by 
far  the  highest  counts  of  any  method,  and  is  most 
reproducible,  in  our  hands. 

Sincerely, 

Robert  P.  Hornsby,  M.D. 

Protocol  for  Dust  Mite  Control 

Suggested  use: 

1 ) High  mite  counts  found  in  April  thru  October 
collection  exceeding  1000  mites  per  Gram  dust 
(bed,  couch,  carpet)  by  method  of  Shamiyeh  et 
al.  (See  reference  in  letter  above — Ed). 

2)  Family  member  with  known  dust  mite  allergy 
(atopic  response  to  skin  test  with  commercially- 
available  mite  antigens). 

3 ) Family  member  with  asthma  or  other  respiratory 
inflammation  or  skin  allergic  response  to  house 
dust  (dust  mites  are  responsible  in  60%  of  dust 
allergy  in  our  studies). 

April  through  October  Protocol 

Rationale:  30  days  from  egg  to  adult;  30  days  for 
egg  to  hatch  under  optimal  conditions  of 
temperature  & humidity  in  beds,  pillows, 
upholstery,  or  rugs  and  carpets.  This  is 
the  “growing  season’’  when  mite  popula- 
tion densities  are  on  the  rise,  in  all 
houses.  Mites  are  present  in  ALL  houses 
houses  and  in  ALL  beds,  and  wherever 
human  dander  can  be  found,  given 
proper  temperature  and  high  humidity, 
and  NO  U-V  light. 

1 ) Unless  there  is  pollen  allergy,  sun  pillows  and 
bedding  weekly.  This  goes  also  for  sleeping  bags, 
area  rugs,  and  loose  “throws.”  Option:  spin  in 
hot  clothes  dryer  weekly.  If  washable,  launder 
weekly  with  any  detergent  or  soap.  If  dry-clean- 
able,  send  MONTHLY  to  cleaners. 

2)  Use  mineral  spirits  and  fresh  pastewax  every  60 
days  on  hardwood  floors. 

On  asphalt  tile,  vinyl  and  linoleum,  use  ammonia 
solutions.  NOTE:  the  above  are  surface-active 

and  apt  to  irritate  membranes  already  inflamed; 
they  dehydrate  and  they  kill  mites  readily.  They 
also  make  asthma  worse,  and  make  eczema  worse. 
The  healthy  family  members,  not  the  sick  patient, 
should  use  these  methods. 

3)  At  lowest,  dampest  areas  in  the  house,  operate 
dehumidifiers  continuously,  and  empty  often. 

If  out-of-reach  of  small  children,  use  mothballs  or 
moth  crystals  in  strategic  locations  in  all  rooms. 
But  first  ask  your  physician  if  this  is  safe  for  your 
own  family.  Rarely,  genetic  poisoning  from  moth- 
balls can  occur:  with  abnormal  hemoglobin  forma- 
tion. 

Every  week,  especially  fall,  winter  and  spring,  protocol: 

Rationale:  Remove  human  dander,  food  crumbs, 
dust  fibres  with  their  adherent  mite  secre- 
tions. 
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1 ) On  every  bed  in  use,  cover  pillow  and  mattresses 
and  innersprings  with  plastic  cases,  air-tight.  Mat- 
tress pad,  then  bottom  sheet,  etc.  Two  pillowcases 
(to  separate  cheek  from  plastic  case)  on  every 
pillow.  Launder  all  sheets,  mattress  pads  and 
pillowcases  weekly. 

2)  Vacuum  daily  all  surfaces:  beds,  upholstery, 

floors,  carpets,  rugs.  Mothball  in  every  vacuum 
bag  at  first.  Empty  when  half  full,  or  new  bag. 


BYKIN,  JAMES  T.,  February  4,  1975.  Age  66.  1938 
Graduate  of  Vanderbilt  Medical  School.  Member  of 
Rutherford  County  and  Stones  River  Academy  of 
Medicine. 

SPANGLER.  GEORGE  E.,  January  29,  1975.  Age  78. 
1923  Graduate  of  Emory  University  Medical  College. 
Member  of  West  Tennessee  Consolidated  Medical 
Assembly. 

VAUGHAN,  WILLIAM  O.,  January  19,  1975.  Age  69. 
1932  Graduate  of  Vanderbilt  School  of  Medicine.  Past 
President  of  TMA.  Member  and  Past  President  of  Nash- 
ville Academy  of  Medicine. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association. 

BUFFALO  RIVER  VALLEY  MEDCAL  SOCIETY 

Neil  Jay  Kellman,  M.D.,  Hohenwald 
James  A.  Meeks,  M.D.,  Parsons 

KNOX  COUNTY  MEDICAL  SOCIETY 

John  Harrison  Cooper.  M.D..  Knoxville 
Richard  A.  Fogle,  M.D..  Knoxville 
Warren  Guffin.  M.D.,  Knoxville 
Douglas  K.  Hembree,  M.D..  Knoxville 
James  E.  Henry,  Jr.,  M.D..  Knoxville 
Stephen  H.  King.  M.D..  Knoxville 
Carl  L.  Mathews,  M.D..  Knoxville 
Donald  E.  Mitchell,  M.D.,  Knoxville 
J.  Tucker  Montgomery,  M.D..  Knoxville 
Donald  T.  Neblett,  M.D.,  Knoxville 
Preston  V.  Phelps,  Jr.,  M.D.,  Knoxville 
Christopher  D.  Prater,  M.D.,  Knoxville 
Gilbert  W.  Pratt,  M.D.,  Knoxville 
Stephen  C.  Prinz,  M.D.,  Knoxville 
William  R.  Sullivan,  M.D..  Knoxville 
Doris  K.  Thomson.  M.D.,  Knoxville 
Vincent  B.  Tolley,  M.D.,  Knoxville 
James  D.  Yates,  M.D..  Knoxville 


MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Lynn  A.  Drake.  M.D..  Memphis 
Nancy  E.  Holland,  M.D..  Memphis 
Ronald  E.  Hubbard,  M.D..  Memphis 
Alan  I.  Mandell,  M.D.,  Memphis 
Carolyn  Ann  C.  Price,  M.D.,  Memphis 
Charles  E.  Stallings,  M.D..  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

M.  Lawrence  Berman.  M.D.,  Nashville 
Doran  D.  Edwards,  M.D.,  Nashville 
Charles  T.  Faulkner,  M.D.,  Nashville 
Allen  B.  Harvin,  M.D.,  Nashville 
Harold  Jordan,  M.D.,  Nashville 
Charles  E.  Morton,  III,  M.D.,  Nashville 
Denis  M.  O'Day,  M.D..  Nashville 
Jerry  E.  Puckett,  M.D.,  Nashville 
Ron  N.  Rice,  M.D.,  Nashville 
Brent  A.  Soper,  M.D.,  Nashville 
Phillip  J.  Walker,  M.D.,  Nashville 


program/  and  new/  of 
medical  rode  lie/ 


Knoxville  Academy  of  Medicine 

The  Academy  met  on  February  11th  at  the  KAM 
Headquarters  Building.  The  E Club  met  at  6:00  p.m. 
followed  by  the  fourth  annual  Larry  Southworth 
Memorial  Lecture  at  8:00  p.m.  in  the  Academy  Audi- 
torium. Dr.  Paul  F.  Wehrle,  Hastings  Professor.  Depart- 
ment of  Pediatrics,  University  of  Southern  California 
Medical  School,  spoke  on.  “Concepts  of  Eradication  of 
Disease.” 

Marshall  County  Medical  Society 

The  Society  met  at  the  Lewisburg  Community  Hos- 
pital Conference  Room  on  January  20. 

The  scientific  portion  of  the  program  consisted  of  a 
workshop  on  hypertension  with  a MedCom  movie  and 
monograph  on  Hypertension  Management  for  the 
Practicing  Physician. 


national  new/ 


THIS  MONTH  IN  WASHINGTON 
(From  Washington  Office,  AMA) 

The  94th  Congress,  which  numbers  within  its 
ranks  the  largest  group  of  Democratic  freshmen 
representatives  to  have  crossed  the  Potomac  in  a 
generation,  has  quickly  proved  that  it  has  a will 
of  its  own  and  a flagrant  disregard  for  the  tradi- 
tion of  seniority. 

But  what  legislative  inklings  this  tumultous  re- 
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organization  of  the  Congress  holds  for  medicine 
is  still  far  from  clear. 

Saddled  with  grave  economic  problems,  Presi- 
dent Ford  stated  unequivocally  that  his  Adminis- 
tration will  not  introduce  a national  health  insur- 
ance measure  (NHI)  in  the  first  session  of  this 
Congress.  Making  it  painfully  clear  in  his  State 
of  the  Union  message  that  the  Congress  was  also 
saddled  with  grave  economic  problems,  the  Presi- 
dent also  said  that  he  would  veto  any  approved 
new  spending  programs  other  than  those  con- 
cerned with  energy. 

The  President’s  stand  would  seem  to  make  it 
difficult  indeed  for  Democratic  liberals  to  get  a 
NHI  bill  enacted  this  year,  despite  the  enormous 
pressures  from  Labor  that  some  of  them  feel. 

On  the  other  side  of  the  picture,  however, 
House  Speaker  Carl  Albert  (D-Okla.)  in  his 
party’s  formal  reply  to  the  President’s  State  of 
the  Union  message,  urged  the  President  to  re- 
consider his  apparent  threat  to  veto  NHI  this 
year.  Albert  said  NHI  merits  high  priority. 

Other  top  members  of  the  Democratic  leader- 
ship in  both  houses  have  gone  on  record  as 
favoring  NHI  this  year,  including  A1  Ullman  (D- 
Ore.)  who  has  replaced  Wilbur  Mills  as  Chairman 
of  the  House  Ways  and  Means  Committee. 

During  the  organization  of  the  94th  Congress, 
the  House  Ways  and  Means  Committee  was  ex- 
panded from  25  to  37  members — largely  through 
the  addition  of  liberals — and  for  the  first  time 
subcommittees  were  established,  four  in  number. 

Chairman  of  the  new  Ways  and  Means  sub- 
committee on  health  is  Rep.  Dan  Rostenkowski 
(D-Ill.).  Apparently  determined  to  make  a name 
for  himself  in  the  health  field,  the  Chicago  Dem- 
ocrat has  declared,  “I  see  my  role  not  as  a 
proponent  of  an  individual  point  of  view,  but 
rather  as  that  of  a concensus-builder — one  who 
will  try  to  resolve  the  differences  that  presently 
block  the  passage  of  this  landmark  program.” 

Rostenkowski  said  his  13  member  panel  will 
start  work  on  health  legislation  immediately  fol- 
lowing Ways  and  Means’  deliberations  on  the 
President’s  Emergency  Energy  and  Tax  message. 

“Although  regular  meetings  of  my  committee 
won’t  begin  until  the  early  spring,”  he  said,  “I 
hope  that  the  other  committee  members  will 
review  the  considerable  materials  that  are  now 
available  on  this  subject  in  order  that  in  the 
spring  we  can  begin  in  earnest. 

“At  the  present  time,  over  $100  billion  is  spent 
annually  on  the  health  care  of  the  American  peo- 
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pie,  thus,  any  legislation  that  seeks  to  significantly 
alter  both  the  financing  and  the  delivery  of  that 
health  care  will  have  to  be  developed  with  an 
acute  sensitivity  of  the  many  diverse  problems 
involved.  Equally  as  important  in  changing  the 
present  system  of  health  care,  we  must  also  be 
concerned  with  the  4.4  million  Americans  who 
are  employed  in  this,  the  nation’s  third  largest 
industry.” 

Shortly  after  making  this  statement,  Repre- 
sentative Rostenkowski  announced  the  formation 
of  an  Advisory  Panel  of  National  Health  Insur- 
ance— “a  group  from  whom  the  subcommittee 
can  draw  expert  information  and  advice  for  use  in 
its  work  on  national  health  insurance.” 

The  subcommittee  chairman’s  statement  con- 
tinued: “The  passage  on  national  health  insur- 

ance legislation  is  a must,  but  most  important  of 
all,  it  must  be  sound,  workable  legislation.  The 
people  who  have  agreed  to  serve  on  this  Advisory 
Panel  are  recognized  experts  on  various  issues 
which  the  Subcommittee  will  have  to  resolve  and 
should  contribute  much  to  our  work.” 

The  list  of  panel  members,  however,  was  not 
immediately  released. 

The  parade  of  national  health  insurance  bills 
has  begun.  Senator  Kennedy  and  Representative 
James  Corman,  (D-Calif.)  have  introduced 
Labor’s  Health  Security  Act,  essentially  last  year’s 
Labor  NHI  measure  calling  for  complete  federal 
financing  of  health  care  for  all  at  a price  tab 
of  $85  billion  plus.  Kennedy’s  action  signified 
that  he  will  again  be  the  standard  bearer  of  the 
Labor  plan  despite  some  coolness  after  the 
Senator  last  year  supported  a compromise  plan 
drafted  with  Representative  Wilbur  Mills,  (D- 
Ark.).  The  American  Hospital  Association’s 
“Ameriplan”  calling  for  health  care  corporations 
centered  on  hospitals  as  the  focus  of  the  health 
care  delivery  system  has  been  dumped  in  the 
hopper  sponsored  anew  by  Chairman  A1  Ullman, 
(D-Ore.)  of  House  Ways  and  Means  and  as- 
signed the  coveted  H.R.  1 legislative  number. 

It  seems  certain  that  a new  version  of  the 
Senator  Russell  Long,  (D-La.)  and  Senator 
Abraham  Ribicoff  (D-Conn.)  proposal  for 
“catastrophic”  NHI  will  also  be  introduced. 

There  are  some  who  believe  that  due  to  the 
faltering  economy,  the  Long-Ribicoff  proposal  will 
draw  more  attention  than  it  did  in  the  last  Con- 
gress. With  unemployment  rising,  the  “cata- 
strophic” proposal  could  gain  political  popularity 
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with  its  obvious  advantages  to  hard-strapped 
families. 

And  then  there  will  be  an  entry  from  the 
American  Medical  Association.  Not  yet  ready 
for  introduction,  the  AMA  proposal  may  contain 
some  changes  from  its  Medicredit  bill  of  last  year. 

The  AMA  House  of  Delegates  at  the  Portland 
meeting  last  December  gave  the  Board  of  Trustees 
a vote  of  confidence  for  its  efforts  to  develop  new 
approaches  to  national  health  insurance  which 
maintain  traditional  AMA  goals. 

The  House  at  Portland  also  adopted  a Board 
report  containing  basic  guidelines  for  national 
health  insurance  deliberations. 

The  guidelines  include  minimum  federal  in- 
volvement in  the  administration  of  any  national 
health  insurance  program;  state  jurisdiction  for 
licensure  of  physicians  and  regulation  of  insur- 
ance; no  Social  Security  tax  financing  and  ad- 
ministration of  any  program;  funding  through 
federal  revenues,  state  revenues,  and  private 
funds,  including  employer-employee  contribu- 
tions, for  private  health  insurance;  comprehensive 
coverage  for  basic  and  catastrophic  needs;  and 
the  maintenance  of  pluralism  in  health  delivery. 

Additionally,  AMA  President  Dr.  Malcolm 
Todd  has  been  quoted  in  the  press  as  saying  the 
objective  of  his  organization’s  new  national  health 
insurance  proposal  will  be  to  make  it  more  flexi- 
ble, while  at  the  same  time  maintaining  certain 
basic  precepts. 

5jC  5jC 

Other  changes  have  been  made — with  more  still 
to  come — in  the  structure  of  congressional  com- 
mittees of  interest  to  medicine,  though  none  quite 
so  spectacular  as  the  re-vamping  of  the  House 
Ways  and  Means  Committee. 

The  Senate  health  leadership  lineup  should  be 
much  the  same  this  year.  Chairman  Russell  Long 
of  the  Senate  Finance  Committee  will  be  the 
dominant  man  in  NHI,  and  Senator  Herman 
Talmadge,  (D-Ga.),  Chairman  of  Finance’s 
Health  Subcommittee,  is  slated  to  be  heard  from 
increasingly.  Senator  Edward  Kennedy  again  will 
be  Chairman  of  the  Health  Subcommittee  of 
Senate  Labor  and  Public  Welfare  which  is  led 
by  Sen.  Harrison  Williams,  (D-N.J.). 

Representative  Paul  Rogers,  (D-Fla.)  is  in 
line  to  continue  as  head  of  the  powerful  Health 
Subcommittee  of  the  House  Commerce  Commit- 
tee and  to  be  even  more  influential  in  the  94  th 
Congress  due  to  the  transfer  of  some  health 
jurisdiction  from  Ways  and  Means.  Rogers  is 


sure  to  carve  out  a sizable  chunk  of  any  NHI 
program  for  his  purview. 

Representative  Harley  O.  Staggers,  (D-W. 
Va.),  Chairman  of  the  full  Commerce  Commit- 
tee, was  defeated  in  a bitter  battle  by  Repre- 
sentative John  E.  Moss,  (D-Calif.),  for  the 
chair  of  the  Special  Subcommittee  on  Investiga- 
tions. Moss  has  said  he  plans  hearings  on  matters 
under  the  jurisdiction  of  the  committee,  includ- 
ing health. 

Hs 

Before  the  dust  had  settled  from  the  skirmish- 
ing involved  in  the  organization  of  the  Congress, 
plans  were  being  mapped  for  health  legislative 
action.  The  House  Commerce  Subcommittee  on 
Health  is  slated  to  take  up  quickly  the  two 
health  bills  vetoed  late  last  year  by  President 
Ford — providing  aid  for  Nurses  Training  and  the 
$1.8  billion  measure  authorizing  community  men- 
tal health  centers,  neighborhood  health  centers, 
and  the  like. 

Sen.  Edward  Kennedy,  chief  of  the  Senate 
Health  Subcommittee,  has  introduced  both  bills 
in  a single  package  and  defied  another  veto.  Not 
known  is  whether  Congress  will  attempt  to  modify 
the  measures  to  forestall  a veto. 

The  House  and  Senate  Health  Subcommittee 
also  are  slated  to  take  up  early  the  Health  Man- 
power measure  which  collapsed  in  the  final  days 
of  the  last  session.  The  Administration  is  still 
working  on  a new  proposal.  Kennedy  is  expected 
to  make  another  pitch  for  his  sweeping  bill  re- 
quiring compulsory  federal  service  for  young 
physicians  and  the  licensing  and  re-licensing  of 
physicians. 

❖ ❖ ❖ 

Medical  liability  is  emerging  as  a hot  topic  on 
Capitol  Hill  this  year.  The  Senate  Health  Sub- 
committee will  hold  mid-March  hearings  on  a 
bill  sponsored  by  Kennedy  and  Sen.  Daniel 
Inouye,  (D-Hawaii)  embodying  a no-fault  ap- 
proach plus  arbitration.  A controversial  section 
requires  physicians  who  wish  to  be  included  un- 
der the  program  to  have  their  practice  reviewed 
by  Professional  Standards  Review  Organizations 
and  reside  in  states  with  licensure  and  relicen- 
sure laws.  Representative  Dan  Rostenkowski, 
Chairman  of  the  Health  Subcommittee  of  Ways 
and  Means,  has  submitted  a bill  calling  for  a 
federal  study  of  the  problem.  Sen.  Gaylord 
Nelson,  (D.-Wis.)  has  a bill  establishing  a fed- 
erally administered  program  of  reinsurance  to 
protect  companies  against  catastrophic  claims. 
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affiliation  between  the  University  of  Tennessee’s 
Center  for  Health  Sciences,  Memphis,  and 
Jackson-Madison  County  General  Hospital. 


edical  new/ 
ne 


Memorial  Hospital  Directors  Approve 
Medical  School  Affiliation 

The  board  of  directors  of  Johnson  City  Me- 
morial Hospital  Inc.  has  approved  an  affiliation 
agreement  with  the  East  Tennessee  State  Uni- 
versity College  of  Medicine. 

The  JCMH  medical  staff  unanimously  approved 
the  affiliation  agreement,  according  to  Dr.  C.  E. 
Allen,  chairman  of  the  medical  staff.  Gene  Clark, 
administrator  of  the  hospital  said,  “the  hospital 
is  looking  forward  to  the  development  of  a 
mutually  beneficial  agreement  with  the  college  of 
medicine  in  order  to  improve  health  care  for 
citizens  of  this  region  and  the  state  of  Tennessee.” 

The  hospital  has  appointed  a medical  staff 
committee  under  the  chairmanship  of  Dr.  Ben 
Hall  to  assist  the  college  of  medicine  in  devel- 
oping the  educational  programs.  Similar  affilia- 
tion agreements  are  pending  with  Holston  Valley 
Community  Hospital  in  Kingsport  and  Bristol 
Memorial  Hospital. 


Arthritis  Center  Opens  at  Erlanger 

A regional  arthritis  treatment  and  research 
center  to  serve  residents  of  14  counties  in  the 
tristate  area  has  been  opened  at  Erlanger  Hos- 
pital. The  center  was  developed  by  a nonprofit 
group  organized  several  months  ago  and  will 
provide  comprehensive  care  for  arthritics  while 
serving  as  a base  for  professional  and  lay  educa- 
tion and  research. 

Dr.  Stanley  B.  Kaplan,  professor  of  medicine, 
section  of  rheumatology,  of  the  UT  College  of 
Medicine,  serves  as  consultant  for  the  center. 


New  Residency  Program 
Underway  In  Jackson 

Jackson's  newly  established  family  practice 
residency  program  is  the  first  step  toward  build- 
ing a clinical  education  center  and  possibly  the 
solution  to  physician  distribution  problems  in 
West  Tennessee.  Dr.  Blair  Erb,  chairman  of 
Jackson-Madison  County  General  Hospital’s 
education  committee  whose  members  have 
worked  closely  in  the  planning  of  the  residency 
program,  said  eventually  24  residents  will  be  in 
training  in  the  three-year  program. 

Jackson’s  residency  program,  one  of  several 
across  Tennessee,  was  established  through  an 


pei/onckl  new  / 


DR.  JERRY  FRANKLIN  ATKINS.  Huntingdon,  has 
completed  requirements  to  retain  membership  in  the 
American  Academy  of  Family  Physicians.  Others  meet- 
ing these  continuing  education  standards  are:  DR. 

JAMES  TURNER  DeBERRY,  Cookeville;  DR.  FRANK 
S.  McKNIGHT,  Somerville;  DR.  JOHN  EDWARD 
OUTLAN,  Collierville;  DR.  WILL  G.  QUARLES,  JR. 
of  Livingston;  DR.  JOHN  MARVIN  ROE,  Carthage; 
DR.  JAMES  S.  RUFFIN.  JR.  from  Covington;  DR. 
J.  RAY  SMITH  of  Paris;  DR.  JOHN  LOUIS  SONNER, 
II,  Sevierville;  and  DR.  HERBERT  P.  WHITTLE,  JR. 
of  Etowah. 

DR.  JOSEPH  COOPER.  Kingsport,  has  been  elected 
secretary-treasurer  of  the  Holston  Valley  Hospital.  DR. 
PAUL  WHITE  was  elected  president-elect. 

DR.  MARY  D.  CRAGAN,  Maryville,  has  accepted  a 
position  of  clinical  physician  with  the  Knox  County 
Health  Department. 

DR.  LLOYD  C.  ELAM,  Nashville,  is  one  of  10  medical 
educators  and  researchers  to  receive  1975  Awards  for 
Distinguished  Achievement  from  Modem  Medicine,  a 
national  medical  journal.  Dr.  Elam  was  cited  “for  his 
efforts  to  adapt  medical  education  to  social  change  and 
his  dedication  to  bringing  minority  students  into  the 
profession.” 

DR.  JOSEPH  I.  GARCIA.  JR.,  Knoxville,  was  ap- 
pointed to  command  a Naval  Regional  Medical  Center, 
which  is  being  established  in  Knoxville. 

DR.  CATHERINE  A.  GILREATH,  Sevierville  and 
DR.  ROBERT  L.  RUBRIGHT,  Knoxville,  have  been 
elected  to  the  board  of  directors  of  Planned  Parenthood 
Association  of  Knox  County. 

DR.  C.  D.  HAWKES,  Memphis,  has  been  named  Chief 
of  Methodist  Hospital. 

DR.  HAL  HENARD,  Greeneville,  has  been  appointed 
to  the  State  Board  of  Education. 

DR.  R.  H.  HUTCHESON.  Franklin,  has  announced  his 
resignation  as  director  of  the  Williamson  County  Health 
Department. 

DR.  JOEL  F.  JOHNSON,  Crossville,  has  moved  his 
practice  to  White  County  at  Sparta. 

DR.  HAROLD  W.  JORDAN,  Nashville,  has  been  ap- 
pointed Commissioner  of  the  Tennessee  Department  of 
Mental  Health. 

DR.  JOHN  E.  KESTERSON,  Knoxville,  has  been  in- 
stalled as  chief  of  staff  at  University  Hospital.  DR. 
MONTE  BIGGS,  Knoxville,  was  installed  as  secretary 


248 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


and  DR.  FREEMAN  L.  RAWSON,  also  of  Knoxville,  Apr.  6-10 
was  named  chief  elect. 


American  Association  of  Neurological 
Surgeons,  Americana,  Miami  Beach 


DR.  C.  WINDOM  KIMSEY,  Chattanooga,  has  assumed 
the  presidency  of  the  Chattanooga-Hamilton  County 
Medical  Society.  DR.  PAUL  E.  HAWKINS,  Chatta- 
nooga. was  named  secretary-treasurer. 

DR.  JOHN  H.  KINSER,  Morristown,  has  been  re-elected 
for  a one  year  term  as  medical  examiner. 

DR.  JOHN  H.  L.  MARSHALL,  Knoxville,  recently 
spoke  to  the  Knox  County  Alcoholic  Rehabilitation  Ad- 
visory and  Study  Commission. 

DR.  A.  J.  MOSRIE,  Kingsport,  has  been  appointed  chief 
of  surgery  at  Indian  Path  Hospital.  DR.  ROBERT  H. 
WILLIAMS  was  named  chief  of  medicine. 

DR.  JOE  E.  TITTLE,  Oak  Ridge,  has  been  re-elected 
Chairman  of  the  Board  of  the  Tennessee  Hospital  Edu- 
cation and  Research  Foundation. 

DR.  R.  B.  TURNBULL,  Memphis,  was  recently  hon- 
ored by  his  co-workers  in  the  medical  field  for  his  long 
time  service  in  public  health. 

DR.  JOSEPH  VONALMEN,  Lewisburg,  has  been 
elected  chief  of  staff  of  Lewisburg  Community  Hospital. 

DR.  DWIGHT  R.  WADE,  JR.,  Knoxville,  has  been 
named  winner  of  the  Downtown  Sertoma  Club’s  Service 
to  Mankind  award. 

DR.  LEE  WILLIAMS,  Knoxville,  has  been  reelected 
president  of  the  Knoxville  Neighborhood  Health 
Service. 


announcement/ 


CALENDAR  OF  MEETINGS 


Apr.  7-11 
Apr.  9-12 
Apr.  13-14 

May  1-3 

May  1-3 
May  1-4 

May  5-6 
May  5-8 
May  5-9 
May  7 
May  8-10 

May  9-10 
May  11-15 


American  College  of  Physicians,  San 
Francisco 

American  Gynecological  Society,  Del 
Coronado,  Coronado,  California 

American  College  of  Physicians,  Hawaii, 
Regional  Meeting  (Combined  with  the 
ACP  Post-Convention  Tour)  Honolulu 

American  Cancer  Society’s  National  Con- 
ference on  Advances  in  Detection  and 
Diagnosis  of  Cancer,  the  Denver  Hilton, 
Denver 

Christian  Medical  Society,  St.  Francis.  San 
Francisco 

American  Society  of  Internal  Medicine, 
19th  Annual  Meeting.  Mayflower  Hotel. 
Washington 

Association  of  American  Physicians.  Had- 
don  Hall,  Atlantic  City 

American  College  of  Obstetricians  and 
Gynecologists,  Civic  Auditorium.  Boston. 

American  Psychiatric  Association,  Ana- 
heim, California 

American  Society  of  Clinical  Oncology, 
Towne  and  Country  Hotel,  San  Diego 

American  Association  for  Cancer  Re- 
search, Towne  and  Country  Hotel,  San 
Diego 

American  Association  of  Clinical  Urol- 
ogists, Fontainebleau,  Miami  Beach 

American  Urological  Association.  Fon- 
tainebleau, Miami  Beach 


Mar.  30- 
Apr.  4 

Apr.  6-7 


NATIONAL 

1975 

American  College  of  Radiology,  Portland 
Hilton  Hotel.  Portland,  Oregon 

American  Laryngological  Association, 
Hyatt  Regency,  Atlanta 


STATE 


Apr.  9-12  Tennessee  Medical  Association,  Annual 
Meeting,  Read  House,  Chattanooga 

May  15  Scientific  Session  of  the  Tennessee  Heart 
Association,  Holiday  Inn-Rivermont. 
Memphis 
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What  does 
it  cost  tq  use 
the  services 
of  our  . . 

Communications 

Consultant? 

NOTHING! 


South  Central  Bell  Communications 
Consultants  are  business  telephone 
experts.  They'll  help  you  solve  any 
problems  you  have  with  your  business 
phone  system,  whether  you  need  to  get  a 
whole  new  system  or  just  update  your 
present  one.  When  you  ask  for  a 
Communications  Consultant's  help,  it 
doesn't  matter  how  long  the  visit  lasts  or 
how  much  advice  and  counsel  you  get, 
you'll  not  be  charged  for  the  visit,  or 
visits.  And  there's  absolutely  no  obligation. 
Just  call  South  Central  Bell  and  ask  for  a 
Communications  Consultant. 


South  Central  Bell 


m 


education  opportunitie/ 


The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  I credit  for 
the  AM  A Physician’s  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 

Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman, 
can  plan  an  individualized  program  of  one  to  four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 

Participating  Departments  and  Divisions 

Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases James  D.  Snell,  M.D. 

Dermatology  Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  . Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Sanford  B.  Krantz,  M.D. 

Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology John  S.  Zelenik.  M.D. 

Orthopaedics  Paul  W.  Griffin,  M.D. 

Pathology William  H.  Hartmann,  M.D. 

Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 

General  H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 


Oral H.  David  Hall,  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physician’s 
Recognition  Award  and  American  Academy  of  Family 
Physician’s  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 

305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615-322-2716 

Division  of  Continuing  Education 
Vanderbilt  University  School  of  Medicine 
Spring  Calendar,  1975 

March  19-20  Fetal  Monitoring 
Wednesday  & Frank  H.  Boehm,  M.D. 

Thursday  University  Club  of  Nashville 

2402  Garland  Avenue 

April  4 Prevention  and  Treatment  of  Surgical 

Friday  Infections 

Robert  Alford.  M.D.,  and 
William  Schaffner,  M.D. 

Holiday  Inn  Vanderbilt 
2613  West  End  Avenue 

April  18-19  The  Newer  Aspects  of  the  Recognition 
Friday  and  and  Treatment  of  Hypertension 

Saturday  Grant  W.  Liddle,  M.D.,  and 

Paul  E.  Slaton,  M.D. 

Vanderbilt  Medical  Center 
21st  Avenue  South  at  Garland 
April  24  Pre-operative  Planning  As  It  Affects 

Thursday  Results  of  Orthognathic  Surgery 

H.  David  Hall,  D.M.D. 

Veterans  Adm.  Hospital 
1310  24th  Avenue  South 

May  2 Soft  Part  Sarcomas  and  Bone  Tumors 

Friday  Steven  L.  Stroup.  M.D. 

t.b.a. 

May  3 A Day  in  Orthopedics  for  the 

Saturday  Non-Orthopedist 

Paul  Griffin.  M.D. 

Sloan  Class  Room.  Vanderbilt  Medical 
Center 

May  28-29  Social  Change:  Its  Impact  on  Medicine 
Wednesday  & and  Psychiatry 

Thursday  14th  Annual  Seminar  in  Psychiatry  for 

Family  Physicians 

Frank  H.  Luton,  M.D. 

Central  State  Psychiatric  Hospital, 
Nashville 
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For  further  information  contact  Paul  E.  Slaton,  M.D.. 
Director.  Division  of  Continuing  Education,  305  Medical 
Arts  Building,  Nashville,  Tenn.  37212;  telephone  615- 
322-2716. 


The  University  of  Tennessee  College  of 
Medicine  Continuing  Education  Courses 


1975 


Apr.  17-18 

Apr.  19-20 
May  15-16 
May  19-23 

May  28-31 
Aug.  7-8 


Leigh  Buring  Memorial  Conference  for 
Exceptional  Children 

Pediatric  Anesthesia 

Office  Orthopaedics 

Intensive  Review  of  the  Science  of 
Anesthesiology 

Clinical  Electrocardiography 

Medical  Aspects  of  Sports 


University  of  Tennessee  Clinical  Education 
Center— Chattanooga  Program  Schedule 
Spring  1975 


April  23 
April  24-25 

May  8 9 

May  22-23 
June  5-6 


Vector-Cardiography 

Echo-Cardiography,  Phono-Cardiogra- 
phy, Pulse  Training 

Management  of  the  Critical  Surgery 
Patient 

Drug  Interactions 
Infectious  Disease 


Courses  approved  for  Category  I credit  for  AMA 
Physician’s  Recognition  Award. 

For  information,  contact  LeRoy  J.  Pickles,  Director 
of  Continuing  Medical  Education,  Suite  416 — Franklin 
Building,  Eastgate  Center,  Chattanooga,  Tennessee 
37411. 


Audio-Cassette  Directory  Available 

To  aid  the  physician  in  locating  little-known  but 
often  useful  programs,  Cassette  Information  Services 
of  Los  Angeles  has  published  its  1974  Directory  of 
Spoken-Voice  Audio-Cassettes. 

The  CIS  Directory  is  not  a catalog,  but  rather  a 
compendium  of  program  titles  and  subjects  that  can 
be  found  on  audio-cassettes,  a brief  description  of  each 
(including  price),  and  from  whom  the  tape  or  more 
information  may  be  obtained.  The  directory  itself  is 
available  for  $5.00  from  Cassette  Information  Services, 
Box  17727,  Los  Angeles,  CA  90057. 


RECENT  ADVANCES  IN  THE  IMMUNOPROPHY- 
LAXIS AND  CHEMOTHERAPY  OF  INFECTIOUS 
DISEASES,  Tuscon,  AZ,  Apr.  3-5. 

RECENT  PROGRESS  IN  CLINICAL  ENDOCRI- 
NOLOGY, Ann  Arbor,  MI,  Apr.  21-25. 

THE  PHYSIOLOGICAL  BASIS  FOR  MANAGEMENT 
OF  RESPIRATORY  INSUFFICIENCY,  Charleston, 
SC,  Apr.  21-25. 

GASTROENTEROLOGY  FOR  PRACTICING  PHY- 
SICIANS, Nashville,  TN,  Apr.  24-26. 

SELECTED  TOPICS  IN  INTERNAL  MEDICINE, 
Washington,  D.C.,  May  8-10. 

RECENT  DEVELOPMENTS  IN  MEDICAL  ONCOL- 
OGY, Philadelphia,  PA,  May  12-14. 

CLINICAL  AUSCULATION  OF  THE  HEART, 
Washington,  D.C.,  May  14-16 

RESPIRATORY  PATHOPHYSIOLOGY,  Montreal, 
CAN.,  May  15-17. 

ADVANCES  IN  CLINICAL  IMMUNOLOGY,  Balti- 
more, MD,  May  19-21. 

CRITICAL  CARE  MEDICINE  AND  INTENSIVE 
CARE  UNITS,  New  York,  N.Y.,  May  19-23. 

ADVANCES  IN  INTERNAL  MEDICINE,  Cincinnati, 
OH,  May  19-23. 

HEMATOLOGY  AND  ONCOLOGY,  Chicago.  IL, 
June  2-6. 

A REVIEW  OF  INTERNAL  MEDICINE,  Houston, 
TX,  June  5-7. 

ADVANCES  IN  INTERNAL  MEDICINE:  HORI- 

ZONS AND  PERSPECTIVES,  Banff,  ALTA,  CAN, 
June  23-27. 

Info:  Registrar,  Postgraduate  Courses,  ACP,  4200  Pine 
Street,  Philadelphia,  PA  19104. 

Infectious  Diseases  Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a three-day  postgraduate  course  entitled  “Re- 
cent Advances  in  the  Immunoprophylaxis  and  Chemo- 
therapy of  Infectious  Diseases”  on  April  3-5,  1975,  in 
Tucson,  Ariz.  The  course,  held  in  conjunction  with  the 
University  of  Arizona  College  of  Medicine,  will  take 
place  at  the  Arizona  Medical  Center  Auditorium. 

The  course  will  emphasize  the  recent  advances  in 
the  pathogenesis,  clinical  manifestations,  treatment,  and 
prevention  of  infectious  diseases.  These  advances  will 
be  integrated  into  the  current  management  of  these  clini- 
cal problems.  It  will  consist  of  both  lectures  and  panel 
discussions,  and  will  be  directed  primarily  toward  the 
practicing  internist,  family  practitioner,  and  pediatrician. 


The  American  College  of  Physicians 
Postgraduate  Courses 

RECENT  ADVANCES  IN  INTERNAL  MEDICINE: 
AN  OVERVIEW  OF  THE  PAST  FIVE  YEARS, 
University  of  Alabama  School  of  Medicine,  Parl- 
iament House  Motor  Hotel,  Birmingham.  ALA, 
Mar.  17-21. 


Course  in  Respiratory  Insufficiency 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a five-day  postgraduate  course  entitled,  “Phys- 
iological Basis  for  Management  of  Respiratory  Insuf- 
ficiency” on  April  21-25,  1975,  in  Charleston,  S.C.  The 
course,  held  in  conjunction  with  the  Medical  University 
of  South  Carolina,  will  take  place  at  the  Auditorium  of 
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the  University’s  Basic  Science  Building. 

The  course  will  review  and  up-date  major  topics  in 
normal  respiratory  physiology  in  order  to  show  how 
these  processes  are  altered  with  the  development  of 
respiratory  insufficiency,  and  to  apply  these  principles 
of  pathophysiology  to  the  rational  management  of  acute 
and  chronic  respiratory  failure. 

For  Information  and  Registration:  Registrar,  Postgrad- 
uate Courses,  ACP.  4200  Pine  Street.  Philadelphia,  Pa. 
19104. 

Course  in  Gastroenterology 

PHILADELPHIA — The  American  College  of  Phy- 
sicians (ACP)  will  sponsor  a three-day  postgraduate 
course  entitled  “Gastroenterology  for  Practicing  Phy- 
sicians” on  April  24-26,  1975,  in  Nashville,  Tenn.  The 
course,  held  in  conjunction  with  the  Meharry  Medical 
College  and  Vanderbilt  University  School  of  Medicine, 
will  take  place  at  the  S.S.  Kresge  Learning  Resources 
Center  of  Meharry  Medical  College. 

The  course  is  planned  to  provide  a thorough  and  up- 
to-date  review  of  important  topics  in  gastroenterology. 
Emphasis  will  be  placed  on  recent  advances  in  diagnosis 
and  management;  pathophysiology  will  be  discussed 
where  better  understanding  has  recently  developed.  The 
format  will  include  lectures,  symposia,  and  panel  dis- 
cussions. 

Clinical  Endocrinology  Course 

PHILADELPHIA — The  American  College  of  Phy- 
sicians (ACP)  will  sponsor  a five-day  postgraduate 
course  entitled  Recent  Progress  in  Clinical  Endocri- 
nology: “Physiological  Approach  to  Diagnosis  and 

Treatment”  on  April  21-25.  1975,  in  Ann  Arbor,  Mich. 
The  course,  held  in  conjunction  with  the  University  of 
Michigan  Medical  Center,  will  take  place  at  Dow  Audi- 
torium, Towsley  Center  for  Continuing  Medical  Educa- 
tion, University  of  Michigan  Medical  Center. 

The  course  is  designed  to  bring  the  practicing  inter- 
nist and  clinical  endocrinologist  up-to-date  in  areas  in 
which  important  advances  in  endocrinology  have  been 
made.  Regulation  of  normal  endocrine  function  will  be 
reviewed  on  the  basis  of  current  concepts  of  biochemical, 
physiological  and  pharmacological  control  mechanisms. 
Based  on  this,  the  mechanisms  leading  to  the  most  im- 
portant endocrine  and  metabolic  diseases  will  be  dis- 
cussed. Practical  applications  will  be  stressed. 

For  Information  and  Registration:  Registrar.  Postgrad- 
uate Courses,  ACP,  4200  Pine  Street,  Philadelphia,  Pa. 
19104. 

Selected  Topics  in  Internal  Medicine 

PHILADELPHIA — The  American  College  of  Phy- 
sicians (ACP)  will  sponsor  a three-day  postgraduate 
course  entitled  “Selected  Topics  in  Internal  Medicine” 
on  May  8-10,  1975,  in  Washington,  D.C.  The  course, 
held  in  conjunction  with  the  Washington -Hospital  Cen- 
ter, will  take  place  at  the  Hospital. 

The  course  is  planned  to  focus  attention  on  certain 
topics  which  are  of  diagnostic  and  therapeutic  interest 
to  the  practicing  internist.  Sessions  will  be  devoted  to 


infectious  disease,  pulmonary  disease,  hematology,  en- 
docrinology, nephrology,  rheumatology,  cardiology, 
gastroenterology,  and  neurology.  The  course  will  at- 
tempt to  present  in-depth  evaluation  of  diagnostic  and 
management  problems. 

Course  in  Heart  Auscultation 

The  American  College  of  Physicians  (ACP)  will  spon- 
sor a three-day  postgraduate  course  entitled  “Clinical 
Auscultation  of  the  Heart”  on  May  14-16,  1975,  in 
Washington.  D.C.  The  course,  held  in  conjunction  with 
the  Georgetown  University  Medical  Center,  will  take 
place  at  the  Center's  Gorman  Auditorium. 

The  course  will  deal  with  auscultation,  the  act  of 
listening  for  sounds  within  the  body,  as  it  pertains  to  the 
heart.  Demonstrations  of  normal  as  well  as  abnormal 
findings  will  be  employed.  Auscultation  as  a part  of  the 
total  cardiovascular  evaluation  of  a patient  will  be 
stressed.  Audiovisual  techniques,  including  television, 
short  movie  clips,  and  video  tapes  will  be  used. 

Respiratory  Pathophysiology  Course 

The  American  College  of  Physicians  (ACP)  will  spon- 
sor a three-day  postgraduate  course  entitled  “Respiratory 
Pathophysiology”  on  May  15-17,  1975,  in  Montreal, 
Canada.  The  course,  held  in  conjunction  with  the  Royal 
Victoria  Hospital  of  McGill  University,  will  take  place 
at  the  Ritz  Carlton  Hotel  in  Montreal. 

The  course  is  designed  to  emphasize  and  apply  the 
clinical  relevance  of  advances  in  our  knowledge  of 
normal  and  abnormal  lung  function.  It  will  be  directed 
at  internists,  physiologists,  pathologists,  pediatricians, 
anesthetists,  radiologists,  and  thoracic  surgeons. 

Recent  Developments  in  the 
Study  of  Tumors 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a three-day  postgraduate  course  on  the  study  of 
tumors.  Entitled  “Recent  Developments  in  Medical 
Oncology,”  it  will  be  held  in  Philadelphia  on  May  12-14, 
1975.  The  course,  held  in  conjunction  with  the  Fox 
Chase  Center  for  Cancer  and  Medical  Sciences  (Institute 
for  Cancer  Research.  American  Oncologic  Hospital  and 
Jeanes  Hospital),  will  be  held  at  the  College  of  Phy- 
sicians of  Philadelphia,  19  S.  22nd  Street. 

The  course  is  designed  to  describe  and  demonstrate 
the  latest  concepts  in  the  management  of  cancer,  with 
emphasis  on  the  application  of  recently  acquired  re- 
search knowledge  to  clinical  practice.  In  addition  to 
lectures,  a series  of  clinics  and  laboratories  have  been 
planned. 

For  Information  and  Registration:  Registrar,  Post- 
graduate Courses,  ACP,  4200  Pine  Street,  Philadelphia, 
Pa.  19104. 

The  Postgraduate  Medical  Education 
Committee  of  the  American  College  of 
Chest  Physicians  1975 
Postgraduate  Programs 

The  continuing  education  program  for  physicians 
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sponsored  by  the  American  College  of  Chest  Physicians 
has  been  accredited  by  the  Council  on  Medical  Educa- 
tion of  the  American  Medical  Association  and  is 
acceptable  for  credit  toward  the  AMA  Physician’s 
Recognition  Award. 

For  further  information  contact:  Bradford  W.  Claxton, 
M.Ed.,  Director  of  Continuing  Education,  American 
College  of  Chest  Physicians,  911  Busse  Highway,  Park 
Ridge,  Illinois  60068. 

April  2-4 

“Occupational  Pulmonary  Diseases” 

Location:  Morgantown,  West  Virginia 

April  30-May  2 

“Pulmonary  Disease:  The  Changing  Scene” 

Location:  Toronto,  Canada 

June  23-25 

“Critical  Care — A Postgraduate  Course  for  Nurses 
and  Physicians” 

Location:  Nashville,  Tennessee 

Self-Assessment  Examination 
In  Chest  Disease 

The  American  College  of  Chest  Physicians  announces 
its  Self-Assessment  Examination  in  Chest  Disease.  Field 
tested  in  Toronto  last  year,  this  test  is  the  result  of  over 
two  years  of  concentrated  work,  study  and  revision  by 
a committee  of  physicians  representing  the  major  dis- 
ciplines of  chest  medicine. 

Accredited  for  up  to  22  hours  of  credit  toward  the 
AMA’s  Physician  Recognition  Award  Category  5-D,  the 
examination  is  credited  for  each  hour  spent  working 
with  the  test.  Those  physicians  who  completed  the 
entire  examination  during  our  annual  meeting  in  Toronto 
did  so  in  four  to  six  hours. 

When  an  order  is  received,  the  physician  will  be  sent 
a test  booklet  containing  case  material  and  questions,  a 
response  booklet  and  return  envelope.  Upon  completion 
of  the  examination,  the  physician  will  return  his  answer 
booklet,  where  it  will  be  computer  graded  and  then 
returned  to  the  physician  accompanied  by  an  answer  key, 
a set  of  discussions  and  a bibliography  keyed  to  each 
test  case.  Scores  will  be  held  in  strict  confidence. 

To  obtain  the  test,  send  requests  to  the  American 
College  of  Chest  Physicians,  P.O.  Box  93826,  Chicago, 
Illinois  60690,  with  a check  made  payable  to  the  ACCP. 
Participation  fees  are  $35  ACCP  members,  $40  non- 
member physicians  and  $25  residents. 

University  of  Kentucky 
Lexington,  Kentucky 
SYMPOSIUM  ON  GENITOURINARY 
RADIOLOGY 
May  14-16,  1975 

The  Department  of  Diagnostic  Radiology  and  the 
Division  of  Urology,  Department  of  Surgery,  will  present 
a symposium  on  Genitourinary  Radiology  at  the  Lexing- 
ton Hilton  Inn  May  14-16,  1975.  Prior  to  the  meeting, 
each  registrant  will  be  mailed  a set  of  2"  x 2"  slides  of 
unknown  case  presentations  that  demonstrate  distinguish- 
ing diagnostic  characteristics.  The  program  format  will 
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consist  of  panels  analyzing  the  unknown  cases  as  well 
as  of  formal  talks.  An  outstanding  faculty  has  been  as- 
sembled for  this  symposium. 

Registration  Fee:  $225 

For  further  information  and  an  application  form 
write: 

Frank  R.  Lemon,  M.D. 

Office  of  Continuing  Education 
College  of  Medicine 
University  of  Kentucky 
Lexington,  Kentucky  40506 

University  of  Kentucky 
College  of  Medicine 

RETINOSCOPY  COURSE 
April  9,  1975 
Registration  Fee:  $100 
Limited  to  40  registrants 

CURRENT  CONCEPTS  IN  OPHTHALMOLOGY  & 
NEUROPHTHALMOLOGY 
April  10-11,  1975 
Registration  Fee:  $80 

SEMINAR  ON  LAW  & MEDICINE 
April  24-26,  1975 
Registration  Fee:  $65 

For  further  information  about  any  of  the  above, 
contact: 

Frank  R.  Lemon,  M.D. 

Associate  Dean  for  Extramural  Affairs 
College  of  Medicine 
University  of  Kentucky 
Lexington,  KY  40506 

UNIVERSITY  ASSOCIATION  OF  EMERGENCY 
MEDICAL  SERVICES 

1975  Annual  Meeting,  May  20-24,  1975.  Bayshore  Inn, 
Vancouver,  British  Columbia,  Canada.  Fee:  $60;  $30 
residents. 

Contact:  Arthur  E.  Auer,  Executive  Secretary 
P.O.  Box  1241 

East  Lansing,  Michigan  48823 

School  of  Medicine 
Medical  College  of  Georgia 
Augusta,  Georgia 

1975 

CONTINUING  MEDICAL  EDUCATION 

INFECTIOUS  DISEASES— DIAGNOSIS  AND 
MANAGEMENT 
April  3-4,  1975 

RECENT  ADVANCES  IN  OPHTHALMOLOGY 
The  Cloister,  Sea  Island,  Georgia 
May  19-21,  1975 
INTERNAL  MEDICINE 

Buccaneer  Motor  Lodge,  Jekyll  Island,  Georgia 
June  12-14,  1975 

Contact:  Division  of  Continuing  Education 

Medical  College  of  Georgia 
Augusta,  Georgia  30902 
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Cancer  Information 

D-l-A-L  A-C-C-E-S-S  S-Y-S-T-E-M 

WHAT?  A valuable  cancer  education  service  through 
toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 
WHERE?  In  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  University 
of  Texas  System  Cancer  Center. 

WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m., 
CST;  Saturday,  8:00  a.m.  to  11:00  a.m., 
CST. 

Dial  1-800-231-6970  for  list  of  specific  topics,  and 
procedures: 

Write:  Southern  Medical  Association 
Cancer  Information  Center 
2601  Highland  Avenue 
Birmingham,  Alabama  35205 

Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 

Postgraduate  Symposium  on 
Rheumatic  Diseases 

The  University  of  Louisville  School  of  Medicine  and 
the  Kentucky  Chapter  of  The  Arthritis  Foundation  will 
sponsor  the  1 1th  Annual  Postgraduate  Symposium  on 
Rheumatic  Diseases,  in  Louisville,  Kentucky  on  May 
8,  1975.  The  theme  of  the  program  will  be  “Clinical 
Aspects  and  Treatment.”  Selected  topics  will  include 
gout,  osteoporosis,  advances  in  laboratory  procedures, 
unusual  rheumatic  disorders,  such  as  Behcet’s  and 
Reiter’s,  new  drug  therapy  in  rheumatic  diseases,  and 
biomechanics  and  surgery  of  the  arthritic  knee. 


For  additional  information,  contact  David  H.  Neustadt, 
M.D.,  Clinical  Professor  of  Medicine,  Section  on 
Rheumatic  Diseases,  University  of  Louisville  School  of 
Medicine. 

Sexual  Dysfunction:  Behavior 
Therapy  Workshops 

Two  day  workshops  to  teach  physicians  and  mental 
health  professionals  how  to  handle  sexual  complaints 
in  their  practice  using  concrete  behavioral  methods. 

Philadelphia  Conference,  April  12-13,  1975 — spon- 
sored by  Behavior  Therapy  Unit,  Department  of 
Psychiatry,  Temple  University  Medical  School,  Phila- 
delphia, PA 

For  information,  please  contact  Ms.  B.  J.  Foster, 
Temple  Department  of  Psychiatry,  c/o  E.P.P.I.,  Henry 
Ave.,  Philadelphia,  PA  19129  Telephone:  215-438-4298, 
x.54. 

The  Princeton  Center  for  Behavioral  Consultation  will 
sponsor  this  program  in  Atlanta  (April  18-19,  1975); 
Boston  (May  3-4,  1975);  Chicago  (May  10-11,  1975); 
and  Miami  Beach  (May  16-17,  1975). 

For  information  on  these  workshops,  please  write  to: 
Ms.  Debora  Phillips,  Princeton  Center  for  Behavioral 
Consultation,  53  Wilton  Street,  Princeton.  NJ  08540. 

Recent  Advances  in  Allergy 

April  21-24,  1975.  Recent  Advances  in  Allergy.  The 
Homestead,  Hot  Springs,  Virginia.  Held  from  8:00  a.m. 
to  10:00  a.m.  followed  by  golf  and  tennis  tournaments 
on  each  of  the  four  days.  For  information:  Claude  A. 
Frazier,  M.D.,  Building  4,  Doctors  Park,  Asheville, 
North  Carolina  28801. 


President’s  Page 

( continued  from  page  239) 


member  should  respond  with  vigor  and  in  addition  to  adding  his  influence  to  the  effort.  He 
should  explain  the  effects  of  the  present  professional  liability  crisis  to  his  patient  and  enlist  the 
patient’s  aid  in  correcting  this  crisis.  I believe  the  patients  will  be  our  greatest  asset.  They 
understand  increased  cost  of  medical  care.  They  understand  the  change  in  quality  of  medical 
care,  and  they  understand  the  cost  of  medical  care. 

Let  every  member  learn  the  facts,  distribute  the  facts,  and  enlist  all  available  support  to 
correct  this  crisis. 

Sincerely, 


-7- 


PRESIDENT 


MARCH,  1975 
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HILL 

CREST 

HOSPITAL 


Jor  intensive  treatment 

of  Psychiatric  «Z disorders 


PSYCHIATRISTS: 
James  K.  Ward,  M.D. 
F.  Joseph  Nuckols,  M.D. 
James  A.  Greene,  M.D. 
Charles  W.  Moorehead,  M.D. 
Otto  F.  Eisenhardt,  M.D. 


ADMINISTRATOR: 
Robert  V.  Sanders 


HILL  CREST  HOSPITAL 

HILL  CREST  FOUNDATION,  INC. 

6869  Fifth  Avenue  South 
Birmingham,  Alabama  35212 

PHONE:  205-836-7201 


This  113-bed  non-governmental  psychiatric 
hospital  provides  modern  facilities  for  diagnosis 
and  treatment  of  patients  with  all  degrees  of 
illness,  including  those  who  show  severely  dis- 
turbed behavior.  Alcoholic  and  drug  abuse 
patients  are  also  accepted. 

In  addition  to  care  by  psychiatrists  and  by 
consultants  in  all  medical  specialties,  the 
treatment  program  includes  occupational, 
recreational,  and  physical  therapy,  social 
services,  and  tutoring.  Emphasis  is  on  short- 
term, intensive  treatment  of  voluntary  patients. 

Hill  Crest  is  a member  of:  American  Hospital 
Association,  National  Association  of  Private 
Psychiatric  Hospitals,  Alabama  Hospital  As- 
sociation, Birmingham  Regional  Hospital 
Council. 

Accredited  by  Joint  Commission  on  Accredita- 
tion of  Hospitals.  Medicare  Approved. 

Blue  Cross  Participating  Hospital. 
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PSRO— Step  by  Step 

Abstracted  from  Perspective,  the  Blue  Cross  Maga- 
zine, Second  Quater,  1973. 

* EDITOR'S  NOTE : Physicians  who  are  not  members 
of  the  Medical  Society  and  osteopaths  are  also  eligible 
for  participation  in  PSRO. 

PSRO  (Professional  Standards  Review  Organization) 
was  introduced  on  January  1,  1974.  It  is  a federally 
authorized  committee  of  doctors  charged  with  guarding 
federal  dollars  paid  through  the  Social  Security  Act  by 
first  guarding  against  the  provision  of  medical  services 
not  considered  medically  appropriate. 

The  Senate  Finance  Committee,  in  voting  Public  Law 
92-603,  the  1972  Social  Security  Amendments  known 
as  H.R.I. — “it  is  preferable  that  organizations  of  pro- 
fessionals undertake  reviews  of  members  of  their  pro- 
fession. Government  should  not  have  to  review  medical 
determinations  unless  the  medical  profession  evidences 
an  unwillingness  to  properly  assume  the  task.” 

61  Steps  to  Assurance  of  Medical 
Necessity  and  Quality 

PSRO  applies  only  to  federally  funded  programs 
offering  direct  patient  service,  therefore  to  less  than 
a third  of  the  estimated  $90  billion  that  will  be  spent 
for  health  care  this  year.  It  doesn't  apply  to  the  other 
two-thirds  of  that  $90  billion,  the  lion’s  share  that 
comes  largely  through  a combination  of  private  health 
insurance  and  out-of-pocket  payments  by  the  patients 
themselves.  Fitting  PSRO  into  private  health  insurers’ 
cost-control  processes  is  a giant  move  that  could  over- 
tax the  newly  developed  capacity  of  a medical  society 
to  do  the  review,  but  could  likewise  “make”  the  PSRO 
by  allowing  it  to  provide  the  same  controls  across  the 
board. 

Government's  interest  is  in  both  dollars  and  quality 
of  care,  but  heavily  weighted  toward  dollars  ...  on 
the  assumption  that  physicians  are  well-intentioned  pro- 
fessionals who  would  be  slow  to  let  the  quality  of  care 
slip,  perhaps  less  slow  to  allow  the  cost  of  care  to 
hike  upwards.  So  government  is  addressing  itself  initial- 
ly through  the  PSRO’s  to  a newly  watchful  eye  over 
who  occupies  an  expensive  hospital  bed,  for  how  long, 
and  with  what  ordering  of  services.  Efforts  will  be 
made  to  get  physicians  to  keep  their  patients  on  a 
vertical  basis  (in  less  expensive  but  medically  adequate 
facilities)  and  to  use  horizontal  services  in  a $100-a- 
day  hospital  bed  only  where  absolutely  necessary  for  the 
patient's  good  health,  not  merely  for  convenience. 

SELECTION 

Step  1 HEW — through  its  regional  offices — lets  it  be 

known  which  types  of  groups  'qualify.  “First 
priority”  is  assigned  to  non-profit  professional 
associations  which  include  “a  substantial  pro- 
portion” of  all  doctors  of  medicine  or  osteopa- 
thy in  the  area  to  be  served. 
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Step  2 HEW  stresses  that  membership  in  the  PSRO 
be  voluntary,  open  to  all  physicians,  “without 
requirement  of  membership  in  or  payment  of 
dues  in  any  organized  medical  society  or  as- 
sociation.” 

Step  3*  A local  medical  society  applies  to  HEW  to 
become  a PSRO.  It  must  have  300-plus  phy- 
sicians, must  represent  the  majority  of  them, 
and  must  be  qualified  to  do  such  review. 

Step  4 If  no  local  medical  group  applies,  or  if  HEW 
finds  applicants  unqualified,  or  if  “no  organi- 
zation meets  the  conditions,”  then  HEW  may 
name  a PSRO  which  it  feels  could  do  the 
jobs  called  for  in  the  act. 

Step  5 The  applying  medical  group  must  submit  to 
HEW  “a  formal  plan  for  the  orderly  assump- 
tion and  implementation  of  (PSRO)  responsi- 
bilities.” 

Step  6 HEW  reviews  the  application,  asking  whether 
the  local  medical  society  has  the  expertise. 
“First  priority”  is  given  to  local  medical  or- 
ganizations; but,  if  local  society  can't/won’t 
do  the  job,  HEW  could  select  a medical 
school,  a local  health  department,  a health  in- 
surer, even  a paid  group  of  MD’s. 

Step  7 If  satisfied  that  the  local  medical  society  is 
qualified,  HEW  grants  “conditional”  approval 
to  the  fledgling  PSRO,  designates  the  geo- 
graphical area  to  be  served,  and  mandates 
a trial-performance  period  of  not  more  than 
24  months. 

APPROVAL 

Step  8 HEW  then  announces  the  conditional  approval 
to  all  physicians  in  the  area  to  be  served. 

Step  9 If  more  than  10%  of  the  physicians  in  the 

area  question  the  approval,  HEW  must  poll 
the  area’s  MD's  to  find  out  whether  the  ap- 
proved group  of  MD’s  is  acceptable  to  the 

local  medical  profession. 

Step  10  If  more  than  50%  of  the  polled  MD’s  say 

"No,”  then  HEW  is  prohibited  from  approv- 
ing the  group  . . . and  must  search  for  an- 
other interested  and  capable  organization. 

Step  11  Either  the  “conditionally  approved”  PSRO  or 
HEW  can  cancel  the  agreement  on  90-day 
notice. 

GUIDELINES 

Step  12  Assuming  the  local  medical  society  gets  the 

PSRO  designation.  HEW  issues  a set  of  guide- 
lines “to  promote  the  effective,  efficient  and 
economical  delivery  of  health  care  services  of 
proper  quality  for  which  payment  may  be 
made”  under  the  Social  Security  Act. 

Step  13  A National  Professional  Standards  Review 
Council  shall  also  be  set  up  to  advise  HEW. 
It  will  be  composed  of  11  physicians  “of 
recognized  standing  and  distinction  in  the  ap- 
praisal of  medical  practice” — recommended  by 
national  medical  groups,  consumer  groups,  and 
other  health  care  interests. 
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Step  14  A National  Professional  Standards  Review 
Council  and  HEW  will  provide  “such  tech- 
nical assistance  as  will  be  helpful  in  utiliz- 
ing and  applying  norms  of  care,  diagnosis 
and  treatment.”  Regional  norms  will  be  per- 
mitted. 

Step  15  In  any  state  where  there  are  three  or  more 
approved  Professional  Standards  Review  Or- 
ganizations, HEW  shall  establish  a Statewide 
Professional  Standards  Review  Council  to  co- 
ordinate the  PSRO’s  and  to  exchange  informa- 
tion. 

Step  16  The  Statewide  Professional  Standards  Review 
Council  is  to  be  made  up  of  a representative 
of  each  PSRO,  plus  four  MD's  (two  named 
by  the  state  medical  society,  two  by  the  state 
hospital  association)  and  four  persons  “knowl- 
edgeable in  health  care”  chosen  by  HEW  from 
the  state’s  residents. 

Step  17  If  the  PSRO  violates  its  obligations,  the  State- 
wide Professional  Standards  Review  Council 
will  review  the  report  and  make  recommenda- 
tions to  HEW  for  action. 

Step  18  If,  after  the  trial-performance  period  (of  up 
to  24  months),  HEW  finds  the  PSRO  com- 
petent to  carry  out  the  assigned  activities, 
the  PSRO  then  is  granted  formal  approval. 

Step  19  If  HEW  finds  the  PSRO  is  doing  the  job  well, 
with  “adequate  review  and  control,”  HEW  may 
“waive  review,  certification  or  similar  activities 
normally  required”  of  intermediaries  under 
the  act. 

OTHER  REVIEW  ORGANIZATIONS 

Step  20  The  PSRO  is  to  “encourage  all  physicians  in 
the  area  served  to  participate  as  reviewers” 
by  “rotating  physician  membership  of  review 
committees  on  an  extensive  and  continuing 
basis.” 

Step  21  The  PSRO  must  “utilize  the  services  of,  and 
accept  the  findings  of,  the  review  committees 
of  a hospital  or  other  operating  health  care 
facility  or  organization  located  in  the  area 
served”  when  such  committees  have  demon- 
strated competence. 

Step  22  The  PSRO  may  use  three  standards  to  judge 
competency  of  a hospital  or  Skilled  Nursing 
Facility  (SNF)  review  committee — whether 
“effectively  and  in  timely  fashion”  it  has  re- 
viewed (1)  medical  necessity  of  admission, 

(2)  type  and  extent  of  services  ordered,  and 

(3)  lengths  of  stay. 

Step  23  Where  the  intermediary  has  a data  base  useful 
to  the  PSRO — whether  manual  or  automated 
— such  data  base  will  be  supplied  to  the  PSRO 
for  help  in  developing  norms  of  care. 

Step  24  The  intermediary  must  educate  providers  to 
accurate,  consistent  recording  of  medical  data 
. . . and  to  generate  reports  from  such  data. 

Step  25  The  PSRO  must  use  “methods  of  coding  which 
will  provide  maximum  confidentiality  as  to  pa- 
tient identity  and  assure  objective  evaluation.” 

Step  26  The  PSRO  must  “keep  and  maintain  such  rec- 
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ords  in  such  form  as  HEW  may  require,” 
and  to  “permit  access  to  and  use  of  any  such 
records.” 

Step  27  The  intermediary  will  audit  providers  as  ap- 
propriate to  make  sure  the  intent  of  the  law 
is  being  carried  out. 

Step  28  The  PSRO  must  “determine  and  publish,  from 
time  to  time,  the  types  and  kinds  of  cases 
(by  type  of  health  care  or  diagnosis,  or  in 
terms  of  other  relevant  criteria  relating  to 
the  provision  of  health  care  services)”  to  be 
reviewed. 

Step  29  The  PSRO  must  arrange  for  “the  maintenance 
of  and  the  regular  review  of  profiles  of  care 
and  services  received  and  provided  to  patients.” 

Step  30  The  PSRO  agrees  “to  perform  in  an  effective, 
timely  and  objective  manner,  and  at  reason- 
able cost  the  duties,  functions  and  activities” 
required  by  law. 

Step  31  HEW  will  pay  the  PSRO  for  its  activity.  Pay- 
ments will  be  “equal  to  the  amount  of  ex- 
penses reasonably  and  necessarily  incurred.” 

PHYSICIAN  NO-NO’s 

Step  32  Physicians  carrying  out  the  PSRO  function  in 
hosptials  must  have  privileges  in  at  least  one 
hospital  in  the  area,  and  “ordinarily  should 
not  be  responsible  for  (but  may  participate 
in)  review  in  any  hospital”  where  privileges 
exist. 

Step  33  No  physician  carrying  out  the  PSRO  function 
is  permitted  to  review  services  provided  to 
patients  if  he  was  either  “directly  or  indirectly 
involved”  in  the  case. 

Step  34  No  physician  carrying  out  the  PSRO  function 
is  permitted  to  review  services  provided  to 
patients  in  any  institution  in  which  he  or  his 
family  has  “directly  or  indirectly”  any  financial 
interest. 

Step  35  The  PSRO  is  expected  to  inform  and  educate 
MD’s,  not  punish  them.  As  Sen.  Bennett  (R- 
Utah),  father  of  PSRO  legislation,  said:  “The 
thrust  of  PSRO  is  informational  and  educa- 
tional, not  punitive.”  The  Senate  Finance 
Committee  hopes  “the  need  for  sanctions  will 
be  minimal.” 

Step  36  If  a physician  participating  in  a PSRO  fails 
“in  a substantial  number  of  cases,  substantially 
to  comply”  or  “grossly  or  flagrantly”  violates 
any  obligations,  or  demonstrates  “an  unwill- 
ingness or  a lack  of  ability  substantially  to 
comply,”  the  PSRO  may  exclude  him  on  a 
paid-for  basis. 

Step  37  If  a physician  is  excluded  from  PSRO  activity, 
and  if  he  was  involved  in  the  ordering  of 
services  deemed  “medically  improper  or  un- 
necessary,” HEW  may  fine  him  up  to  $5,000 
— or  deduct  it  from  fees  due  him  from  HEW 
via  the  intermediary. 

Step  38  If  the  fined  physician  feels  unjustly  treated,  he 
may  apply  for  a hearing  or  judicial  review 
by  HEW  . . . similar  to  the  process  under 
Step  59  and  Step  61. 
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STANDARDS 

Step  39  The  PSRO  is  given  “authority  to  determine 

in  advance  of  any  elective  admission  to  a 

hospital  or  other  health  care  facility’  whether 
such  admission  is  medically  necessary. 

Step  40  The  PSRO  is  also  given  “authority  to  de- 

termine in  advance  of  any  other  health  care 
service  which  will  consist  of  extended  or 
costly  courses  of  treatment”  whether  such 

services  are  medically  necessary. 

Step  41  For  any  service  or  item  to  be  paid  for  under 
the  Social  Security  Act,  the  PSRO  is  given 
the  responsibility  to  determine  whether  "such 
services  and  items  are  or  were  medically 
necessary.” 

Step  42  On  “proposed”  in-patient  cases,  the  PSRO 
must  determine  whether  “such  services  or 
items  could,  consistent  with  the  provision  of 
appropriate  medical  care,  be  effectively  pro- 
vided on  (a)  an  out-patient  basis  or  (b)  more 
economically  in  an  in-patient  facility  of  a 
different  type.” 

Step  43  For  in-patient  care,  the  PSRO  will  “specify  the 
appropriate  points  in  time  after  the  admission, 
at  which  the  attending  physician  shall  execute 
a certification  that  further  in-patient  care  in 
such  institution  will  be  medically  necessary.” 

Step  44  The  PSRO  must  use  certification  points, 
“usually  not  later  than  the  50th  percentile  of 
lengths  of  stay  for  patients  in  similar  age 
groups  with  similar  diagnoses,”  that  are  “con- 
sistent with  and  based  on  professionally  devel- 
oped norms  of  care.” 

Step  45  For  services  provided,  the  PSRO  is  expected 
to  determine  whether  “the  quality  of  such 
services  meets  professionally  recognized  stan- 
dards of  health  care.” 

CLAIMS  REVIEW 

Step  46  The  intermediary  creates  a “technical  review 
team”  to  review  questionable  claims  . . . 
relating  to  the  PSRO  through  the  intermedi- 
ary’s medical  advisor. 

Step  47  The  PSRO  is  obligated  to  review  only  cases 
involving  Medicare,  Medicaid,  Maternal  & 
Infant  Care  (MIC),  etc.— paid  for  under  Social 
Security  Titles  18.  19,  5,  etc.  But  it  may, 
with  approval  of  private  health  insurers,  re- 
view cases  of  privately  insured  persons. 

Step  48  The  PSRO  is  obligated  to  review  only  institu- 
tional care  (hospitals,  skilled  nursing  facilities, 
etc.).  But  it  may,  with  approval  of  HEW, 
take  on  review  of  physician  services  and  fees. 

Step  49  The  intermediary  receives  claims  from  pro- 
viders (for  Medicare  recipients,  and  for  Medic- 
aid recipients  where  an  intermediary  is  in- 
volved), then  reviews  the  claims  to  identify 
services  not  covered  by  the  programs. 

Step  50  Under  Medicare,  the  principal  exclusions  (non- 
covered  services)  are  services  for  personal 
comfort,  routine  physicals,  eye  exams,  hear- 
ing exams,  cosmetic  surgery,  dental  treatment, 


foot  care,  and  custodial  care.  Medicaid  is 
less  restrictive. 

Step  51  Claims  for  non-covered  services  are  denied. 

with  no  role  for  the  Professional  Standards 
Review  Organization  to  play. 

Step  52  The  intermediary  reviews  all  other  claims  for 
appropriateness  of  care  (medical  necessity, 
length  of  stay,  level  of  care,  etc.)  and — on 
the  basis  of  recommendations  by  the  PSRO 
— makes  a decision  about  denial  of  any  in- 
appropriate care. 

Step  53  The  intermediary,  carrier  or  other  claims  pro- 
cessor then  denies  payment  based  on  the  spe- 
cific reason:  lack  of  medical  necessity,  in- 
appropriate stay,  inappropriate  facility,  etc. 

TURNED-DOWN  CASES 

Step  54  Early  in  the  life  of  PSRO’s,  the  intermediary 
will  determine  whether  the  patient  did  all  he 
could  to  avoid  the  provision  of  unnecessary 
care.  If  he  did,  he  is  “held  harmless,”  with 
nothing  to  pay,  otherwise,  he  pays  for  the 
unnecessary  care.  (Later  the  PSRO  will  as- 
sume this  function.) 

Step  55  Early  in  the  life  of  PSRO’s,  the  intermediary 
will  also  determine  whether  the  provider  exer- 
cised “due  care”  in  giving  care.  If  “due  care” 
exists,  the  provider  is  paid;  if  not,  provider 
does  not  get  paid.  (Later  the  PSRO  will  as- 
sume this  function.) 

Step  56  In  cases  where  the  PSRO  disapproves  of  the 
provision  of  services  “provided  or  proposed 
to  be  provided,”  the  PSRO  notifies  the  pro- 
vider, practitioner,  or  other  organization  or 
agency.  And  the  provider,  practitioner,  what- 
ever, must  then  tell  the  patient. 

Step  57  Where  a claim  has  been  denied,  and  the  pa- 
tient is  dissatisfied,  a reconsideration  hearing 
is  required  of  the  PSRO.  If  the  PSRO  re- 
affirms its  disposal,  the  Statewide  Professional 
Standards  Review  Council  then  hears  the 
matter  if  it  involves  $100  or  more  of  expense. 

Step  58  If  the  statewide  council  disagrees  with  the 
PSRO,  the  council  “revises”  the  denial. 

Step  59  If  the  statewide  council  agrees  with  the  PSRO 
— and  thereby  reaffirms  the  disapproval  of 
care,  HEW  will  (a)  give  the  claimant  a 
hearing  and  (b)  make  the  final  determination. 

Step  60  The  PSRO’s  disapproval  is  then  transmitted 
to  “the  agency  or  organization  having  re- 
sponsibility for  acting  upon  claims  for  pay- 
ment,” namely  the  intermediary,  carrier,  or 
other  organization  named  by  HEW  to  carry 
out  claims  processing. 

Step  61  If  a case  involving  bigger  dollars  ($1,000  or 
more)  is  disapproved — and  if  the  statewide 
council  agrees  with  the  disapproval — HEW 
will  (a)  grant  a “judicial  review”  and  (b) 
make  final  determination. 

Reprinted  from  Connecticut  Medicine,  Dec.,  1974 
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The  Hour  Is  Late 

As  more  and  more  restrictions  are  being  put 
on  American  medicine  the  time  has  come  to 
reflect  on  what  has  gone  wrong  with  our  efforts 
to  preserve  a system  which  we  have  considered 
a good  one. 

Why  have  politicians  of  both  parties  eagerly, 
and  successfully,  sought  to  control  the  free  prac- 
tice of  medicine  in  America,  which  most  indi- 
vidual patients  had  accepted  as  a good  system, 
and  which  had  led  to  world-wide  recognition  of 
excellence  of  care  and  scientific  achievement? 

The  answer  must,  of  necessity,  be  speculative 
and  undoubtedly  incomplete  but  several  points 
must  be  considered.  First,  we  physicians  have 
never  been  able  to  create  a united  front  in  pre- 
senting our  side  of  the  question  to  the  public. 
There  has  been  the  constant  division  between 
town  and  gown,  between  full-time  hospital  based 
doctors  and  the  private  practitioner,  between 
organized  medicine  and  the  uncommitted  indi- 
vidualist. 

Second,  we  have  been  timid  in  using  our  po- 
litical clout.  We  have  eagerly  supported  political 
parties  and  individual  politicians  with  money  and 
personal  effort,  but  have  never  called  in  our 
political  debts  effectively  when  the  chips  were 
down.  We  have  been  taken  for  granted  by  many 
politicians,  since  they  knew  we  had  nowhere 
else  to  go. 

Third,  we  have  failed  to  get  our  message  across 
to  those  who  have  benefited  most  from  the  system 
and  who  are  likely  to  lose  most  from  its  insidious 
abolition:  our  patients.  We  have  somehow 

stumbled  into  a defensive  position,  admitting 
that  we  could  do  better,  rather  than  pointing 
with  pride  at  our  collective  professional  achieve- 
ments. 

Fourth,  we  have  been  willing  to  accept  com- 
promise against  our  better  judgment.  We  have 
been  willing  to  accept  outside  political  pressures 
in  the  hope  that  we  could  modify  the  most 
onerous  of  the  regulations  which  were  put  upon 
us. 

What  then  is  in  store  for  us?  And  what  can 
we  do  at  this  late  hour?  We  must  take  our  mes- 
sage to  our  patients,  especially  the  elderly,  who 
will  immeasureably  suffer  from  the  increasing  red 
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tape  and  denial  of  the  care  to  which  they  are 
entitled  and  which  they  have  come  to  expect. 
We  must  point  out  to  the  public  that  denial  of  a 
physician’s  freedom  of  judgment  will  result  in 
third-class  care  for  all  Americans.  We  must  go 
to  our  politicians  and  tell  them  we  are  tired  of 
being  taken  for  granted  and  being  stepped  upon 
at  every  turn.  We  must  get  our  message  to  the 
leaders  of  organized  medicine.  We  must  let  them 
know  that  we  are  no  longer  willing  to  go  along 
and  appease  the  political  establishment.  If  we 
are  to  maintain  our  high  standards  of  profes- 
sionalism and  continue  to  give  effective  care  to 
our  patients,  we  must  take  immediate  steps  to 
implement  the  above  goals. 

The  hour  is  late!  Can  we  do  it? 

W.  L.  Weyl,  M.D. 

Reprinted  from  the  Virginia  Medical  Monthly, 
July,  1974 

Laughter  From  the  Dock 

For  twenty  or  thirty  years  I’ve  heard  that  the 
medical  profession  is  on  trial.  More  recently, 
it’s  the  health  care  system  that  is  on  trial.  From 
time  to  time,  the  occupants  of  the  dock  have 
changed,  but  we’ve  all  had  our  turns  . . . and 
more  than  a few.  Physicians,  obviously  the  god- 
fathers of  the  organization,  have  made  the  most 
frequent  appearances.  They  are  the  primal  fel- 
ons. But  hospitals,  nursing  homes,  ambulance 
companies,  nurses,  technicians,  pharmacies,  drug 
manufacturers,  blood  banks,  professional  organi- 
zations . . . every  person,  every  organization 
and  every  institution  involved  in  health  care  has 
had  its  turn  in  the  dock,  repeatedly. 

We  have  an  army  of  accusers  whose  motives 
are  unstated  and  whose  objectives  are  unclear. 
Most  frequently  heard  from  are  the  politicians, 
whose  motives  and  objectives  are  identical,  and 
the  most  obvious;  to  win  votes  from  the  rapidly 
growing  segment  of  our  society  which  believes 
there  is  such  a thing  as  a free  lunch.  Very  re- 
cently, a group  of  our  own  politicans  almost 
succeeded  in  passing  a law  which  would  force 
the  self-supporting  patients  in  a hospital  to  pay 
the  bills  for  the  care  of  all  the  non-self-supporting 
patients  in  the  same  hospital. 

Amidst  the  cries  of  protest  and  alarm,  I think 
I heard  some  laughter  from  the  dock. 

Labor  organization  leaders  and  spokesmen  also 
make  frequent  and  voluble  appearances  as  our 
accusers.  Their  objectives,  although  somewhat 
veiled,  are,  in  their  own  tattered  words,  to  im- 
prove the  life  and  lot  of  the  great  working  class 
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of  the  American  people.  Their  arguments  for 
our  conviction  invariably  end  with  a demand 
for  compulsory  national  health  insurance.  When 
the  time  comes  (and  it  will)  that  such  a sentence 
is  passed,  I wonder  what  the  unions  will  do  with 
their  multi-billion  dollar  trust  funds  which  will 
then  be  available  for  their  own.  unrestricted  use. 
Since  none  of  their  leaders  or  spokesmen  have 
enunciated  their  plans,  I will  assume  that,  rather 
than  buying  politicians,  they  will  return  these 
monies  to  their  members  or  give  it  to  charity. 

The  laughter  from  the  dock  was  louder  this 
time,  and  not  quite  as  conspicuous.  Even  the 
judge  smiled. 

For  some  profoundly  obscure  reason,  the  news 
media  of  this  nation  are  also  constant  accusers. 
Not  only  do  they  preferentially  publicize  the  one- 
sided views  of  their  co-critics,  they  put  together 
their  own  slanted,  libelous,  innuendo-ridden 
charges.  So  aggressive  and  daring  were  they, 
on  one  occasion  at  least,  the  defense  almost  won 
a sustained  objection.  However,  with  an  air  of 
righteous  indignation,  the  plaintiff  successfully 
asserted  that  he  was  merely  exercising  his  consti- 
tutional rights  and  the  freedom  of  the  press. 

There  was  an  expletive  quality  in  the  laughter 
from  the  dock. 

Sometimes  I get  the  feeling  that  this  trial  we’ve 
been  enduring  for  the  past  few  decades  is  going 
rather  badly.  Our  counsel  seems  inept,  inartic- 
ulate and,  at  times,  even  insincere.  Our  defense 
arguments  have  been  weakly  presented  and  un- 
convincing. We  have  a strong  case  but  no  strong 
defenders.  Surely  this  is  not  a kangaroo  court, 
staged  and  directed  by  ambitious,  self-serving 
demagogues.  It  is  a fair,  impartial  trial  where 
both  sides  are  given  identical  opportunities  to 
present  their  arguments.  There  is  nothing  mar- 
supial about  these  proceedings. 

Fading  away  in  the  silence,  laughter  from  the 
dock  was  the  last  sound  heard  in  the  courtroom. 

Mark  R.  Johnson,  M.D. 

Reprinted  from  the  Journal  of  Oklahoma  State 
Medical  Association.  June.  1974. 
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When  a telephone  prescription 
for  pain  relief  is  necessary  or 
convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with 
Codeine  in  45  of  the  50  statest 
That  includes  No.  4.  which  provides 
a full  grain  of  codeine  for  more 
intense,  acute  pain. 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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Alaska,  Arizona,  Maine. 
Oregon,  Rhode  island,  and 
the  District  of  Columbia 


c CODEINE 

No.  4 codeine  phosphate* 
(64.8  mg)gr  1 

No.  3 codeine  phosphate* 
(32.4  mg)gr  V2 

Each  tablet  also  contains  aspirin 
gr  3V2,  phenacetin  gr  2’/2, 
caffeine  gr  Vz 

*Warning— may  be  habit-forming. 
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$50,000 

GROUP  LIFE  INSURANCE 
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$50,000 

Accidental  Death  Coverage 

Also  Your  Tennessee  Medical  Association 
Group  Life  Insurance  coverage  can  be 
Group  Term  or  Group  Permanent  or  a 
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900  Church  Street 
Nashville,  Tennessee  37203 
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Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease.,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed-above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults- 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin’  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  fora  total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia.  900  mg  daily  for  six  days. 

Children  — 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin’  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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Actions.  Antiminth  (pyrantel  pamo- 
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ACS  — NCI  Breast  Cancer  Detection 

Demonstration  Projects 

— Opening  of  the  Nashville  Project 


In  1972  the  Breast  Cancer  Task  Force  of  the 
American  Cancer  Society  made  the  decision  that 
the  time  had  arrived  to  enter  into  an  intensified 
detection  and  education  project  in  the  area  of 
breast  cancer.  The  American  Cancer  Society  in 
conjunction  with  the  National  Cancer  Institute 
decided  to  fund  a series  of  27  breast  cancer  dem- 
onstration projects  located  strategically  across 
the  United  States,  and  Nashville  was  selected  as 
the  location  of  one  of  these  projects.  This  project 
opened  January  of  1975  under  the  direction  of 
the  Department  of  Radiology  of  Vanderbilt  Uni- 
versity School  of  Medicine,  and  is  located  in  the 
Baker  Building  at  11 0-2 1st  Avenue  South.  At  the 
time  of  preparation  of  this  report  all  27  projects 
are  funded  and  are  actively  functioning. 

The  purpose  of  the  overall  program  is  to  screen 
approximately  270,000  asymptomatic  women  over 
35  years  of  age,  utilizing  medical  history,  clinical 
examination,  and  radiographic  and  thermographic 
examination  of  the  breast.  A complete  exami- 
nation will  be  performed  for  five  years  on  an 
annual  basis,  or  more  often  if  there  are  suspicious 
findings.  The  women  will  be  followed  for  an  addi- 
tional five  years  in  an  attempt  to  identify  risk 
factors,  and  to  determine  the  effect  of  screening 
and  early  detection  on  death  rates.  The  first  of 
these  projects  began  operation  in  early  1973 
and  with  the  opening  of  the  Vanderbilt  project, 
the  current  level  of  activity  is  complete. 

Three  and  one-half  million  dollars  have  been 
expended  by  the  American  Cancer  Society  and 
nine  million  by  the  National  Cancer  Institute  to 
fund  the  first  two  years  of  operation  of  the  27 

* Chairman,  Breast  Cancer  Task  Force,  American 
Cancer  Society. 


BENJAMIN  F.  BYRD,  JR.,  M.D  * 

projects.  In  addition  to  this  there  are  local  Ameri- 
can Cancer  Society  costs  as  well  as  NCI  costs 
related  to  site  visits  and  data  collection.  Certainly 
a most  important  part  of  the  activity  of  the  Breast 
Cancer  Detection  Projects  is  the  activity  of  the 
volunteers  of  the  American  Cancer  Society,  who 
are  employed  at  all  levels  of  service  within  the 
detection  projects  and  especially  in  the  area  of 
follow-up. 

The  local  project  is  under  the  direction  of 
Drs.  Minyard  Dee  Ingram  and  Burton  Silbert, 
both  of  whom  are  members  of  the  clinical  faculty 
of  Vanderbilt  University  School  of  Medicine  De- 
partment of  Radiology.  Dr.  Henry  Burko  is  the 
acting  head  of  the  department  and  it  is  under  his 
supervision  that  the  function  of  the  center  is 
carried  out.  An  essential  part  of  the  program 
is  the  reporting  and  follow-up  mechanism,  and 
it  is  very  important  that  there  be  close  communi- 
cation between  the  Breast  Cancer  Demonstration 
Project  and  the  medical  community  in  the  area 
served. 

Any  woman  over  35  and  under  75  years  who 
has  no  breast  related  symptomatology  may  register 
for  the  project  evaluation.  When  she  registers  into 
the  project  she  is  asked  to  give  the  name  of  a 
physician  to  whom  a report  may  be  sent  if  any 
abnormality  is  discovered  in  the  project  evalu- 
ation. She  is  then  given  a careful  evaluation  by 
history  and  examination  related  to  breast  ab- 
normalities. At  the  Vanderbilt  project  this  is 
followed  by  mammography  using  the  xeroradio- 
graphic  technique  and  a thermographic  exami- 
nation. The  report  of  the  findings  is  examined 
by  the  project  directors.  Contemporary  experi- 
ence has  indicated  that  many  cancers  can  be 
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picked  up  at  an  early  stage  by  employing  these 
methods. 

An  essential  part  of  the  activities  of  the  project 
is  a continuation  through  appropriate  medical 
channels  of  the  survey  of  the  patient,  so  that 
subsequent  aspiration,  biopsy,  or  appropriate 
surgical  procedure  will  be  known.  The  result  of 
the  pathologic  examination  of  specimens  removed 
by  such  procedures  is  being  followed  under  the 
direction  of  Dr.  William  Hartmann,  Chairman 
of  the  Department  of  Pathology  at  Vanderbilt 
University  School  of  Medicine.  The  project  it- 
self is  purely  a detection  project  and  does  not 
dictate  treatment.  Though  the  follow-up  is  on 
treatment  carried  out  by  the  patient’s  personally 
selected  physician,  it  is  imperative  that  the  patho- 
logic examination  be  available  to  the  project 
pathologist,  in  this  instance,  Dr.  Hartmann. 

The  Vanderbilt  project  has  not  been  in  op- 
eration for  a sufficient  period  of  time  to 
accumulate  any  significant  data.  Currently  in 
the  total  effort  125,000  women  have  been 
examined  and  of  these  88,155  have  already  been 
entered  into  the  computerized  data  accumulation 
program.  Half  of  the  women  that  have  entered 
the  project  program  are  under  50  years  of  age. 
It  is  interesting  that  biopsy  has  been  recommended 
in  about  4.0%  of  the  women  examined.  Of  the 
274  cancers  which  have  been  picked  up  through 
the  detection  program,  55.9%  were  demonstrable 


on  physical  examination;  95.2%  were  demonstra- 
ble on  mammographic  examination,  and  43.5% 
were  demonstrable  on  thermographic  examination. 
There  is  a rather  wide  variation  in  the  number  of 
positive  biopsies  found  through  the  different  proj- 
ects, but  in  general  about  eight  new  cancers  per 
thousand  women  have  been  discovered.  Of  the 
cancers  identified  by  the  project  and  the  pa- 
tients subjected  to  radical  mastectomy,  77%  were 
found  to  have  no  evidence  of  spread  to  the 
axillary  nodes.  This  is  a considerable  improve- 
ment over  the  ordinary  expectation  with  breast 
cancer  treated  by  radical  mastectomy,  since  about 
50%  of  those  women  undergoing  radical  mas- 
tectomy for  breast  cancer  ordinarily  are  found 
to  have  negative  axillary  nodes. 

It  is  the  expectation  of  the  Breast  Cancer 
Detection  Project  that  identification  of  high  risk 
groups  will  emerge  from  this  study,  so  that  more 
detailed  examination  can  be  taken  in  groups  so 
identified.  Certainly  the  location  of  one  of  these 
centers  in  Nashville  under  the  auspices  of  the 
Vanderbilt  University  School  of  Medicine  is  a 
distinct  addition  to  the  ongoing  effort  for  re- 
ducing mortality  from  breast  cancer  in  Tennessee. 
The  profession  will  be  informed  from  time  to 
time  by  the  Project  directors  of  the  results  being 
accumulated  in  Nashville,  as  well  as  the  results 
being  accumulated  from  the  other  26  centers 
across  the  United  States. 

2122  West  End  Ave. 

Nashville,  Tenn.  37203 


Vitamin  C Will  NOT  Prevent  Colds,  Say  Reports  in  AMA  Journal 

CHICAGO — Vitamin  C will  not  prevent  or  cure  the  common  cold.  Further,  it  has  not 
been  proved  that  massive  doses  of  Vitamin  C are  safe.  And  even  if  Vitamin  C did  prevent 
or  reduce  the  discomfort  of  colds,  it  would  be  necessary  to  take  two  capsules  or  tablets  three 
times  a day  for  the  rest  of  one’s  life  to  make  it  work.  These  are  the  conclusions  of  two 
reports  in  the  March  10  issue  of  the  Journal  of  the  American  Medical  Association. 

The  newest  of  many  studies  of  Vitamin  C as  a possible  cold  preventive  was  conducted 
among  several  hundred  employees  of  the  National  Institutes  of  Health,  the  federal  govern- 
ment’s medical  research  unit  at  Bethesda,  Md.  Half  took  regular  doses  of  Vitamin  C for 
nine  months.  The  other  half  took  regular  doses  of  a placebo,  a harmless  but  useless 
substance.  The  result:  “The  effects  of  ascorbic  acid  (Vitamin  C)  on  the  number  of  colds 
seem  to  be  nil,  and  the  effects  on  severity  (of  the  colds)  are  clinically  insignificant.” 

Another  communication  in  JAMA  is  a review  of  all  pertinent  scientific  studies  conducted 
for  more  than  30  years  on  Vitamin  C and  the  common  cold. 

The  review  article  finds:  “Little  convincing  evidence  to  support  claims  of  clinically 

important  efficacy.”  Most  of  the  studies  used  to  support  such  claims  suffer  from  one 
or  more  important  defects,  that  are  particularly  serious  because  the  evaluation  depended 
on  the  patients  own  reports  of  their  condition  or  the  judgment  of  the  investigator  rather 
than  on  measurable  factors,  the  reviewers  found. 

The  review  article  declared:  “Although  the  common  cold  is  undoubtedly  an  uncom- 
fortable and  inconvenient  disease,  it  is  rarely  anything  but  a benign  and  short-lived  one. 
Thus,  even  a prophylactic  agent  of  obvious  and  substantial  value  would  have  to  be  shown 
to  be  safe  in  a large,  varied  population  before  its  unrestricted  use  could  be  unconditionally 
advocated.” 
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Management  of  Leg  Ulcers 

MALCOLM  R.  LEWIS,  M.D.,  and  W.  ANDREW  DALE,  M.D. 


Leg  ulcers  are  a commonly  encountered  prob- 
lem in  medical  practice.  These  can  usually  be 
handled  successfully  in  the  office  if  certain  basic 
principles  are  observed.  The  following  observa- 
tions are  based  on  205  personally  treated  private 
patients. 

ETIOLOGY:  An  important  feature  in  the 

management  of  leg  ulcers  is  determination  of 
etiology.  This  can  usually  be  done  on  the  basis 
of  history  and  physical  findings  alone  without 
resorting  to  special  diagnostic  procedures. 

The  commonest  cause  of  leg  ulcers  is  previous 
venous  thrombosis  with  its  resulting  valve  destruc- 
tion and  wall  damage  in  the  deep  venous  system 
(Table  1).  Often  such  a history  can  be  obtained 


Table  1 

Etiology  of  205  Leg  Ulcers 

Venous 

A.S.  Trauma 

Rad. 

Other 

139 

16  16 

7 

27 

by  careful  questioning  by  both 
tom.  Many  patients  who  are 

name  and 
not  aware 

symp- 
of  a 

previous  attack  of  thrombophlebitis  will  recall 
an  episode  of  leg  swelling  following  childbirth  or 
an  operation,  or  will  recall  diffuse  leg  swelling 
after  a lower  extremity  fracture.  One  of  the 
classical  findings  in  post-phlebitic  legs  is  their 
characteristic  “bowling  pin”  appearance.  This 
occurs,  despite  the  normal  distribution  of  sub- 
cutaneous fat  in  the  upper  leg,  because  of  a 
marked  constriction  in  the  distal  leg  from  atrophy 
and  fibrosis  of  subcutaneous  tissue,  giving  the  ap- 
pearance of  an  inverted  bowling  pin  (Figure  1). 
The  brownish  discoloration,  or  stasis  dermatitis, 
in  this  area  often  extends  considerably  beyond  the 
edges  of  the  ulcer  itself.  Varicose  veins  are  fre- 
quently very  large  and  prominent,  and  if  unilateral 
suggest  a previous  attack  of  thrombophlebitis. 
These  ulcers  are  typically  situated  just  proximal 
to  the  medial  malleolus  although  ulcers  proximal 
to  the  lateral  malleolus  are  not  uncommon,  and 
they  can  occur  anywhere  in  the  distal  portion  of 
the  leg. 

Certain  patients  appear  to  develop  leg  ulcers 
purely  on  the  basis  of  varicose  veins  without  any 
pre-existing  thrombophlebitis.  These  ulcers  are 


Fig.  1.  A typical  post-phlebitic  leg  ulcer  above  the 
medial  malleolus. 


usually  smaller  in  size,  but  may  be  difficult  to 
distinguish  without  a phlebogram. 

Ulcers  in  legs  rendered  ischemic  by  arterial 
occlusion  are  usually  very  painful  and  associated 
with  pain  at  rest  or  night  pain  in  the  foot  itself 
as  well  as  the  area  of  the  ulcer.  Frequently  a 
history  of  intermittent  claudication  antedates  the 
onset  of  ulceration.  No  foot  pulses  are  found 
on  examination,  and  the  foot  itself  shows  marked 
ischemia,  with  loss  of  skin  appendages,  and  the 
characteristic  pallor  or  plethora  of  the  markedly 
ischemic  foot.  The  distribution  of  these  ulcers 
is  not  characteristic.  They  may  occur  anywhere 
in  the  foot  or  distal  portion  of  the  leg. 

When  leg  ulcers  occur  as  a result  of  trauma 
the  history  is  usually  readily  obtainable  and  the 
trauma  is  sufficient  to  result  in  avulsion  of  skin 
and  subcutaneous  tissue  in  an  otherwise  normal 
extremity.  This  is  in  distinct  contrast  to  the 
relatively  minor  trauma  which  leads  to  ulceration 
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in  the  post-phlebitic  extremity.  Such  post-phle- 
bitic  patients  frequently  complain  that  the  leg 
struck  a hard  object  or  was  penetrated  by  a 
stick  while  walking  and  the  resulting  small  break 
in  the  skin  grew  progressively  to  an  established 
leg  ulcer.  In  this  situation,  of  course,  the  under- 
lying venous  insufficiency  and  not  the  trauma 
itself  is  the  real  problem. 

Ulceration  occasionally  results  from  previously 
administered  radiation  to  the  leg.  The  appearance 
of  the  resulting  obliterative  endarteritis  is  charac- 
teristic and  these  ulcers  are  quite  indolent  and 
resistant  to  treatment.  This  history  is  important 
since  management  of  these  ulcers  is  quite  different. 

A number  of  miscellaneous  causes  were  found. 
These  included  patients  with  systemic  illness  in 
which  the  illness  appeared  to  bear  relationship 
to  the  ulceration,  but  diabetic  foot  ulcers  and 
neurogenic  ulcers,  typically  seen  in  the  distal  por- 
tion of  the  foot,  have  been  excluded  from  this 
study. 

When  doubt  exists  as  to  the  etiology  of  an  ulcer 
phlebography  is  sometimes  helpful.  The  technique 
has  previously  been  described.1  Typical  findings 
in  a patient  with  the  post-phlebitic  syndrome  are 
loss  of  deep  venous  channels  due  to  persisting 
venous  occlusion,  loss  of  or  decrease  in  the  normal 
number  of  valves,  and  tortuous  and  irregular  deep 
venous  channels  occurring  as  a result  of  incom- 


Fig.  2.  Phlebogram  showing  occlusion  of  most  of  the 
deep  calf  veins  and  a femoral  vein  which  is 
partially  occluded  distally  and  completely  so 
proximally. 


plete  recanalization  of  veins  (Figure  2).  Arteri- 
ography is  rarely  indicated  to  make  a diagnosis 
of  an  eschemic  leg  ulcer  since  this  can  be  done 
on  the  basis  of  physical  examination. 

MANAGEMENT:  In  a previous  study2  it  was 
determined  that  55  to  87  percent  of  leg  ulcers 
would  heal  with  conservative  therapy.  This  can 
often  be  done  without  taking  the  patient  off 
work  and  without  bed  rest.  The  therapeutic 
regimen  outlined  in  Table  2 is  effective  in  a 

Table  2 

Conservative  Treatment  of  Leg  Ulcers 

1.  Avoid  caustic  applications 

2.  Control  infection  if  present 

3.  Saline  for  compresses 

1 tsp.  table  salt,  1 qt.  water 
boil  20  minutes 

4.  Elastic  support 

elastic  bandage  and  sponge  rubber  pad 
later  Jobst  stocking 

5.  Elevation  of  leg 

majority  of  patients  with  venous  ulcers  and  ulcers 
due  to  trauma,  and  in  many  of  the  patients  in 
the  miscellaneous  category  mentioned  above. 
Patients  and  physicians  alike  are  prone  to  treat 
leg  ulcers  with  many  types  of  medication,  of 
which  have  a caustic  effect  on  the  newly  grow- 
ing epithelium.  Topical  applications  have  no 
rationale,  because  leg  ulcers  are  not  fundamentally 
a skin  problem.  Infection,  if  present  in  the  form 
of  cellulitis  or  lymphangitis,  needs  to  be  dealt 
with  by  systemic  antibiotics.  This  is  usually  not 
the  case  as,  again,  the  underlying  problem  is  one 
of  venous  insufficiency.  If  inflammatory  changes 
are  present  in  the  ulcer-bearing  extremity  these 
may  be  due  to  a recrudescence  of  acute  thrombo- 
phlebitis and  not  to  infection  as  such.  In  such 
cases  active  treatment  is  required  in  the  form  of 
anti-coagulation  with  heparin.3 

Mechanical  cleanliness  is  important  in  the 
treatment  of  leg  ulcers.  This  is  best  achieved 
by  compresses  using  physiologic  saline  made  by 
putting  a teaspoon  of  table  salt  in  a quart  of  water 
and  boiling  this  for  20  minutes  for  sterilization. 
The  solution  is  stored  in  a covered  container. 
In  patients  who  are  not  working  this  can  be  done 
for  several  hours  a day;  in  those  who  are  work- 
ing, two  periods  a day  of  30  minutes  each  is 
usually  sufficient. 

The  mainstay  of  conservative  treatment  is 
elastic  support,  achieved  by  placing  a dry  gauze 
pad  over  the  ulcer  and  covering  it  with  a half 
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inch  pad  of  sponge  rubber  large  enough  to  extend 
well  beyond  the  edges  of  the  ulcer.  The  pad  is 
then  covered  by  a firmly  wrapped  elastic  bandage. 
It  is  particularly  important  not  to  cut  a window 
in  the  sponge  rubber.  This  pressure  pad  serves 
two  purposes.  First,  the  edema  is  squeezed  from 
the  area  of  the  ulcer  and  the  surrounding  tissues 
and  granulations  are  compressed  so  that  new 
epithelium  can  cover  them  readily.  Secondly,  the 
venous  hypertension  is  attacked  directly  by  this 
means.  The  high  pressure  of  the  long  column  of 
blood  in  the  valveless  deep  venous  system  is  trans- 
mitted through  incompetent  perforating  veins  di- 
rectly to  the  skin  and  subcutaneous  tissue  in  the 
ulcer  bearing  area.  The  presence  of  the  com- 
pressing elastic  pad  keeps  blood  forced  out  of 
these  veins  and  relieves  the  high  pressure  on  the 
skin  and  subcutaneous  tissue.  Intermittent  eleva- 
tion throughout  the  day  may  be  helpful  in  patients 
who  are  otherwise  ambulatory,  particularly  if  the 
lower  leg  remains  edematous.  Once  healed,  con- 
tinuous compression  is  best  supplied  by  a fitted 
elastic  stocking  such  as  that  made  by  Jobst  Insti- 
tute, Toledo,  Ohio. 

The  above  regimen  is  effective  for  many  pa- 
tients. For  those  patients  not  healed  by  this 
regimen,  as  well  as  patients  with  massive  leg 
ulcers,  leg  ulcers  due  to  irradiation,  and  those 
associated  with  ischemia  resulting  from  arterial 
occlusion,  other  means  are  necessary.  The  is- 
chemic extremity  must  be  revascularized  by  ar- 
terial repair  before  healing  of  the  ulcer  can  be 
expected.  This  may  be  accompanied  by  excision 
and  skin  graft  of  the  ulcer  at  the  same  time. 
Massive  ulcers  resistant  to  conservative  treatment 
and  ulcers  secondary  to  previous  radiation  must 
be  excised  and  grafted.  Excision  should  include 
not  only  the  ulcer,  but  the  worst  part  of  the 
surrounding  induration,  and  the  depth  of  the  ex- 
cision must  be  sufficient  to  leave  pliable,  well 
vascularized  tissue  in  the  base.  It  is  desirable 
to  avoid  exposure  of  tendons  and  bone,  as  these 
structures  do  not  accept  skin  grafts  well.  A split 
thickness  skin  graft  cut  from  the  thigh  is  then 
sutured  in  place  in  the  defect  (Figure  3).  This 
operation  has  been  done  94  times  in  the  present 
series  and  has  produced  excellent  results  in  terms 
of  immediate  rehabilitation  and  long-term  sta- 
bility. 

The  Cockett  operation  and  the  Linton  op- 
eration involve  excision  and  graft  of  the  ulcer 
as  well  as  elevation  of  a flap  of  skin,  subcutaneous 
tissue  and  fascia  for  the  purpose  of  ligating  indi- 


Fig.  3.  The  same  patient  as  in  Fig.  1,  after  excision 
and  graft. 

vidually  the  perforating  veins  in  the  ulcer  bearing 
area.  This  has  been  done  10  times  in  the  present 
series.  It  is  now  thought  that  these  operations, 
though  often  effective,  are  unnecessarily  compli- 
cated and  produce  no  better  results  than  the 
straightforward  excision  and  grafting  described 
above. 

Arterial  reconstruction,  sometimes  accompanied 
by  excision  and  graft  of  the  ulcer,  has  been  re- 
quired in  16  patients  in  this  series,  with  sym- 
pathectomy in  9. 

When  varicose  veins  are  the  underlying  cause 
of  the  ulcer,  ligation  and  stripping  may  be  re- 
quired but  only  infrequently  when  they  are  merely 
secondary  to  deep  vein  damage.  We  have  done 
ligation  and  stripping  in  54  patients  in  the  present 
study.  The  total  number  of  patients  requiring 
operation  has  thus  been  133  of  205,  or  65  per- 
cent (Table  3).  This  precentage  is  considerably 

Table  3 

Management  of  205  Patients 

Conservative  Treatment  72  Pts.  35% 

Operation  133  Pts.  65% 

(continued  on  page  301 ) 
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The  question  of  the  possible  effects  of  x-rays 
on  the  heart  has  concerned  the  medical  profes- 
sion almost  from  the  discovery  of  roentgen  rays. 
The  heart  was  one  of  the  first  organs  to  be 
investigated  for  sensitivity.  Jones  and  Wedgwood' 
noted  in  their  review  of  early  clinical  reports  that 
as  early  as  1897,  violent  and  irregular  palpitation 
of  the  heart  after  precordial  exposure  to  x-rays 
had  been  reported  by  Seguy  and  Quenisset1.  With 
the  introduction  of  high  voltage  x-rays  in  the 
1920’s  interest  in  the  problem  was  heightened. 
Cardiac  symptoms  were  described  in  some  early 
studies,  but  the  sparsity  of  such  reports  in  rela- 
tion to  the  large  number  of  patients  receiving 
radiation  therapy  led  to  the  conclusion  that  the 
heart  was  the  least  sensitive  of  the  intrathoracic 
organs  and  that  when  irradiated  it  would  not 
limit  the  dosage  to  an  adjacent  tumor.  With  the 
development  of  the  electrocardiogram,  various 
EKG  changes  and  arrhythmias  were  described 
following  x-ray  exposure.  This  gave  promise  of 
a method  of  demonstrating  during  life  changes  in 
the  heart  following  irradiation.  Most  of  these 
early  reports,  however,  contained  clinical  details 
insufficient  to  exclude  ischemic  heart  disease  and 
other  underlying  causes.  Early  reports  were  also 
limited  because  only  the  limb  leads  were  re- 
corded. While  these  studies  left  no  doubt  that 
Electrocardiographic  changes  developed  following 
radiation,  their  significance  was  not  clear  and 
interest  in  the  problem  of  radiation  effects  on  the 
heart  temporarily  lapsed. 

Recent  advances  in  technology  making  use  of 
high  energy  sources  which  spare  the  skin,  have 
made  other  structures  the  limiting  factor  in  the 
amount  of  radiation  that  can  be  delivered.  There- 
fore, portions  of  the  heart  were  often  given  sub- 
stantial doses  of  radiation  in  the  treatment  of 
internal  mammary  lymph  nodes  and  cancers  of 
the  lung  and  mediastinum.  Accumulated  data 
show  that  there  is  a spectrum  of  heart  disease 
which  is  dependent  on  radiation  dose,  volume, 
and  fractionation.  It  is  incumbent  upon  the  clini- 
cian to  consider  this  in  evaluating  cardiac  symp- 
toms, EKG  changes,  and  rhythm  changes  in  a 
patient  having  previously  undergone  radiation 
therapy. 

Clinical  Syndromes 

Damage  may  occur  to  the  pericardium,  myo- 
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cardium,  endocardium,  or  the  blood  vessels  of 
the  heart,  and  any  combination  of  these  tissues 
may  show  damage  in  a given  situation.  Disease 
of  the  pericardium,  either  acute  or  chronic,  is 
the  most  common  feature  in  the  majority  of  cases 
of  radiation  heart  disease.  The  pericardium  is  a 
relatively  avascular,  double-layered,  highly  flexi- 
ble structure  which  is  normally  lubricated. 
Radiation  affects  these  qualities  of  the  pericar- 
dium in  a number  of  ways  and  by  so  doing  pro- 
duces the  syndromes  which  are  seen  clinically. 

Radiation-produced  acute  pericarditis  is  of  two 
types.  The  first  is  acute  pericarditis  with  onset 
during  radiation  therapy.  Though  not  common, 
this  form  is  occasionally  seen  during  treatment. 
In  Stewart  and  Fajardo’s  studies23  this  type  was 
detected  in  only  three  of  fifty-nine  cases  of  radi- 
ation heart  disease.  In  each,  it  subsided  promptly 
during  continued  treatment  with  no  ill  effects. 
It  was  their  feeling  that  this  small  group  might 
represent  a mediastinal  reaction  to  necrosis  of 
radiosensitive  tumor  contiguous  to  the  pericar- 
dium, not  necessarily  indicating  radiation  damage 
to  the  pericardium  itself.  They  stated,  however, 
that  these  cases  could  also  be  the  expression  of 
acute  radiation  heart  disease  instead  of  tumor 
reaction. 

The  second  and  more  common  pattern  of 
radiation-induced  acute  pericarditis  is  delayed, 
appearing  a few  weeks  to  several  years  after  the 
course  of  radiation.  Most,  however,  appear  with- 
in the  first  twelve  months.  Twenty-three  of  the 
fifty-nine  cases  of  radiation  heart  disease  that 
Stewart  and  Fajardo  studied  fell  into  this  cate- 
gory. Clinically,  the  cases  of  acute  pericarditis 
presented  with  fever,  pleuritic  chest  pain  and 
pericardial  friction  rubs,  and  were  indistinguish- 
able from  acute  pericarditis  of  any  other  etiology. 
EKG’s  showed  inversion  and  flattening  of  T 
waves,  elevation  of  ST  segments  and  decrease 
in  QRS  segments.  Pericardial  effusion  often  en- 
larged the  cardiac  silhouette,  and  sometimes  there 
was  also  an  associated  pleural  effusion.  Often  a 
mild  to  severe  tamponade  developed,  and  when 
this  occurred,  there  was  often  a paradoxical 
pulse,  or  Kussmaul’s  sign  could  be  demonstrated. 
The  course  of  the  disease  varied.  In  approxi- 
mately half  of  the  cases  of  delayed  acute  peri- 
carditis the  disease  was  self-limited  and  symp- 
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toms  cleared  spontaneously.  Some  patients 
required  pericardiocentesis  and  a few  developed 
pericardial  constriction  requiring  pericardiectomy, 
while  others  went  on  to  develop  pericardial  fi- 
brosis or  pancarditis. 

The  dose-time-volume  relationships  for  acute 
pericarditis  have  been  worked  out  by  Stewart 
and  Fajardo.  They  found  that  most  patients  will 
have  received  at  least  4,000  rads  in  four  weeks  to 
a major  portion  of  the  heart,  though  the  disease  is 
not  common  even  after  5,000  to  6,000  rads  in 
six  weeks.  This  observation  has  required  con- 
sideration of  associated  factors.  In  a portion  of 
the  patients  post-radiation  pericardial  effusions 
developed  in  association  with  myxedema.  It  has 
been  suggested  that  prolonged  high  iodine  level 
after  lymphangiograms  provoke  thyroid  hyper- 
plasia and  increased  radiation  vulnerability. 
Thyroid  function  should  always  be  assessed  be- 
fore attributing  the  damage  to  radiation.  It  is 
generally  concluded,  however,  that  in  most  cases 
such  associated  factors  do  not  play  a part. 

• Patients  with  chronic  pericarditis  present  in 
one  of  three  ways:  with  pericardial  effusion,  with 
chronic  constrictive  pericarditis  with  various  de- 
grees of  active  inflammation  and  chronic  peri- 
cardial effusion,  or  with  chronic  constrictive  peri- 
carditis with  myocardial  and  endocardial  fibrosis 
without  effusion.  Twenty-six  out  of  fifty-nine  of 
Stewart  and  Fajardo’s  cases  showed  chronic  peri- 
cardial effusion,  the  onset  of  which  occurred  up 
to  five  years  after  radiation,  though  the  majority 
occurred  within  the  first  year.  Most  of  the  patients 
were  asymptomatic;  an  enlarged  heart  shadow 
being  found  on  routine  follow-up  chest  x-rays. 
Chronic  pericarditis  may  or  may  not  be  preceded 
by  acute  pericarditis.  Symptoms  and  signs  when 
present  consist  of  dyspnea,  various  degrees  of 
chest  pain,  venous  distension  and  pleural  effusion. 
Paradoxical  pulse  and  fever  may  also  be  present. 
EKG  changes  include  a decreased  QRS  voltage, 
T wave  and  ST  segment  changes.  In  approxi- 
mately half  of  the  cases  the  effusion  cleared  spon- 
taneously, even  after  being  present  for  as  long 
as  two  years.  Some  cases  developed  pericardial 
and  myocardial  fibrosis,  with  or  without  endo- 
cardial fibroelastosis. 

The  myocardium  itself,  is  exclusive  of  the 
blood  vessels  and  connective  tissues  one  of  the 
more  radioresistant  tissues.  In  those  cases  in 
which  myocardial  damage  is  a prominent  feature 
there  is  also  evidence  of  pericardial  disease. 
The  most  severe  cases  of  myocardial  damage 


showed  both  pericardial  and  myocardial  fibrosis 
(pancarditis).  Most  of  these  patients  had  in- 
tractable cardiac  failure,  and  were  not  substan- 
tially helped  by  pericardectomy. 

Some  patients  showed  marked  endocardial 
thickening  by  collagen  or  elastic  tissue  (endo- 
cardial fibroelastosis).  Cohn  and  associates  de- 
scribed one  case  of  a 20-year-old  youth  with 
signs  of  mitral  insufficiency  and  left  bundle 
branch  block4,  who  had  been  treated  over  the 
previous  1 1 years  with  repeated  surgery  and 
radiotherapy  for  a round  cell  tumor  of  the  ribs 
of  the  left  thorax.  Examination  showed  poor  heart 
sounds,  with  an  apical  pansystolic  murmur.  An 
apical  short  pulmonary  artery  wedge  V wave  and 
rapid  Y descent  indicative  of  mitral  insufficiency 
were  described.  It  appeared  that  radiation  fibrosis 
of  the  myocardium  was  probably  the  cause  of  the 
left  bundle  branch  block.  Mitral  regurgitation 
was  thought  to  be  present  on  the  basis  of  papil- 
lary muscle  dysfunction. 

Blood  vessels  of  the  heart  show  the  same 
response  to  radiation  as  vessels  elsewhere.  Injury 
of  the  cardiac  vessels,  however,  is  more  serious 
than  injury  in  most  other  sites.  The  incidence  of 
myocardial  infarction  from  radiation  is  difficult 
to  assess  since  many  of  the  patients  are  beyond 
middle  age  and  it  is  impossible  to  determine 
whether  the  infarction  is  produced  by  radiation 
or  results  from  natural  consequences  in  a coro- 
nary prone  individual.  Cohn  and  associates  de- 
scribed a very  striking  case  of  a 15-year-old  boy 
who  suffered  a fatal  acute  myocardial  infarction 
16  months  after  receiving  4,000  rads  to  the 
“mantle”  for  Hodgkin’s  disease.  Postmortem 
examination  showed  severe  intimal  proliferation, 
atheromatous  deposits  in  all  the  major  coronary 
arteries,  a recent  thrombosis  of  the  anterior  de- 
scending branch  and  a large  acute  anteroseptal 
myocardial  infarction.  There  was  no  significant 
atherosclerosis  elsewhere  in  the  body,  and  there 
was  no  familial  or  metabolic  predisposition  to 
premature  coronary  disease.  Other  cases,  includ- 
ing those  of  Dollinger  and  Prentice,  have  been 
reported  in  the  literature  substantiating  this  com- 
plication as  one  of  the  varieties  of  radiation  in- 
duced heart  disease5,6. 

Incidence 

The  exact  incidence  of  cardiac  damage  from 
various  treatment  techniques  is  impossible  to 
establish.  The  administration  of  5,000  to  6.000 
rads  to  the  internal  mammary  nodes  produced 


APRIL,  1975 


293 


RADIATION  HEART  DISEASE/Myers 

cardiac  damage  in  3 to  4 percent  of  cases  in  a 
study  by  Stewart,  while  Cohn  reported  an  in- 
cidence of  6 percent  in  patients  radiated  for 
Hodgkin’s  disease.7  The  fractionation  scheme 
and  portal  size  were  found  to  be  important  in 
the  production  of  cardiac  damage.  Stewart  and 
Fajardo  found  after  analysis  of  a large  number 
of  patients  treated  at  Stanford  Medical  Center 
that  the  incidence  of  radiation-induced  heart  dis- 
ease in  Hodgkin’s  disease  was  6.6  percent  and 
in  breast  carcinoma  4.5  percent. 

Pathology 

The  morphologic  changes  in  pericarditis  are 
not  specific  for  radiation  damage.  The  pericar- 
dium may  be  thickened  due  to  deposition  of  col- 
lagen, the  two  layers  are  often  adherent,  and  the 
pericardium  may  be  adherent  to  the  heart  and 
pleura.  Usually  the  underlying  myocardium  ap- 
pears normal  on  gross  examination.  In  severe 
cases  there  may  be  myocardial  fibrosis  and  endo- 
cardial thickening. 

Radiation  doses  produce  a variety  of  subcel- 
lular  changes  which  have  been  studied  by  Burch 
and  associates8.  Radiation  seems  to  produce  ex- 
tensive disorganization  of  mitochondria,  myo- 
fibrilis,  and  sarcolemma.  In  contrast  to  the 
changes  in  infarcted  myocardium,  the  radiated 
cells  did  not  show  increased  lipid  droplets,  sarco- 
plasmic reticulum  in  the  radiated  cells  did  not 
show  overt  swelling,  and  there  was  no  hyalini- 
zation  of  the  myofilaments.  Alteration  and  dis- 
ruption of  membranes,  both  the  sarcolemma  and 
mitochondria,  did  not  seem  to  be  a significant 
finding.  Most  of  these  changes  may  possibly  be 
accounted  for  by  radiation  induced  vascular 
damage.  Burch  concluded  that  large  doses  of 
irradiation  to  the  mediastinum  can  cause  damage 
to  the  myocardium  that  may  manifest  itself  only 
months  or  years  after  exposure. 

Treatment 

Obviously  the  best  treatment  for  radiation  in- 
duced heart  disease  is  prevention.  It  is  always 
wise  to  shield  as  much  of  the  heart  as  possible. 
Stewart  and  Fajardo  defined  some  of  the  risks  of 
carditis  as  related  to  the  rad  and  ret  doses,  frac- 
tionation and  proportion  of  the  heart  in  the  high 
dose  volume,  as  follows:  (1)  When  at  least  half 
of  the  heart  is  included  in  the  high  dose  volume, 
a ret  dose  of  1,500  (about  4,400  rads  in  4 to  5 

294 


weeks)  will  produce  myocarditis  in  about  5 per- 
cent of  the  cases;  (2)  When  high  doses  of  radi- 
ation to  the  mediastinum  are  necessary,  and  the 
heart  is  included  in  the  radiated  volume,  the  risk 
of  carditis  jumps  to  40  percent;  (3)  When  the 
volume  is  smaller,  a ret  dose  of  1,850  is  required 
to  produce  myocarditis  in  5 percent. 

A serious  deterrent  to  treatment  of  radiation 
induced  heart  disease  is  failure  to  recognize  signs 
and  symptoms  as  being  due  to  heart  disease  and 
not  to  a recurrence  of  neoplasm  in  the  thorax. 
It  is  most  important  to  recognize  radiation  peri- 
carditis since  it  often  clears  spontaneously,  and 
for  this  reason,  a conservative  approach  is  fre- 
quently all  that  is  needed.  Helpful  medications 
include  salicylates,  adrenocortical  steroids,  and 
Indomethacin.  Tamponade  necessitates  peri- 
cardiocentesis and  cardiac  constriction  requires 
pericardectomy.  Prolonged  effusions,  even  when 
asymptomatic,  may  require  elective  pericardecto- 
my. It  should  be  kept  in  mind,  however,  that 
Stewart  and  Fajardo  found  that  several  of  their 
patients  had  clearing  of  effusions  with  no  residual 
impairment  even  after  the  effusion  had  been 
present  for  many  months.  They  recommended 
pericardiocentesis  if  indicated  for  treatment  of 
tamponade,  and  it  was  not  their  policy  to  do 
pericardectomy  in  the  asymptomatic  patients 
with  prolonged  effusions.  They  recommended 
cardiac  catheterization  combined  with  pericardio- 
centesis to  assess  the  relative  importance  of  tam- 
ponade and  restriction  in  order  to  select  patients 
for  pericardectomy.  It  should  be  pointed  out  that 
the  pericardial  fluid  in  acute  or  chronic  peri- 
carditis produced  by  radiation  is  frequently 
serosanguineous  or  frankly  bloody,  usually  con- 
taining a high  concentration  of  protein.  One  must 
be  careful  not  to  erroneously  attribute  the  bloody 
fluid  to  malignant  involvement.  An  elevated 
lactic  dehydrogenase  activity  in  the  pericardial 
fluid  favors  malignancy,  although  the  LDH  can 
also  be  elevated  by  hemolysis. 

Conclusion 

It  can  reasonably  be  expected  that  radiation 
heart  disease  will  become  more  frequent  as  radical 
radiotherapy  is  increased  to  effect  cures  in  malig- 
nant disease.  It  is  probable  that  larger  doses 
of  radiation  will  be  given  in  the  future.  Hope- 
fully, patients  will  live  longer,  and  hence  the 
opportunity  will  be  greater  for  cardiac  disease  to 
evolve.  The  high  incidence  of  cardiac  damage 
in  Hodgkin’s  disease  may  be  due  in  part  to  the 
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longer  survival  of  these  patients.  It  may  be  that 
the  younger  age  of  many  of  these  patients,  with 
their  more  active  cell  proliferation  may  make 
them  more  radiosensitive. 

Further  study  of  the  radiation  reaction  is 
needed  to  elucidate  pathogenesis.  It  now  seems 
probable  that  acute  pericarditis  represents  an 
early  mild  form  of  radiation  damage,  and  chronic 
pericardial  effusion  a somewhat  later  process, 
while  chronic  constrictive  pericarditis  and  pan- 
carditic  fibrotic  changes,  including  myocardial  fi- 
brosis and  endocardial  fibroelastosis,  is  a still 
later  process. 

503  Doctors  Building 
Chattanooga,  Tenn.  37402 
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THE  COOPER  REVIEW 

Answer  true  or  false  unless  otherwise  indicated 

(Answers  found  on  page  338) 

1.  A serologic  test  for  rheumatoid  factor  in  an  elderly  patient  with  vague  muscle  and  joint  “aches” 
is  reported  as  positive  to  a titer  of  1:40.  This  result: 

(a)  Confirms  the  diagnosis  of  rheumatoid  arthritis.  (b)  Rules  out  rheumatoid  arthritis. 

(c)  Means  nothing.  (d)  Requires  further  information  for  interpretation. 

2.  This  27-year-old  female  presents  to  your  office  with  the  complaints  of  fever,  skin  rash  and 
generalized  arthralgias.  She  had  recently  gotten  over  an  upper  respiratory  tract  infection  and  had 
been  on  Penicillin  therapy. 

On  physical  examination  she  has  a urticaria  rash  and  diffuse  adenopathy.  Examination  of 
joints  revealed  some  slight  tenderness  with  slight  warmth,  heat  and  several  small  joints  of  her 
hands,  knees  and  feet. 

Blood  count  revealed  a Hgb-  12.6,  WBC-  13,600  with  12%  eosinoph.,  62  polys,  26  lymphs 
and  12%  eosinoph.  Sed.  rate  was  32mm/hr. 

The  most  likely  diagnosis  here  is  which  of  the  following: 

(a)  Acute  rheumatoid  arthritis.  (b)  Acute  gout.  (c)  Systemic  lupus  erythematosus. 

(d)  Serum  sickness  reaction  to  Penicillin. 

3.  What  are  the  salient  clinical  findings  in  children  with  mandibular  fractures? 


“The  Cooper  Review”  is  published  by  the  Department  of  Medical  Education,  The  Cooper  Hospital,  Camden.  New 
Jersey,  Sherman  Garrison,  M.D.,  Director.  Produced  by  the  Medical  Staff  of  The  Cooper  Hospital,  “The  Cooper 
Review”  is  a review  of  clinical  observations  and  contemporary  problems  encountered  by  the  staff. 
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Cerebrospinal  Fluid  Protein  Evaluation 

In  the  laboratory  workup  of  cerebrospinal 
fluid  (CSF)  specimens,  evaluation  of  the  pro- 
tein is  one  of  the  most  clinically  significant  tests. 
Methods  are  now  available  for  measurement  of 
total  protein  which  reflect  more  accurately  than 
earlier  techniques  the  respective  contributions  of 
albumin  and  globulin.  By  whatever  quantitative 
method  used,  normal  fluid  contains  approximately 
20-50  mg/dl;  “hypoproteinemia”  as  a pathologi- 
cal entity  is  nonexistent.  Total  protein  values  are 
high  in  infants,  and  decline  gradually  during  the 
first  year  of  life.  Adult  values  generally  are  felt 
to  be  significantly  elevated  when  values  of  about 
60  mg/dl  or  greater  are  reached. 

CSF  protein  composition  varies  depending  on 
the  compartment  sampled.  For  example,  ventric- 
ular fluid  has  a low  total  protein  content  with  a 
prominent  prealbumin  component;  subarchnoid 
fluid  has  a higher  protein  content  and  more 
closely  resembles  a serum  ultrafiltrate.  While  it  is 
generally  acknowledged  that  CSF  protein  orig- 
inates from  serum  as  well  as  from  endogenous 
production  within  the  central  nervous  system, 
the  protein-producing  cells  and  tissue  in  the 
CNS  are  rarely  identified  in  standard  reference 
source.  Nonetheless,  a variety  of  a,  /?,  and  y- 
globulin  components  are  believed  to  be  specific 
for  CSF. 

Tn  addition  to  simple  total  quantitation,  evalua- 
tion by  electrophoretic  separation  can  be  of  con- 
siderable diagnostic  value.  Normal  CSF  contains 
five  distinct  fractions;  prealbumin,  albumin,  and  a, 
(3,  and  y-globulins.  A greater  degree  of  resolution 
of  the  individual  electrophoretic  fractions  can  be 
achieved  with  agar  gel  or  agarose  than  with 
cellulose  acetate,  and  while  the  latter  medium  is 
frequently  more  convenient,  in  certain  situations 
its  disadvantages  sometimes  decrease  its  diagnos- 
tic usefulness. 

Four  general  electrophoretic  patterns  have  been 
described  in  disease.  The  “extra  cerebrospinal 
fluid  pattern”  results  when  a distinct  pathological 
serum  pattern  is  reflected  in  the  CSF;  for 
example,  the  presence  of  a monoclonal  serum 
globulin  (“M-protein”)  in  a patient  with  im- 

From  the  Department  of  Pathology,  Methodist  Hos- 
pital, Memphis,  Tenn.  38104. 


munoproliferative  disease.  Thus,  to  properly 
evaluate  a CSF  electrophoretogram  of  this  type, 
a serum  specimen  must  be  similarly  tested  (in 
fact,  this  holds  true  whenever  performing  CSF 
electrophoresis).  The  “capillary  permeability 
pattern”  reflects  increased  passage  of  serum  pro- 
teins into  the  CSF,  as  might  be  seen  with  vascular 
“leakage”  due  to  infection,  neoplasm,  or  ischemic 
vascular  disease.  Generally  all  major  fractions 
except  prealbumin  tend  to  be  elevated  in  this 
situation,  which  in  our  experience  is  the  most 
commonly  encountered  abnormal  pattern.  The 
rarely  encountered  “degenerative  pattern”  has 
been  described  in  anoxic  cerebral  atrophy  and  a 
few  other  unusual  disorders,  and  consists  of  an 
increase  in  the  “slow  beta”  globulins.  Last,  the 
“y-globulin  pattern,”  perhaps  diagnostically  the 
most  helpful,  generally  shows  a relatively  discrete 
increase  in  the  y-globulin  zone  on  cellulose 
acetate  which  on  agarose  often  can  be  seen  to 
reflect  the  presence  of  a discrete  immunoglobulin 
band  or  bands  within  the  diffuse  y area.  It  is 
for  the  detection  of  this  type  of  pattern  that  most 
CSF  specimens  are  submitted  to  our  laboratory, 
for  when  present  it  has  a strong  association  (over 
90%  in  some  workers’  experience)  with  multiple 
sclerosis  (MS).  However,  it  is  by  no  means 
specific  for  that  entity,  and  may  be  seen  in  such 
disorders  as  viral  and  other  meningoencephalit- 
ides,  neurosyphilis,  and  rarely  neoplasms.  In 
MS  the  discrete  bands  represent  intrinsically- 
produced  IgG  of  restricted  electrophoretic  mobil- 
ity; while  probably  not  truly  monoclonal,  abnor- 
mal kappa: lambda  light  chain  ratios  have  been 
found  in  these  immunoglobulins.  Some  feel  that 
this  “banding”  pattern  is  the  single  most  impor- 
tant diagnostic  feature  in  this  disease. 

As  further  aids  in  the  diagnosis  of  MS,  other 
techniques  may  be  employed.  Immunodiffusion 
plates  are  now  available  to  quantitate  low-level 
immunoglobulins  and  albumin  in  CSF.  Conse- 
quently, various  numerical  “ratios”  have  been 
devised,  such  as  y-globulin/total  protein,  IgG/ 
total  protein,  IgG/albumin,  and  so  forth — the 
rationale  being  that  if  the  value  exceeds  a certain 
limit,  this  strongly  suggests  the  diagnosis  of  MS. 
Certainly,  in  the  setting  of  normal  or  only  slightly 
elevated  total  protein,  an  elevated  ratio  with  dis- 
crete electrophoretic  gamma  bands  makes  this 
diagnosis  likely  on  a statistical  basis  (the  prime 
exception  being  viral  meningoencephalitis). 

CSF  electrophoresis  in  the  diagnosis  of  primary 
(continued  on  page  298) 
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Answer  on  page  298. 


This  is  a 57-year-old  black  female  with  diabetes, 
hypertension  and  chronic  renal  disease  who  was  ad- 
mitted to  the  hospital  with  the  sudden  onset  of  crushing 
substernal  chest  pain,  nausea  and  vomiting,  diaphoresis. 


and  dyspnea.  Cardiac  enzymes  rose  minimally  over  the 
next  few  days  and  an  electrocardiogram  showed  non- 
specific ST-T  abnormalities.  She  was  treated  with  bed 
rest  and  narcotics  as  needed.  She  suffered  with  inter- 
mittent chest  and  abdominal  pain  over  the  next  3 weeks 
during  which  time  a murmur  of  aortic  insufficiency  was 
heard.  Please  examine  the  chest  films  below  and  choose 
the  proper  diagnosis. 

1.  myocardial  infarction 

2.  pulmonary  emboli 

3.  aortic  dissection 

4.  pericarditis 


From  the  Department  of  Diagnostic  Radiology,  Uni- 
versity of  Tennessee  College  of  Medicine.  Memphis, 
Tenn.  38163. 


Martin  Pinstein,  M.D. 
Stephen  Gammill,  M.D. 
Jim  Hitchman,  M.D. 


Fig.  2.  Chest  film — 1975  (disregard  scar  in  right  lower 
Fig.  1.  Chest  film — 1972  lung) 


Health  Claims  Unproved  for  Green  and  Blue  Eggs 

CHICAGO — Believe  it  or  not — there  is  a breed  of  chicken  that  lays  its  own  colored 
Easter  eggs,  in  colors  ranging  from  medium  blue  to  medium  green.  These  are  a breed  of 
South  American  chickens  known  as  araucana.  And  they  actually  do  lay  colored  eggs. 

Some  claims  have  recently  been  made  that  the  araucana  eggs  are  better  for  the  diet  than 
regular  eggs,  but  these  claims  have  not  been  substantiated,  says  a communication  in  the 
March  10  issue  of  the  Journal  of  the  American  Medical  Association. 

The  report  cites  a study  by  the  Iowa  State  College  Department  of  Poultry  Science  for 
the  American  Egg  Board  which  indicates  that  the  color  of  the  egg  shell  does  give  some 
indication  of  its  cholesterol  content.  The  dark  shell  eggs  have  slightly  higher  cholesterol 
content. 

The  JAMA  report  also  pointed  out  that  eggs  with  a slightly  higher  polyunsaturated 
fatty-acid  content  have  been  produced  in  the  United  States  by  hens  fed  diets  containing 
polyunsaturated  vegetable  oils.  Certain  health  claims  have  been  made  for  these  eggs,  but 
actually  they  aren't  very  much  different  from  regular  eggs,  says  the  communication. 
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ANSWERS  TO  X-RAY  OF  THE  MONTH 

The  EKG  changes  in  this  case  were  not  specific 
enough  to  seal  a diagnosis  of  myocardial  infarction 
or  pericarditis.  Furthermore,  serum  enzyme 
studies  were  relatively  normal,  so  the  above  diag- 
noses as  well  as  pulmonary  emboli  were  con- 
sidered unlikely.  A normal  lung  scan  excluded 
pulmonary  emboli  reasonably  definitively. 

Because  the  comparison  of  the  chest  films  of 
1972  and  1975  showed  widening  of  the  mediasti- 
num adjacent  to  the  aortic  arch  and  descending 
aorta  (Figs.  1 & 2),  a diagnosis  of  aortic  dis- 
section was  considered.  This  diagnosis  was  con- 
firmed by  aortography  (Fig.  3).  The  dissection 
extended  to  the  right  iliac  artery  and  had  sheared 


Fig.  3.  Thoracic  aortogram.  Note  that  the  true  lumen 
of  the  aorta  is  opacified  to  the  patient’s  right 
of  the  aortic  wall  (between  the  arrows)  and 
the  false  lumen  is  opacified  to  the  left  of  the 
aortic  wall. 


❖ 


Cerebrospinal  Fluid  Protein  Evaluation 

(continued  from  page  296) 

brain  tumors  has  been  felt  to  be  helpful  occasion- 
ally, particularly  if  the  pattern  is  that  of  elevated 


off  the  celiac  axis  and  right  renal  artery.  The 
patient  was  treated  conservatively,  with  operation 
to  be  considered  at  a later  time. 

Aortic  dissection  or  dissecting  aneurysm  of  the 
aorta  occurs  when  blood  dissects  into  the  media 
of  the  aorta  in  hypertensive  patients  or  patients 
with  cystic  medial  necrosis  of  the  aorta  (e.g. 
Marfan’s  Syndrome).  It  is  manifest  roentgeno- 
graphically  by  widening  of  the  mediastinum  on 
plain  chest  films,  as  in  this  patient.  As  with 
every  radiologic  examination,  previous  films  for 
comparison  with  the  current  examination  proved 
helpful. 

Angiographically,  dissecting  aneurysms  are 
manifest  by  narrowing  of  the  aortic  lumen  accom- 
panied by  thickening  of  the  aortic  wall.  A 
definite  diagnosis  may  be  made  when  the  false 
lumen  caused  by  the  dissection  is  opacified  a 
second  or  so  later  than  the  aortic  lumen  (because 
the  flow  is  slower  in  the  dissection)  (Fig.  3). 
Dissections  of  the  aorta  often  shear  off  splanchnic 
vessels,  manifest  by  failure  of  opacification  of 
branches  of  the  aorta. 

Aortic  dissections  may  be  divided  into  3 types: 
Type  I — originates  in  the  ascending  aorta  and 
may  dissect  as  far  distally  as  the  iliac 
arteries 

Type  II  — involves  only  the  ascending  aorta  and 
is  most  commonly  associated  with 
Marfan’s  Syndrome 

Type  III — originates  distal  to  the  left  subclavian 
artery  and  may  also  dissect  distally 
as  far  as  the  iliac  arteries. 


A murmur  consistent  with  aortic  insufficiency 
is  often  present  in  patients  with  dissecting 
aneurysms  as  was  the  case  here.  Current  treat- 
ment includes  anti-hypertensive  medications  dur- 
ing the  acute  phase  of  the  disease  and  operation 
at  a later  date  when  the  patient  has  been 
stabilized. 


* 


a2  and  y fractions  (total  protein  may  be  either 
increased  or  normal).  However,  inflammatory 
lesions  and  metastatic  neoplasms  may  result  in  a 
similar  pattern. 


Dean  G.  Taylor.  M.D. 
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Hypertension  and  Renal  Tumors 

The  association  of  renal  tumors  and  hyper- 
tension has  been  reported  as  an  infrequent 
curable  form  of  hypertension.  Renal  tumors  may 
cause  hypertension  by  one  of  two  mechanisms: 
(1)  directly  by  production  of  renin  by  the  tumor; 
or  (2)  indirectly  by  the  compression  of  renal 
tissue  and  vasculature  resulting  in  localized  renal 
ischemia.  Renin  production  has  been  reported  by 
the  so-called  “juxtaglomerular  cell  tumor,”  clear 
cell  carcinoma  of  the  kidney,  nephroblastoma 
(Wilms  tumor)  and  renal  hamartoma.  Renal 
compression  as  a cause  of  curable  hypertension 
has  been  reported  in  association  with  nephro- 
blastoma, renal  cyst,  and  renal  cell  carcinoma. 

Generally  speaking,  renin  secreting  tumors  are 
associated  with  severe  hypertension  in  younger 
individuals  (ages  8-37).  Peripheral  renin  levels 
are  elevated  and  evidence  of  secondary  aldos- 
teronism with  hypokalemia  is  common,  though 
in  one  patient  the  hypertension  was  mild  to 
moderate,  serum  K+  was  normal  and  the  periph- 
eral renin  activity  (PRA)  determination  was 
normal.  Since  this  disease  was  first  described  in 
1967,  a total  of  only  11  cases  have  been  reported 
in  the  world’s  literature. 

The  diagnosis  of  a renin  secreting  tumor  may 
be  suspected  in  any  young  patient  who  presents 
with  severe  hypertension.  Its  diagnosis,  however, 
cannot  be  ruled  out  in  any  hypertensive  patient 
without  a complete  hypertensive  workup.  The 
most  accurate  diagnostic  test  in  the  recognidon  of 
renin  secreting  tumors  is  selective  renal  arteri- 
ography. Renal  venous  renins  have  lateralized  to 
the  side  of  the  tumor  in  each  of  the  6 cases 
in  which  the  determination  was  performed,  with 
ratios  varying  from  1.2-3. 3.  In  the  case  of  the 
renal  hamartoma  reported  by  Hirose  et  al, 
lateralizing  renal  venous  renin  ratios  (2.0,  1.4) 
were  the  only  clue  to  suggest  curable  hyperten- 
sion in  a 10-year-old  boy  with  malignant  hyper- 
tension. It  was  on  this  basis  that  a nephrectomy 
was  performed  and  a micro-tumor  (.2  x .15  cm) 
was  subsequently  discovered.  Of  the  11  renin 
secreting  tumors  thus  far  reported  8 have  been 

From  the  Hypertension  Center  and  the  Department 
of  Medicine,  Vanderbilt  University  Medical  Center, 
Nashville,  Tenn.  37232. 


benign  with  2 Wilms  tumors  and  a renal  (clear) 
cell  carcinoma  being  categorized  as  malignant. 
In  each  of  the  patients  surgical  extirpation  of 
the  tumor  has  resulted  in  amelioration  of  the 
hypertension. 

The  hypertension  literature  has  few  well- 
documented  cases  of  hypertension  due  to  com- 
pression of  renal  tissue  by  a tumor.  The  Van- 
derbilt SCOR  in  Hypertension  has  recently  had 
the  opportunity  to  study  one  such  patient  who 
had  moderate  hypertension,  elevated  PRA  and 
normal  serum  K + . Removal  of  a 6 cm  renal 
cell  carcinoma  of  the  kidney  resulted  in  normal- 
ization of  blood  pressure.  Similar  instances  of 
surgically  curable  hypertension  have  been  re- 
ported with  renal  cysts,  nephroblastomas  and 
other  renal  tumors.  The  diagnosis  is  suggested 
by  an  abnormal  IVP  indicating  distortion  of 
normal  renal  architecture.  In  certain  patients  an 
abdominal  mass  may  be  present.  The  triad  of 
hematuria,  flank  pain  and  flank  mass  in  associa- 
tion with  hypertension  should  suggest  the  possi- 
bility of  renal  cell  carcinoma.  Arteriography 
plays  an  important  role  in  the  evaluation  of  such 
patients  and  renal  venous  renin  determinations 
are  frequently  helpful  in  recognizing  the  func- 
tional consequences  of  renal  compression  by  the 
tumor.  Surgical  extirpation  is  the  treatment  of 
choice  in  the  case  of  solid  tumors  while  per- 
cutaneous drainage  of  large,  benign  renal  cysts 
has  been  reported  to  cure  hypertension. 

Renal  tumors  are  rare  causes  of  curable  hyper- 
tension. It  is  important  to  screen  the  hyperten- 
sive patient  for  these  tumors  since  some  of  them 
are  malignant.  The  hypertension  associated  with 
renal  tumors  may  be  cured  by  nephrectomy. 

John  W.  Hollifield,  M.D. 
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Aortic  Aneurysm 

A 65-year-old  white  male  was  admitted  to  the  hos- 
pital with  recent  onset  of  difficulty  in  urination.  He  was 
known  to  have  had  hypertension,  chronic  congestive 
heart  failure,  chronic  bronchitis,  and  deafness.  He  was 
on  Digoxin  and  diuretics. 

Physical  examination  revealed  a man  who  appeared 
of  his  stated  age  and  was  in  mild  distress.  His  blood 
pressure  was  170/100,  pulse  84,  respiration  20  and 
temperature  98.6.  He  had  an  enlarged  prostate  by 
palpation,  a large  residual  urine  volume,  systolic  ejec- 
tion murmur  along  the  left  sternal  border,  a pulsatile 
mass  in  the  mid-abdomen,  and  bruits  over  both  femoral 
arteries. 

His  fasting  glucose  was  elevated  to  150  mg%  and  his 
BUN  was  38  mg%.  A TUR  was  successfully  accom- 
plished and  then  his  pulsatile  abdominal  mass  was  in- 


Fig.  2 


From  the  Department  of  Nuclear  Medicine  and  Ultra- 
sound, Park  View  Hospital,  Nashville,  Tenn.  37203. 
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vestigated  with  ultrasound  and  with  a 99m  technetium 
isotope  flow  study. 

The  longitudinal  study  with  ultrasound  (Fig. 

1 ) shows  a very  tortuous  and  widely  dilated 
abdominal  aorta.  There  are  dense  echoes  in  the 
posterior  wall  suggesting  calcium  deposition.  The 
transverse  section  studied  by  ultrasound  (Fig. 

2)  shows  that  anteriorly  the  lumen  is  patent 
while  posteriorly  the  lumen  is  filled  with  some 


Fig.  4 
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material  (atheromatous  clot?).  Dense  echoes 
between  the  anterior  and  posterior  portion  of  the 
aorta  suggest  calcium  deposition.  The  early 
arterial  flow  study  (Fig.  3)  shows  a tortuous 
dilated  aorta  with  very  poor  arterial  filling  of  the 
kidneys.  At  the  time  the  femoral  arteries  begin 
to  fill  (Fig.  4)  the  kidneys  still  fill  poorly. 
The  aneurysmal  dilatation  of  the  aorta  is  still 
apparent. 

The  ultrasound  B scan  of  the  abdomen  can 
easily  provide  anatomic  detail  about  the  tortuos- 
ity, diameter,  presence  of  calcium,  and  possibly 
the  presence  of  a dissection  of  an  aortic  aneurysm. 


Hypertension 

(continued  from  page  299) 
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Leg  Ulcers 

(continued  from  page  291) 

higher  than  that  previously  recorded2  and  no 
doubt  reflects  a referral  pattern  in  which  many 
patients  are  handled  by  conservative  means  with- 
out referral. 

Summary 

Once  the  etiology  of  a leg  ulcer  has  been  de- 
termined, a decision  is  made  for  conservative  or 
surgical  treatment.  Those  ulcers  not  responding 
to  conservative  management,  massive  leg  ulcers, 
and  those  due  to  irradiation  must  be  treated  by 


The  99m  technetium  flow  study  provides  informa- 
tion about  the  length  of  the  aneurysm,  about 
transit  time  of  blood  through  the  aneurysm,  and 
about  the  arterial  filling  of  kidneys  and  femoral 
arteries. 

The  ultrasound  study  and  the  technetium  flow 
study  complement  each  other  and  together  make 
it  possible  to  appreciate  details  of  anatomy  and 
function  of  the  abdominal  aorta  that  heretofore 
could  only  be  done  with  more  trauma,  danger 
and  expense  to  the  patient. 

Robert  L.  Bell,  M.D. 

Director 
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excision  and  skin  graft.  Ulcers  secondary  to  ar- 
terial occlusion  heal  only  after  arterial  repair. 

Excision  and  graft  has  proven  a highly  suc- 
cessful operation  with  durable  results  in  the  94 
patients  in  this  study  on  whom  it  was  used. 

520  Midstate  Medical  Center 
Nashville,  Tenn.  37203 
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History 

This  asymptomatic  26-year-old  man  was  referred  for 
evaluation  of  a heart  murmur  which  had  been  appreci- 
ated since  four  years  of  age.  His  previous  activities  had 
included  participation  in  high  school  athletics.  On 


physical  examination,  abnormal  findings  were  limited  to 
the  heart.  A grade  five  of  six  rough  holosystolic  mur- 
mur was  heard  maximally  in  the  third  and  fourth  left 
intercostal  spaces  at  the  sternal  border.  The  murmur 
was  heard  over  the  entire  precordium  but  had  no  definite 
radiation.  A systolic  thrill  was  palpated  in  the  area  of 
maximal  intensity.  The  murmur  obscured  evaluation 
of  the  second  heart  sound.  Diastole  was  clear.  The 
chest  x-ray  demonstrated  slight  but  definite  cardiomegaly 
and  pulmonary  hypervascularity  (Fig.  1).  The  electro- 
cardiogram is  illustrated  in  Fig.  2. 


Fig.  1 


Discussion 

The  electrocardiogram  (ECG)  demonstrates 
right  bundle  branch  block  (RBBB)  and  was  in- 
terpreted by  some  observers  also  to  demonstrate 
left  anterior  hemiblock  (LAH)  as  a cause  of 
abnormal  left  axis  deviation  in  the  frontal  plane. 
Such  a combination  would  suggest  a congenital 
abnormality  in  the  area  of  embryologic  fusion  of 
the  endocardial  cushions,  as  is  frequently  seen 
with  ostium  primum  atrial  septal  defects  (ASD), 
forms  of  atrioventricular  communis,  and  occa- 
sionally with  membraneous  ventricular  septal 
defects  (VSD). 

The  question  of  LAH  becomes  of  even  more 
importance  when  at  cardiac  catherterization  a high 
flow  ASD  (pulmonary/systemic  flow  ratio  2.3/1.0 
with  normal  pulmonary  pressure)  and  a small  flow 
VSD  were  documented  (Fig.  3).  The  mitral  valve 
was  normal  and  thus  not  typical  of  an  endocardial 

From  the  Department  of  Cardiology,  St.  Thomas 
Hospital,  Nashville,  Tenn.  37205 


Fig.  3 


cushion  defect.  In  interpreting  the  ECG  it  is  im- 
portant to  appreciate  that  RBBB  is  a terminal 
QRS  abnormality  and  that  the  slurred  terminal 
vector  should  not  be  included  in  determination 

(continued  on  page  304) 


302 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


fiom  Ihe  tcnnes/ec  department 
of  public  heollh 


Drug  Study  Saves  Funds 

A study  of  the  effectiveness  of  generic  drugs 
has  resulted  in  a savings  of  close  to  $1  million 
to  the  state’s  Medicaid  program  in  the  last  two 
years. 

The  savings  came  about  by  studying  certain 
commonly  used  drugs  and  limiting  brands  which 
would  be  paid  for  by  Medicaid.  Drugs  placed  on 
the  accepted  list  for  Medicaid  reimbursement 
were  those  which  had  been  found  effective  in  the 
tests  and  which  were  in  the  middle  price  range. 

Herbert  Bates,  Medicaid  pharmacist  consultant, 
explained  that  the  purpose  of  the  tests  is  to  enable 
physicians  to  write  prescriptions  using  generic 
names  of  certain  drugs  with  assurance  that  the 
Medicaid  patient  will  get  high  quality  medicine. 

Dr.  Marvin  Meyer,  chief  of  the  Division  of 
Drug  Metabolism  and  Biopharmaceutics  at  the 
University  of  Tennessee  College  of  Pharmacy  in 
Memphis,  heads  the  eleven  member  research 
team  which  is  conducting  the  studies  for  the 
Tennessee  Department  of  Public  Health.  Dr. 
Meyer’s  staff  includes  three  other  persons  with 
Ph.D.  degrees,  one  person  with  a doctorate 
degree  in  pharmacy,  six  technicians  who  have 
Bachelor  of  Science  degrees,  one  laboratory 
technician,  an  MD  consultant,  and  a secretary. 

The  bioavailability  tests  are  conducted  by 
giving  the  drug  under  study  to  healthy  volunteers, 
who  are  being  paid  to  participate  in  the  study. 
At  specified  time  intervals,  blood  and  urine 
samples  are  collected.  These  samples  are  exam- 
ined to  determine  how  much  of  the  drug  is 
present.  This  test  tells  whether  the  drug  was 
absorbed  by  the  body  in  a usable  form. 

Additional  studies  on  other  drugs  are  being 
conducted  and  the  results  of  these  studies  will 
be  implemented  in  the  Medicaid  program  as  they 
become  available. 

Findings  from  the  tests  are  being  made  avail- 
able to  the  Food  and  Drug  Administration.  The 
tests  results  are  also  being  shared  with  other 
states  on  request. 

Drugs  are  selected  for  study  on  the  basis  of 
three  factors:  (1)  wide  usage;  (2)  availability 

of  many  brands  of  the  same  drug  at  great  differ- 
ences in  price;  and  (3)  appropriate  measurements 


of  the  drug’s  effectiveness  by  bioavailability 
studies. 

Five  bioavailability  studies  have  been  com- 
pleted since  the  program  began  three  years  ago. 
Two  additional  studies  are  being  conducted. 
Preliminary  investigational  work  is  being  done  on 
three  additional  drugs  at  this  time  in  conjunction 
with  FDA.  After  the  initial  tests  are  complete, 
random  samples  of  drugs  will  continue  to  be 
tested  to  monitor  quality. 

“We  realized  it  would  be  a slow  process  but  we 
felt  that  something  should  be  done  to  assure 
quality,”  Bates  said. 

The  studies  are  funded  at  a cost  of  $130,000 
per  year.  Once  the  initial  studies  are  complete, 
the  monitoring  program  will  be  much  less  expen- 
sive because  of  improved  research  methods  which 
are  also  being  developed. 

So  far,  eleven  drugs  have  been  approved  for 
generic  prescriptions  under  the  Medicaid  pro- 
gram. These  drugs  include  those  which  are  pre- 
scribed the  most  often,  such  as  antibiotics, 
urinary  antiseptics,  and  tranquilizers. 

When  asked  why  only  ten  drugs  were  prescribed 
generically  rather  than  all  of  them,  Bates  replied 
that  drugs  should  not  be  purchased  solely  on  the 
basis  of  the  lowest  price.  The  pharmacist  pointed 
out  that  the  bioavailability  studies  being  done  in 
Tennessee  assure  that  the  patient  is  getting  high 
quality  medicine.  At  the  same  time,  the  state  is 
able  to  use  Medicaid  funds  wisely  by  purchasing 
quality  drugs  at  reasonable  prices. 

“The  bioavailability  studies  being  done  at  UT 
are  the  only  studies  of  this  kind  being  sponsored 
by  any  Medicaid  program  in  the  U.S.”,  Bates  said. 
He  added  that  the  U.S.  Department  of  Health, 
Education  and  Welfare  has  recently  made  the 
decision  to  require  some  generic  prescriptions  for 
Federally  sponsored  drug  programs. 

Medical  Review  Agreement  Signed 

An  agreement  for  a professional  review  pro- 
gram for  hospital  patients  under  certain  Federal 
programs  has  been  signed  by  the  Tennessee  De- 
partment of  Public  Health  and  the  Tennessee 
Foundation  for  Medical  Care,  Inc. 

The  programs  involved  are  Medicaid  and 
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Maternal  and  Child  Health  (Titles  XIX  and  V 
of  the  Social  Security  Act). 

This  agreement  is  the  first  of  its  kind  to  be 
signed  in  the  southeast  area  since  legislation  re- 
quiring this  type  of  review  was  passed  in  1972. 
It  is  expected  that  this  review  process  will 
eventually  result  in  substantial  savings  by  pre- 
venting unnecessary  hospitalization  while  provid- 
ing an  additional  safeguard  to  assure  quality  care. 

The  legislation,  which  was  in  the  form  of 
amendments  to  the  Social  Security  Act,  required 
the  formation  of  Professional  Standards  Review 
Organization  (PSROs").  Under  the  amendments, 
the  U.S.  Department  of  Health,  Education  and 
Welfare  contracts  with  local  PSROs  to  draw  up 
professional  standards  and  to  perform  the  reviews 
to  make  sure  the  standards  are  met. 

The  Tennessee  Foundation  for  Medical  Care, 
Inc.,  which  was  formed  by  the  Tennessee  Medical 
Association,  has  been  designated  as  the  condi- 
tional PSRO  for  Area  II,  which  currently  in- 
cludes 83  of  the  state’s  95  counties. 

Under  the  agreement,  the  Foundation  will  per- 
form three  types  of  review  to  determine  the  ap- 
propriateness, necessity,  and  quality  of  care  given 
hospital  patients  under  the  Medicaid  or  Maternal 
and  Child  Health  programs.  The  three  types  of 
review  are:  admissions,  concurrent,  and  retro- 

spective reviews. 

This  means  that  each  hospital  admission  will 
be  reviewed  according  to  professional  standards 


and  criteria  to  determine  if  hospitalization  is 
necessary  and  to  prescribe  an  appropriate  length 
of  stay  based  upon  the  patient’s  age,  diagnosis  and 
anticipated  treatment  and  procedures.  The  con- 
current review  will  take  place  24  hours  prior  to 
the  patient’s  anticipated  discharge  date.  If  neces- 
sary, the  Foundation  representative  will  contact 
the  patient’s  physician  to  see  if  he  intends  to  dis- 
charge the  patient.  If  not,  the  physician  must 
justify  the  additional  hospital  stay  and  state  when 
he  plans  to  discharge  the  patient. 

Retrospective  review  will  involve  reviewing  a 
sample  of  patient’s  records  to  determine  if  their 
total  care  met  established  professional  standards 
and  criteria.  These  studies  are  to  be  used  to 
educate  the  hospital  staff  about  the  necessity  for 
and  the  quality  of  performance  in  total  patient 
care. 

Plans  call  for  these  review  programs  to  be 
phased  in  gradually  during  the  next  year.  When 
fully  operational,  all  hospital  claims  under  the 
Medicaid  and  Maternal  and  Child  Health  Pro- 
grams will  be  reviewed  prior  to  payment. 

The  agreement,  which  was  in  the  form  of  a 
Memorandum  of  Understanding,  has  been  signed 
by  William  Tribble,  Ph.D.,  Executive  Director  of 
the  Foundation,  Eugene  W.  Fowinkle,  M.D., 
Commissioner  of  the  Department  of  Public 
Health,  and  Mr.  Gerald  Adams,  former  Commis- 
sioner of  Finance  and  Administration.  Before 
becoming  effective,  it  must  be  approved  by  the 
regional  HEW  office  in  Atlanta. 


❖ 


EKG 

( continued  from  page  302) 

of  frontal  plane  axis.  The  slurred  terminal  vector 
of  RBBB  begins  in  this  ECG  at  about  0.04 
seconds  and  produces  prominent  S waves  in  leads 
2,  3,  and  AVF.  The  frontal  plane  axis  excluding 
the  slurred  terminal  vector  is  approximately  0 
degrees  and  thus  does  not  support  an  interpreta- 
tion of  FAH.  The  benign  clinical  course,  normal 
mitral  valve  and  lack  of  FAH  on  the  ECG  support 


a clinical  diagnosis  of  ostium  secundum  ASD  with 
the  fortuitous  association  of  a small  membraneous 
VSD.  Surgery  is  anticipated  at  some  indefinite 
time  in  the  future. 

Final  ECG  diagnosis:  Right  Bundle  Branch 
Block 

Final  Clinical  diagnosis:  Secundum  Atrial 

Septal  Defect  with  associated  membraneous 
Ventricular  Septal  Defect. 

Harry  L.  Page,  Jr.,  M.D. 
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The  Public  Accountability  Report  Group 

The  Public  Accountability  Reporting  Group 
(PAR)  is  a cooperative  arrangement  among  the 
nation’s  Regional  Medical  Programs.  The  neces- 
sity for  the  formation  of  such  a group  became 
apparent  during  the  early  part  of  1973  when  the 
original  mandate  to  phase-out  RMP  was  initiated 
by  the  Administration.  At  that  time,  it  became 
evident  that  there  was  no  coordinated  body  of 
information  to  substantiate  the  claim  that  the 
Regional  Medical  Programs  had  had  a positive 
impact  upon  health  care  service  and  delivery  in 
the  United  States.  Each  RMP  had  its  own 
information,  but  there  was  no  way  to  coordinate 
the  data  from  all  the  regions.  The  Division  of 
Regional  Medical  Programs  in  Washington  main- 
tained its  own  body  of  information,  but  it  was 
not  designed  to  measure  the  positive  influence 
that  RMPs  really  had  upon  the  nation.  The  PAR 
group  was  formed  to  develop  national,  descriptive 
and  evaluative  information  about  Regional  Med- 
ical Programs.  PAR  operates  in  cooperation  with 
the  Division  of  Regional  Medical  Programs  under 
the  auspices  of  the  Coordinators’  Executive  Com- 
mittee. 

The  first  PAR  report  was  published  in  May 
1974  and  covered  the  activities  of  all  Regional 
Medical  Programs  from  1970-1973. 

National  Impact — 1973 

More  than  9 million  people  received  direct 
health  care  services  from  Regional  Medical  Pro- 
gram activities  in  1973.  An  estimated  12  million 
additional  persons  benefited  as  a direct  result  of 
the  use  of  new  skills  acquired  by  local  health 
professionals  in  RMP  training  programs.  Despite 
a year  marked  by  lack  of  clarity  of  health  policy 
at  the  Federal  level  and  illegal  impoundment  of 
Congressional  appropriations,  the  Regional  Med- 
ical Programs  continued  to  record  substantial 
accomplishments  in  expanding  and  improving 
local  health  services  for  people.  Other  findings 
reveal  that  in  1973: 

. . . over  150,000  health  professionals  re- 
ceived training  in  quality  assurance  med- 
ical audit  programs,  new  types  of  health 
manpower  roles,  and  new  skills; 


. . . more  than  3,500  local  health  care  facil- 
ities participated  in  RMP  initiated  qual- 
ity assurance  medical  audit  programs 
designed  to  improve  specific  acts  of  med- 
ical care.  These  programs  frequently 
resulted  in  moderating  the  cost  of  such 
care. 

Since  July  1970: 

...  the  RMPs  have  initiated  almost  2,000 
major  innovative  demonstration  projects. 
These  projects  were  jointly  funded  by 
RMP  (110  million)  and  other  organiza- 
tions (53  million). 

. . . over,  80%  of  the  almost  1,000  RMP 
projects  not  designed  as  “one  time”  activ- 
ities were  continued  by  local  financing 
mechanisms  at  an  annual  estimated  level 
of  $58,000,000  after  RMP  funding  sup- 
port was  completed. 

. . . RMPs  provided  major  technical  assistance 
in  over  6,000  instances  to  create  new 
health  service  organizations  and  in  secur- 
ing over  $350,000,000  in  non-RMP 
funds. 

Tennessee  Mid-South  Regional  Medical 
Program  Regional  Impact  July  1,  1974 — 
June  30,  1975 

In  recent  weeks  the  staff  of  the  Tennessee  Mid- 
South  Regional  Medical  Program  has  been  in  the 
process  of  compiling  information  which  will  be 
part  of  the  second  annual  PAR  report.  It  is 
expected  that  this  will  be  released  sometime  dur- 
ing the  spring  of  1975.  In  the  compilation  of  this 
report  we  were  asked  to  cover  the  calendar  year 
of  1974  to  make  data  projections  through  June 
30,  1975.  The  following  information  reflects  this 
time  period: 

. . . 702  people  were  trained,  and  it  is  esti- 
mated that  these  health  professionals  will 
serve  10,309  people.  In  addition,  a grand 
total  of  121,232  people  were  directly 
served  by  the  various  Tennessee  Mid- 
South  Regional  Medical  Program  activ- 
ities. 

. . . 350  professionals  were  involved  in  qual- 
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ity  assurance  programs  both  as  trainers 
and  participants.  There  were  203  facil- 
ities and  52  activities  which  were  in- 
volved in  this  effort.  Six  projects  were 
funded  for  a total  of  $234,716. 

. . . During  the  calendar  year  of  1974,  50 
projects  which  received  a total  of 
$417,000  TMS/RMP  dollars,  also  had 
shared  dollars  from  other  sources  (fed- 
eral, state,  local,  private)  amounting  to 
$684,200.  For  the  same  time  period, 
TMS/RMP  gave  substantial  assistance  to 
local  health  care  organizations  in  secur- 
ing $181,000  in  non-RMP  funds  to  carry 
on  their  activities.  It  is  anticipated  that 
many  of  these  activities  will  be  continued 
after  the  termination  of  Regional  Medical 
Program  grants,  and  the  TMS/RMP  will 
plan  a substantial  role  in  efforts  to  secure 
funds  for  continuation. 

It  is  interesting  to  note  that  the  total  18  month 
award  for  the  TMS/RMP  was  $3,557,019,  and 
less  than  10%  of  this  amount  went  for  adminis- 
trative costs. 

Summary 

Despite  the  federal  administration  vagaries  of 
financing  and  program  direction,  the  evidence 
reported  indicates  that  the  nation’s  RMPs  have 
continued  in  the  implementation  of  locally  needed 
health  service  programs  for  people.  They  have 
been  a major  resource  capable  of  prudently  and 
effectively  assisting  local  communities  to  imple- 
ment expanded  health  services  for  people.  In 
addition  to  improving  services  to  people,  the 
RMPs  have  developed  a community-based  pro- 
cess which  is  an  effectively  functioning  model  of 
a federally  supported,  largely  locally  controlled, 
implementing  agency  which  can  have  a major 
impact  on  local  health  care  services  systems 
which  are  prepared  to  meet  ever  increasing  de- 
mands and  needs.  The  experience  of  the  Regional 
Medical  Programs  should  prove  to  be  an  invalu- 
able adjunct  to  the  development  of  the  new 
Health  Systems  Agencies  under  PL  93-641. 


Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 
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PROFESSIONAL  LIABILITY  INSURANCE  IS  TMA'S  NUMBER  ONE  PRIORITY  ...  A special 
Ad  Hoc  Committee  on  Professional  Liability,  named  by  the  TMA  Board  of 
Trustees,  is  hard  at  work  to  come  up  with  the  answer  to  the  problem  in 
Tennessee  . . . The  special  committee  assumed  the  responsibility  for  the 
development  of  a medical  liability  insurance  plan  and  the  legislative 
action  to  sponsor  it  in  the  Tennessee  General  Assembly.  By  the  time  that 
you  read  this  item,  the  Committee,  through  the  Legislative  Committee  of 
TMA,  will  have  a bill  introduced  in  the  General  Assembly.  The  special 
committee  is  examining  every  possible  solution  for  this  situation  which 
affects  every  practicing  physician  in  the  State.  As  soon  as  the  legisla- 
tive bill  is  finalized,  a summary  of  what  it  includes  will  be  forwarded  to 
all  TMA  members.  • • • AMA's  Board  of  Trustees  assumed  responsibility  for 
the  development  of  the  AMA's  medical  liability  insurance  program  at  a 
special  meeting  February  18  in  Chicago.  It  authorized  the  expenditure 
of  up  to  $10,000  for  consultant  services  to  produce  working  drafts  for 
an  AMA  captive  company,  a national  public  corporation,  and  a national 
reciprocal  insurance  exchange — three  possible  national  solutions  to  the 
growing  problem.  The  drafts  were  considered  by  the  Board  at  its 
meeting  March  19-22.  The  Board  also  authorized  travel  expenditures  of 
$23,000  to  permit  AMA  officers.  Trustees  and  staff  to  testify  on  the 
medical  liability  situation  before  state  Legislatures,  give  technical 
legal  assistance  to  state  medical  societies  introducing  AMA  model 
legislative  proposals,  speak  on  the  subject  at  state,  county  and  specialty 
medical  society  meetings,  and  attend  conferences  with  organizations  and 
individuals  at  the  national  level. 

vl*  sj.  vV 

CAUTION  ON  "CLAIMS-MADE"  LIABILITY  INSURANCE  . . . Caution  is  advised  to 
those  physicians  who  may  be  weighing  the  prospects  of  contracting  for  a 
"Claims-Made"  medical  liability  policy.  Physicians  should  be  knowl- 
edgeable of  the  disadvantages  of  such  policies  over  the  more  common 
"Occurrence"  policy  now  in  effect  • . . The  principal  change  from  the 
"Occurrence"  insurance  to  the  "Claims-Made"  is  the  requirement  that  any 
claim  must  be  made  within  the  policy  period.  In  essence,  a provision  of 
this  nature  would  mean  that  as  long  as  the  physician  does  not  change 
his  carrier,  or  as  long  as  the  carrier  does  not  cancel  the  policy  or 
refuse  to  renew  it,  the  physician  is  covered.  However,  if  the  policy  is 
canceled  or  is  not  renewed,  or  the  physician  changes  carriers,  he  is  not 
protected  unless  the  claim  was  made  during  the  policy  period — usually 
a one  year's  duration. 

«JU  *1*  «JL* 

v *r  *p  *r* 

TMA  GAINED  A NET  OF  197  NEW  MEMBERS  IN  1974  ...  An  increase  of  197 
members  was  realized  during  1974,  pushing  the  total  membership  of  TMA 
to  3,946  members  as  of  January  1,  1975  ...  Of  this  number  3,489  are  also 


members  of  AMA.  This  is  89%  of  TMA's  membership  . . . With  this  month 
into  the  new  year,  TMA's  membership  is  now  in  excess  of  4,000. 
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UTILIZATION  REVIEW  REIMBURSEMENT  FOR  PHYSICIANS  ...  The  AMA  will  insist 
on  reimbursement  for  physicians  who  serve  on  utilization  review  committees 
created  by  the  Government  ...  A subcommittee  of  the  National  Profes- 
sional Standards  Review  Council  is  studying  physician  reimbursement,  not 
only  under  PSRO,  but  also  under  the  new  UR  regulations  for  Medicare  and 
Medicaid  patients  against  which  the  AMA  has  filed  suit.  In  a statement 
authorized  by  the  AMA  Board  of  Trustees,  it  stated  "Every  physician  is 
entitled  to  fair  and  complete  compensation  for  services  rendered.  On 
committees  of  our  own  creation,  we  have  served  voluntarily  without 
compensation.  Committees  and/or  committee  activities  of  government  and/or 
bureaucratic  origin,  must  pay  for  time  consumed  and  services  rendered 
or  the  AMA  cannot  urge  its  members  to  be  involved  in  these  activities." 
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WHAT  HAS  THE  AMA  DONE  FOR  YOU  LATELY?  . . . The  American  Medical 
Association  in  its  first  lawsuit  against  the  Federal  Government,  filed 
suit  in  Federal  District  Court  in  Chicago  to  block  Federal  regulations 
intending  to  reduce  medical  costs  by  reviewing  hospital  admissions  of 
elderly  and  Welfare  patients  . . . The  regulations  issued  February  1 by 
the  Department  of  Health,  Education  and  Welfare,  would  require  hospitals 
to  set  up  so-called  Utilization  Review  Committees  by  April  1 to  rule  on 
the  medical  necessity  for  hospitalizing  Medicare  and  Medicaid  patients 
in  one  day  of  their  admission  • . • While  the  suit  attacks  the  legal  and 
constitutional  basis  of  the  regulations,  the  AMA  believes  its  basic 
criticism  was  that  the  utilization-review  system  would  interfere  with 
the  relationship  between  a doctor  and  his  patient  ...  In  many  cases, 
the  decision  of  whether  or  not  to  admit  a patient  will  be  made  by 
non-physicians,  and  for  the  most  part  by  looking  at  records  rather  than 
locking  at  the  patient.  The  AMA  suit  names  Caspar  W„  Weinberger,  HEW 
Secretary,  as  the  defendant.  A group  of  fifteen  physicians  and  patients 
joined  the  AMA  in  filing  the  legal  action. 
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MEDICAL  CARE  PRICE  INCREASED  DURING  JANUARY  . . . Medical  care  price 
increases  were  greater  than  those  of  the  economy  in  general,  according 
to  the  Government's  Consumer  Price  Index.  Medical  care  component  of  the 
Index  rose  1.3%  compared  to  a .5%  rise  in  all-items  component  and  a .8% 
rise  in  the  all-services  category.  Within  the  medical  care  component, 
semi-private  hospital  room  charges  rose  2.6%  and  operating  room  charges 
2.0%,  hospital  services  and  charges  2.0%,  dentists'  fees  1.0%  and 
physicians'  fees  .9%  . • . Since  August,  1971  physicians'  fees  have  risen 
22.6%,  while  the  all-items  category  has  risen  27.7%  and  the  all-services 
category,  24.6%. 
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DID  YOU  KNOW  • • . Malice  must  be  demonstrated  on  the  part  of  the 
patient  who  brings  a frivolous  malpractice  action  in  order  for  a physician 
to  recover  damages  for  libel  or  slander.  An  honest  mistake  as  to  the 
facts  does  not  justify  an  action  for  libel  or  slander  ...  A physician 
has  the  duty  to  ask  the  patient  about  allergies  before  prescribing  a drug 
with  known  potential  to  cause  a reaction  . . . Four  of  every  10  physicians 
have  expanded  what  they  tell  patients  about  potential  risks  of  therapy 
• . • Failure  to  take  an  adequate  history  can  be  held  as  negligence  . • • 
Nearly  five  of  every  10  physicians  have  increased  the  number  of 
diagnostics  tests  ordered  for  a patient  as  a protection  against 
malpractice  actions  . . . Slightly  more  than  four  of  every  10  physicians 
are  keeping  more  detailed  records  of  hospital  and  office  patient  visits 
than  they  were  two  or  three  years  ago. 


COMMUNICATIONS  • LEGISLATION 

HADLEY  WILLIAMS,  ASSISTANT  EXECUTIVE  DIRECTOR 


TMA  OFFERS  PATIENTS  COMPENSATION  PLAN  . . . Following  weeks  of  deliberate 
study  of  the  problems  relating  to  Professional  Liability,  the  TMA  Ad  Hoc 
Committee  on  Professional  Liability  developed  and  has  had  introduced  in 
the  General  Assembly  a bill  which  will  establish  a Patient's  Compensation 
Commission  to  handle  all  claims  of  alleged  medical  malpractice.  The  bill, 

H. B.  466  and  S.B.  548,  would  permit  an  award  of  $35,000  maximum  plus 
medical  expenses  up  to  $50,000  for  damages  received  from  a health  care 
provider.  A Board  would  hear  and  adjudicate  all  claims  brought  within  two 
years  of  an  alleged  act  of  malpractice.  The  bill  would  also  establish  a 
Joint  Underwriting  Association  with  a mandatory  assigned  risk  pool  in 
order  to  insure  the  availability  of  insurance  coverage.  The  General 
Assembly  has  several  different  pieces  of  legislation  pertaining  to  Pro- 
fessional Liability  before  them  for  consideration. 
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MEDICARE/MEDICAID  CLAIMS  . . . The  Equitable  Life  Assurance  Society  of  the 
United  States  (Tennessee  Medicare/Medicaid  Carrier)  extends  their  thanks 
and  apprciation  to  the  thousands  of  Tennessee  physicians  who  have 
furnished  their  patient's  with  completely  itemized  statements  and/or 
completed  claim  forms.  With  over  354,000  claims  received  and  processed 
in  January  and  February  with  an  average  turn  around  time  of  13  days,  it  is 
apparent  that  the  medical  field  has  been  reading  and  applying  suggestions 
contained  in  materials  such  as  the  Equitables  "Guide  for  Medical  Assis- 
tants." Equitable  is  constantly  striving  for  faster  reimbursement  to  the 
physicians  and  beneficiaries.  The  Equitable  will  contact  physicians 
upon  their  request  and  explain  what  is  meant  by  complete  itemized  state- 
ments and  will  also  answer  other  general  Medicare/Medicaid  questions. 
Physicians  who  desire  an  Equitable  Representative  to  call  on  them  should 
write:  The  Equitable,  P.0.  Box  1465,  Nashville,  Tennessee  37202/Attention: 
Public  Relations. 
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HEW  DELAYS  UR  IMPLEMENTATION  . . . HEW  Secretary  Casper  Weinberger  has 
announced  that  the  effective  date  for  implementation  of  the  utilization 
review  regulations  in  hospitals  and  other  health  care  facilities  par- 
ticipating in  the  Medicare  and  Medicaid  programs  has  been  delayed  until 
July  1,  1975.  The  postponement  will  enable  facilities  to  revise  existing 
utilization  review  plans  and  establish  an  operational  system  of  review 
that  conforms  to  the  utilization  regulations.  AMA  has  filed  suit  to 
enjoin  HEW  from  enforcing  the  UR  requirements  promulgated  by  the  Secretary 
of  HEW. 
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INFANT  MORTALITY  RATE  AT  RECORD  LOW  . . . The  lowest  Infant  Mortality 
rate  ever  recorded  in  the  U.S.  was  achieved  in  1974.  The  rate  of  16.5  per 

I, 000  live  births  is  a 6.8%  decrease  from  the  17.7  rate  in  1973.  An 
estimated  3,166,000  children  were  born  in  1974  or  15  per  1,000  population, 
compared  to  3,136,965  births  in  1973. 
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The  AMA  sued  HEW  to  seek  both  a prelimi- 
nary and  a permanent  injunction  against  imple- 
mentation of  new  utilization  review  regulations 
on  the  grounds  that  they  violate  the  constitutional 
rights  of  both  patients  and  physicians,  exceed  the 
authority  granted  to  the  HEW  secretary  by  the 
Social  Security  Act,  and  violate  the  section  of  the 
act  that  forbids  “any  federal  officer  or  employ- 
ee to  exercise  any  supervision  or  control  over 
the  practice  of  medicine  or  the  manner  in  which 
medical  services  are  provided.”  The  regula- 
tions require  that  every  decision  by  a physician 
to  hospitalize  a Medicare  or  Medicaid  patient  be 
evaluated  by  the  hospital’s  UR  committee  within 
one  working  day.  Non-physicians  may  serve  on 
these  committees.  Joining  in  the  AMA  suit  were 
ten  patients  and  five  Illinois  physicians.  It  was 
the  first  time  the  AMA  ever  filed  suit  against 
HEW. 

The  Comprehensive  Health  Care  insurance 
Act  of  1975,  AMA’s  new  national  health  insurance 
bill,  was  approved  by  the  Board  of  Trustees  for 
introduction  in  Congress.  The  bill,  which  includes 
principles  endorsed  by  the  House  of  Delegates, 
would  assure  availability  of  full  health  care  cov- 
erage to  all.  Features  of  the  new  bill  include  man- 
dated employer  coverage,  income  tax  credits  for 
the  self-employed  and  non-employed  who  buy 
health  insurance,  subsidies  for  supplemental 
Medicare  coverage  for  the  non-employed  elderly, 
and  through  an  amendment  to  the  unemployment 
compensation  program,  continuation  of  an  em- 
ployee’s health  insurance  when  he  is  terminated. 

As  part  of  the  action  program  approved  by  the 
AMA  Board  of  Trustees  in  January  concerning 
the  medical  liability  insurance  problem,  the  Of- 
fice of  General  Counsel  distributed  a packet  of 
material  containing  model  state  legislation  and 
copies  of  bills  already  introduced  in  state  legis- 
latures to  executive  directors  of  state,  metro- 
politan county,  and  specialty  medical  societies. 

Of  the  248  candidates  ampac  supported  for 
the  House  of  Representatives  in  the  1974  election, 
183  were  successful,  for  a winning  percentage  of 
73.8.  AMPAC  supported  22  Senatorial  candidates 
and  14  (63.6%)  won  election.  During  the  two-year 
campaign— 1973  and  1974— AMPAC  contributed 
$1,104,305.19  to  candidates.  In  1974,  AMPAC 
filed  contribution  reports  with  the  federal  govern- 
ment 198  times. 


Eight  bills  have  been  prepared  for  introduction 
in  the  94th  Congress  by  the  AMA.  The  proposals 
deal  with  the  establishment  of  an  Office  of  Rural 
Health  in  HEW;  the  PSRO  law;  antitrust  laws  as 
they  apply  to  blood  banking;  drug  container  labels 
dispensed  to  patients;  the  Internal  Revenue  Code 
as  it  applies  to  medical  and  drug  expense  and 
automobile  expense  deductions;  the  Social  Security 
Act  as  it  applies  to  malpractice  claimants  who 
receive,  as  part  of  recovered  damages,  costs  of 
health  care  services  which  may  be  paid  by  Social 
Security;  and  the  law  which  authorizes  special 
bonus  pay  for  members  of  the  uniformed  services. 

Congress  will  handle  health  proposals  differ- 
ently than  it  has  in  the  past.  The  House  Ways 
and  Means  Committee  has  been  reorganized  into 
subcommittees,  some  of  its  jurisdiction  has  been 
passed  to  the  House  Commerce  Committee,  and 
the  Democratic  Caucus  has  assumed  new  power 
over  the  timing  of  legislation  in  the  94th  Con- 
gress. Major  emphasis  in  the  Ways  and  Means’ 
Subcommittee  on  Health  will  be  placed  on  written 
statements  from  the  general  public  which  must 
contain  an  opening  summary;  a list  of  persons 
or  organizations  represented,  including  the  total 
membership  of  an  organization;  and  a topical 
outline  of  comments  made  in  the  full  statement. 

More  than  30  national  specialty  societies 
helped  the  AMA  develop  a model  screening  criteria 
format  for  PSROs.  The  model  format  and  criteria 
will  be  sent  to  state  and  county  medical  societies, 
specialty  societies,  conditional  and  planning 
PSROs,  and  hospitals  in  April.  The  criteria  are 
designed  to  serve  as  reference  points  for  physi- 
cians in  developing  criteria  for  local  PSROs  and 
to  assist  in  review  processes  of  hospital  admis- 
sion certification,  continued  stay  review,  and 
care  evaluation  studies.  Funding  for  the  project 
comes  from  HEW. 

The  government  turned  down  the  AMA’s 
plan  to  adopt  a common  national  terminology  and 
coding  system  for  medical  services  when  the 
Social  Security  Administration  issued  final  regu- 
lations recently  that  keep  the  status  quo.  Cur- 
rently, a variety  of  systems  are  employed  in 
Medicare,  Medicaid,  and  other  federal  programs. 
With  the  ruling,  initiative  for  any  change  in  the 
system  was  left  in  the  hands  of  the  carriers. 
SSA  said  many  of  the  comments  it  received  on 
the  proposed  regulations  spoke  in  favor  of  adop- 
tion of  the  AMA’s  Current  Procedural  Terminology. 


The  Last  Hurrah! 


E.  Kent  Carter 


In  accepting  the  office  of  President  of  TMA,  I was  determined  to  give 
the  time  required  to  the  position,  to  keep  as  informed  as  possible  and  lead 
where  possible. 

I have  done  my  best  in  these  areas.  Many  physicians  and  our  staff 
have  made  my  work  easier.  I thank  them  one  and  all. 


We  have  a great  medical  society.  In  my  opinion,  one  of  the  finest. 


prc/ident*/ 
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We,  however,  like  our  fellow  physicians,  face  problems. 

First,  we  face  more  government  intervention  in  the  form  of  “The  Health 
Planning  and  Resources  Act.”  The  state  is  now  being  divided  into  areas 
(Health  Service  Areas).  This  will  be  followed  by  appointment  of  area 
agencies  (Health  Systems  Agencies)  that  will  virtually  control  medical  care 
in  their  areas.  Please,  as  physicians,  get  interested  and  serve  on  these 
agencies.  Your  voice  here  may  be  your  only  protection  and  hope. 


Second,  and  probably  more  acute,  is  the  Professional  Liability  Insurance 
problem. 


Your  Association  is  attempting  to  have  passed  legislation  which  should 
over  the  long  haul  solve  most  of  our  problems.  Short  term  relief  will 
also  be  sought. 


If  we  cannot  secure  legislative  help  to  correct  certain  problems  and 
protection  is  not  available  in  1976,  what  course  should  we  follow? 

I have  come  to  the  conclusion  that  the  time  of  cooperation  at  any  cost 
may  have  passed.  We  should  be  ready  to  convert  from  a loose  federation 
with  scientific  motive  to  a close  knit  organization  for  bargaining  for  our 
rights  as  citizens  and  physicians  and,  if  need  be,  take  action  as  necessary  to 
impress  the  citizenry  and  the  legislators  of  our  determination  to  operate 
as  a free  people  in  what  is  supposed  to  be  a free  society. 

It  has  been  an  interesting,  rewarding  and  informative  year.  I thank 
you  the  membership,  one  and  all,  for  the  privilege  and  honor  of  serving  you. 


Sincerely, 


PRESIDENT 


J.  KELLEY  AVERY,  M.D. 

Union  City 
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L Kelley  Avery,  ALB, 


87th  President — Tennessee  Medical  Association 


he  philosophy  of  our  Association’s  incoming  President  could  be  summed  up  in  one  word,  “pro- 
jection.” Such  an  approach  would  serve  us  all  well  in  our  deliberations  and  actions. 


J.  Kelley  Avery,  M.D.,  believes  that  foresight  must  be  the  basis  for  current  actions.  Realizable 
goals  dictate  today’s  course  and  generate  perseverance  and  patience  to  attain  these  ends.  Dr.  Avery 
has  structured  his  life  around  this  philosophy. 


Born  in  Alamo,  Tennessee,  January  16,  1926,  Dr.  Avery  received  his  early  education  in  the 
public  schools  of  Alamo.  He  did  undergraduate  college  work  at  Baylor  University,  Waco,  Texas, 
and  at  Southern  Methodist  University  in  Dallas  where  he  was  named  an  All-Southwest  Conference 
Forward  on  the  1945  basketball  team.  In  1948,  he  graduated  with  the  MD  Degree  from  the  Uni- 
versity of  Tennessee  College  of  Medicine  at  Memphis,  and  served  his  rotating  internship  at  the  John 
Gaston  Hospital  in  that  city.  This  was  followed  by  a tour  of  duty  for  two  years  in  the  United  States 
Navy.  Upon  completion  of  his  military  service,  he  came  to  Union  City,  Tennessee  in  1951  where 
he  entered  the  practice  of  medicine  as  a Family  Physician. 

Dr.  Avery  was  the  first  president  of  the  Northwest  Tennessee  Academy  of  Medicine,  which  was  a 
consolidation  of  Northwest  Tennessee  county  medical  societies.  He  is  a staff  member,  and  past 
chief-of-staff  of  the  Obion  County  General  Hospital.  For  two  years,  he  served  as  instructor  in  the 
Department  of  General  Practice  at  the  University  of  Tennessee  College  of  Medicine.  Other  posi- 
tions he  has  held  were  vice  president  from  West  Tennessee  for  the  Tennessee  Medical  Association, 
and  he  served  on  the  Tennessee  Public  Health  Council  from  1961  to  1973.  He  was  chairman  of  the 
Council  from  1965  to  1973.  Dr.  Avery  has  been  a member  of  the  TMA  Board  of  Trustees  since 
1972,  and  served  as  its  chairman  in  1973-1974. 


Active  in  community  affairs,  Dr.  Avery  has  been  elected  to  two  four-year  terms  on  the  Union 
City  Board  of  Education.  He  has  always  been  interested  in  politics,  and  served  as  chairman  of 
the  Obion  County  Democratic  Party.  In  1972,  he  was  a delegate  to  the  National  Democratic  Con- 
vention, serving  as  a member  of  the  National  Platform  Committee. 

Dr.  Avery’s  membership  in  medical  societies  include  the  American  Academy  of  Family  Prac- 
tice since  1954,  and  he  is  a charter  diplomate  of  the  American  Board  of  Family  Practice  from  1971 
through  1978.  He  is  an  active  layman  in  the  St.  James  Episcopal  Church  of  Union  City,  where 
he  serves  on  the  Vestry,  and  has  also  served  his  church  as  past  senior  warden. 

Although  most  of  Dr.  Avery’s  time  has  a medical  focus,  one  of  his  greatest  pastime  pleasures 
is  golf.  He  is  married  to  the  former  Jo  Anne  Berryhill,  and  they  have  four  children:  Pamela; 
James  K.,  Jr.;  John  B.,  Ill;  and  John  Reed  Avery. 

The  Tennessee  Medical  Association  has  selected  a President  with  the  qualities  to  give  leader- 
ship to  the  Association  at  a critical  time.  He  is  well  qualified  to  hold  the  highest  office  of  our 
Association. 
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editorial/ 


More  Folly  in  the  State  House 

Last  year  we  deplored  the  folly  of  further 
diluting  the  state’s  already  depleted  higher  edu- 
cation budget  by  instituting,  against  all  rational, 
clear  headed  advice,  a second  state-supported 
medical  school  in  Johnson  City.  This  could,  we 
opined,  lead  only  to  jeopardizing  the  state’s  es- 
tablished program  of  medical  education,  public 
and  private.  Not  so,  we  were  told.  It  could  never 
happen. 

It  is  with  sorrow  that  I am  now  in  the  position 
of  reporting  that  what  we  feared  has  indeed  come 
upon  us.  I would  much  prefer  to  have  been 
wrong.  And  it  isn’t  that  I have  anything  against 
Johnson  City,  or  against  an  East  Tennessee  medi- 


318 


cal  school  per  se.  But  as  I look  at  the  budget 
presented  to  the  Legislature  by  Governor  Blanton, 
in  re  his  appropriations  for  The  University  of 
Tennessee  Health  Sciences  Center,  Memphis,  The 
Clinical  Education  Center,  Chattanooga,  several 
Family  Practice  Residency  Programs  across  the 
State,  and  the  disproportionately  large  but  still 
rather  meagre  appropriation  for  the  East  Ten- 
nessee facility,  the  only  word  I can  think  of  which 
even  begins  to  describe  my  feelings  is  “appalled”. 

It  has  to  be  assumed  that  a man  qualified  for 
election  as  the  chief  administrative  officer  of  the 
state  must  have  a modicum  of  intelligence,  and 
thus  would  be  obliged  to  take  at  least  a quick 
look  down  the  road.  The  medical  school  in  Mem- 
phis has  had  some  rough  sledding  in  the  past,  with 
inability  to  obtain  and  then  to  retain  a first  rate 
facility,  to  a considerable  extent  because  of  a 
history  of  unreliable  funding.  By  virtue  of  prom- 
ises made,  with  some  show  of  good  faith  over  the 
past  few  years,  a measure  of  stability  has  gradu- 
ally been  attained.  The  Chattanooga  Clinical 
Education  Center,  in  similar  fashion,  got  off  to  a 
commendable  start  last  year,  with  promises  of 
necessary  increased  funding  as  the  program 
developed. 

The  proposed  FY  1975-76  budget  would  change 
all  that.  If  all  new  capital  spending  and  equipment 
funding  is  eliminated — and  this  includes  the 
UTHSC  College  of  Medicine  building  scheduled 
to  be  let  for  contract  before  July,  1975 — an  abso- 
lute necessity  to  maintain  some  semblance  of 
morale  in  the  Memphis  faculty — if  all  of  this  is 
eliminated,  the  budget  funds  still  fall  considerably 
short  of  what  is  necessary  simply  to  maintain  the 
programs  at  their  present  level.  In  short,  not  only 
will  it  be  impossible  to  expand  the  programs  to 
meet  the  increasing  health  care  needs  of  the  peo- 
ple of  Tennessee,  but  existing  programs  will  be 
seriously  impaired.  To  compound  the  problem, 
there  has  been  a severe  cut-back  in  federal  capita- 
tion grants.  It  is  a foregone  conclusion  that  many 
faculty  members  will  then  be  looking  elsewhere 
for  a more  stable  situation. 

Tennessee  physicians,  in  company  with  those 
across  the  nation,  are  faced  with  a serious  crisis 
in  the  potential  loss  of  professional  liability 
coverage,  and  this  is,  quite  naturally,  absorbing 
a great  measure  of  our  attention  and  energy.  We 
must  not,  however,  let  this  blind  us  to  all  other 
problems  and  needs  around  us.  The  crisis  in  our 
medical  education  programs  is  not  only  equally 
real,  but  is  potentially  more  devastating  to  the 
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people  of  Tennessee,  among  whom  we  are.  Some 
answer  to  the  liability  situation  has  to  be  forth- 
coming, and  soon.  But  a satsifactory  solution  to 
this  crisis  in  education  cannot  be  postponed  until 
a more  convenient  time. 

The  time  is  now!  Tennessee  physicians  must 
contact  their  legislators  and  convince  them  of  the 
necessity  of  putting  some  semblance  of  order  and 
sanity  into  the  lunatic  fiscal  nonsense  to  which 
they  have  been  subjected.  Later  will  be  too  late! 

J.B.T. 

Oral  Hypoglycemic  Drugs 

The  controversy  regarding  the  oral  hypogly- 
cemic drugs  in  the  therapy  of  diabetes  mellitus 
has  been  rekindled  by  the  recent  report  of  the 
Biometric  Society  and  the  accompanying  editorial 
published  in  the  February  10,  1975  issue  of 
JAMA. 

The  UGDP  is  the  largest  controlled  multi- 
institutional  clinical  trial  of  oral  hypoglycemic 
agents  to  date.  This  study  reported  that  among 
non-insulin  requiring  adult-onset  diabetics  treated 
with  diet  and  a fixed  dose  of  tolbutamide,  12.7 
percent  of  such  subjects  died  from  cardiovascular 
causes  as  compared  with  6.2  percent  or  fewer  in 
other  treatment  groups.  In  this  report,  which 
appeared  in  1970,  the  UGDP  concluded,  “tol- 
butamide and  diet  may  be  less  effective  (in  pro- 
longing life)  than  diet  alone  ...  at  least  insofar 
as  cardiovascular  mortality  is  concerned.”  There 
were  differences  of  opinion  among  knowledgeable 
diabetologists  about  the  validity  of  these  conclu- 
sions, which  prevented  widespread  acceptance. 
For  this  reason  the  National  Institutes  of  Health 
requested  the  Biometric  Society  to  “make  an  in- 
depth  assessment  of  the  scientific  quality  of  the 
UGDP  study  and  in  particular  of  the  biometric 
aspects  of  the  design,  conduct  and  analysis  of  the 
trial”  and  “make  a similar  assessment  of  other 
controlled  trials  of  oral  hypoglycemic  agents.” 
The  recently  released  report  adds  no  new  infor- 
mation, since  it  is  a re-evaluation  of  the  data 
already  reported  in  1970. 

Among  the  more  widely  quoted  reports  refuting 
the  validity  of  the  findings  of  the  UGDP  study  are 
those  of  Keen1,2  and  Paasikivi3  and,  therefore,  it 
was  necessary  that  they  be  analyzed  in  detail  by 
the  Biometric  Society.  The  Bedford  study  of  Keen 
could  not  be  compared  directly  with  the  UGDP 
report  because  of  many  variables  in  the  British 
study.  It  was  determined  “the  basic  conclusion 
reached  from  the  unadjusted  analysis  . . . the 
death  rates  did  not  differ  significantly  according 


to  treatment.”  Paasikivi’s  report  “neither  con- 
firms nor  contradicts  the  UGDP  findings,  as  the 
population  under  consideration  was  not  one  of 
maturity-onset  diabetics,  and  the  patients  taking 
tolbutamide  had  been  exposed  to  a relatively  small 
dose  for  a shorter  time  than  that  applied  in  the 
UGDP  study.” 

After  considering  the  numerous  criticisms  which 
had  been  leveled  at  the  UGDP  study  and  re- 
analyzing the  data,  the  Biometric  Society  pre- 
sented the  following  conclusions: 

(1)  The  question  of  cardiovascular  mortality 
due  to  tolbutamide  about  which  the 
UGDP  has  raised  suspicions  cannot  be 
dismissed  on  the  basis  of  other  evidence 
presently  available. 

(2)  Most  of  the  criticisms  leveled  against  the 
UGDP  findings  are  unpersuasive. 

(3)  Some  reservation  about  the  conclusion  that 
the  oral  hypoglycemics  are  toxic  must 
remain.  Nevertheless,  the  evidence  of 
harmfulness  must  be  considered  mod- 
erately strong. 

(4)  The  risk  of  using  tolbutamide  in  older 
women  is  evident  from  the  UGDP  trial. 

(5)  In  the  light  of  the  UGDP  findings,  it  re- 
mains with  the  proponents  of  oral  hypo- 
glycemics to  conduct  scientifically  ade- 
quate studies  to  justify  the  continued  use 
of  such  agents. 

It  should  be  emphasized  that  the  Biometric 
Society  did  not  consider  any  oral  hypoglycemics 
other  than  tolbutamide  and  phenformin.  The  data 
of  the  latter  drug  are  in  an  as  yet  unpublished 
report.  The  Society’s  report  did  not  vary  ap- 
preciably from  the  editorial  which  appeared  in  a 
supplement  to  the  November  1970  issue  of 
DIABETES. 

“Tolbutamide,  as  well  as  other  oral  hypogly- 
cemic agents,  has  no  place  in  the  routine  treat- 
ment of  chemical  or  latent  diabetes,  suspected 
diabetes,  or  prediabetes.  Such  therapy  has  never 
had  a place  in  diabetic  ketoacidosis  or  in  those 
prone  to  it.  The  clearest  indication  for  oral  agents 
is  diabetes  of  mild  or  moderate  severity  in  a 
patient  who  proves  to  be  poorly  controlled  with 
diet  and  who  is  unable  or  unwilling  to  take  insulin. 

In  adult-onset  diabetes  with  hyperglycemia  and 
glycosuria,  symptomatic  or  not,  and  in  the  ab- 
sence of  ketosis,  a trial  with  an  appropriate  diet 
should  come  first.  If  this  does  not  establish  satis- 
factory control,  insulin  is  to  be  preferred  to  other 
therapeutic  agents  because  it  is  more  uniformly 
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effective  in  controlling  hyperglycemia  and  the 
UGDP  study  indicates  that  it  may  be  safer.” 

Recent  reports  by  Tomkins4  and  Davidson5 
suggest  that  of  their  patients  discontinuing  the 
use  of  oral  hypoglycemics,  one-third  to  one-half 
demonstrated  no  changes  in  the  blood  glucose 
value,  indicating  that  there  was  no  need  for  these 
patients  to  have  taken  the  drugs  in  the  first  place. 
In  the  rest  of  the  patients,  increased  dietary  re- 
striction or  insulin  was  required.  These  data 
suggest  that  a majority  of  patients  taking  oral 
hypoglycemics  required  only  mild  dietary  re- 
strictions and  should  not  have  been  subjected  to 
a possibly  hazardous  drug. 

It  was  unfortunate  that  an  unfounded  and  un- 
supportable  extrapolation  of  the  UGDP  data  was 
used  in  the  JAMA  editorial  to  terrify  the  Ameri- 
can public.  This  editorial  suggested  that  10,000 
to  15,000  unnecessary  premature  deaths  from 
cardiovascular  disease  may  have  occurred  each 
year  because  oral  hypoglycemics  were  prescribed. 
Only  headline  writers  and  radio  and  television 
newscasters  benefit  from  such  statements.  Such 
speculation  has  no  place  in  scientific  publications, 
especially  when  the  editorial  above  is  released 
prior  to  publication  rather  than  together  with 
the  Biometric  Society’s  report  which  might  have 
negated  the  impact  of  such  irresponsible  state- 
ments. 

There  is  no  conclusive  large  scale  prospective 
study  which  refutes  the  UGDP  findings.  It  seems 
reasonable  to  conclude  that  diet  is  the  keystone 
of  treatment  of  the  adult-onset,  non-ketotic 
diabetic.  Adequate  dietary  instruction  and  mo- 
tivation of  the  patient  are  essential  for  dietary 
therapy  to  be  successful.  In  those  patients  who 
require  additional  blood  glucose  lowering  agents, 
insulin  is  preferable.  In  certain  diabetics  the 
individual  physician,  aware  of  the  implications 
of  the  UGDP  report,  may  determine  that  the 
possible  risks  of  the  oral  hypoglycemics  are  less 
than  the  possible  consequences  of  not  taking 
such  medications.  In  those  patients  the  use  of 
oral  hypoglycemics  is  justified. 

A.B.S. 
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In  Memoriam:  An  Exhortation 

TMA  is  the  doctors  of  Tennessee.  Some  recog- 
nize this,  and  take  it  seriously.  Others  apparently 
never  get  the  picture — judging  by  past  experience, 
the  number  at  the  annual  meeting,  which  will  have 
occurred  by  the  time  you  read  this,  will  be 
pathetically  few.  Some  use  the  excuse  that  they 
are  too  busy  taking  care  of  their  patients  to  fool 
with  organized  medicine,  not  taking  into  account 
that  all  of  this  is  a part  of  taking  care  of  their 
patients. 

This  editorial  is  a tribute  to  two  Tennessee 
physicians  who,  though  their  service  took  seem- 
ingly widely  divergent  paths,  had  a highly  devel- 
oped sense  of  service  to  the  public  as  being 
service  to  patients.  Closer  inspection  shows 
other  similarities,  for  while  the  career  of  one 
was  exclusively  in  preventive  medicine,  the  other, 
as  a pediatrician,  also  gave  much  attention  to 
this  aspect  of  medicine.  Both  were  dedicated 
servants  of  the  people  of  Tennessee. 

The  present  strength  of  the  Tennessee  Depart- 
ment of  Public  Health  owes  a considerable  debt 
to  R.  H.  Hutcheson,  M.D., — “Hutch”  to  his 
friends — who  was  Commissioner  from  1943  until 
ill  health  forced  his  retirement  in  1969,  a career 
extending  for  26  years  through  the  administration 
of  five  governors.  His  career  in  the  department, 
however,  began  in  1935,  when  anti-typhoid  and 
anti-diphtheria  campaigns  were  the  item  of  the 
day.  During  his  tenure  as  commissioner  pollution 
controls  were  instituted,  and  family  planning  and 
more  rigid  controls  for  licensing  of  health  profes- 
sionals were  developed.  He  watched  the  major 
threats  to  health  shift  from  infectious  diseases — 
typhoid,  whooping  cough,  diphtheria,  tuberculosis, 
smallpox,  malaria,  polio,  hookworm,  pneumonia, 
and  malnutrition — to  air  and  water  pollution. 
One  down  but  not  out  threat  made  a comeback 
toward  the  end  of  his  career — V.D.,  which  today 
remains  an  important  source  of  morbidity. 

Death  from  cancer  at  the  age  of  74  halted  the 
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extention  of  Hutch’s  career  as  health  officer  of 
Williamson  County,  after  44  years  dedicated  to 
improving  the  health  of  the  people  of  Tennessee. 

Billy  Vaughan  preferred  above  everything  else 
to  practice  Pediatrics,  which  he  did,  and  did  well. 
But  he  recognized  that  there  are  other  jobs  in 
medicine  which  need  doing  if  we  are  to  be  able 
to  practice  our  art  in  freedom  and  in  the  best 
interests  of  our  patients.  This  spirit  of  service 
stands  as  a judgment  against  those,  fortunately 
not  numerous,  who  refuse  to  take  any  part  in 
organized  medicine. 

A look  at  his  professional  activities  shows  that 
he  held  positions  of  leadership  at  Vanderbilt’s 
medical  school,  hospital  and  OPD,  in  the  other 
Nashville  hospitals,  and  in  local  and  national 
Pediatrics  organizations,  from  which  he  received 
a number  of  awards.  He  was  also  active  in  the 
broader  aspects  of  health  care  in  the  community. 

Billy  took  organized  medicine  seriously.  He 
represented  the  Nashville-Davidson  County  Medi- 
cal Society  in  the  TMA  House  of  Delegates,  and 
for  six  years  represented  TMA  in  the  AMA 
House.  In  his  term  of  office  as  a TMA  Trustee 
he  served  as  Chairman  of  the  Board  and  as 
Treasurer,  and  in  1961  was  elected  to  the  Presi- 
dency of  TMA.  He  was  greatly  concerned  about 
the  creeping  encroachment  of  government  on  the 
practice  of  medicine,  and  served  the  Regional 
Advisory  Group  of  the  Tennessee  Mid-South 
RMP  as  an  executive  committee  member.  He 
also  chaired  TMA's  committee  which  had  over- 
sight of  RMP’s  activities. 

The  deaths  of  many  outstanding  Tennessee 
physicians  have  gone  and  will  subsequently  go 
unnoted  in  these  columns,  for  which  I do  not 
apologize.  Editorials  are,  among  other  things, 
to  stimulate  thought,  to  point  up  problems,  and 
to  exhort.  These  are  very  critical  times  for  medi- 
cine, and  we  need  the  best  and  most  highly 
motivated  men  we  have  to  become  medical  states- 
men, for  which  these  two  men  serve  as  models. 
This  is,  therefore,  an  exhortation.  Are  you  giving 
your  best  to  your  patients?  Maybe  you  need  to 
take  a broader  view  of  what  this  “best”  en- 
compasses. If  you  need  exhorting,  Be  Exhorted! 

JBT 

Oh,  for  a Clear  Day 

On  a clear  day,  from  37,000  feet  you  really 
can  see  forever — or  it  seems  that  way.  You  get 
the  big  picture.  Flying  west  out  of  Chicago  we 
passed  over  a frontal  system  at  the  Mississippi 
River,  to  the  east  of  which  were  the  solid  clouds 


which  enveloped  Chicago  in  soggy  grayness.  To 
the  west  it  was  all  bright  sun  over  the  snow 
covered  patch-work  of  the  Great  Plains. 

About  30  minutes  west  of  Denver,  just  past 
Grand  Junction,  the  view  encompasses  mountains 
to  the  east,  and  to  the  north  and  west  the 
valleys  of  the  Colorado  and  Green  Rivers,  here 
very  broad  and  bordered  with  precipitous  escarp- 
ments, colored  by  mineral  deposits  horizontally 
streaked  by  sequential  millenia  of  declining  high 
water  marks,  irregularly  splotched  with  deep-blue 
cloud  shadows,  and  folded  by  jagged  ridges  re- 
sulting from  primordial  upheavals.  Straight  down 
all  its  glistening  snow,  doubtless  very  deep,  bathed 
in  noon-day  sunlight.  Two  small  peaks  form  a 
V-shaped  depression  at  their  confluence,  and 
nestled  in  this  notch  is  a small  white  cloud,  which 
for  as  long  as  I can  see  it  does  not  move.  It  just 
sits  there,  hugging  the  ground,  obscuring  that 
part  of  the  evergreen-strippled  whiteness  with  its 
gray  shadow. 

From  so  high  up  everything  looks  desolate  and 
deserted.  Perhaps,  though,  there  are  human  beings 
in  the  snow-decked  hollow,  who  if  they  are  not 
actually  enshrouded  by  a foggy  blanket,  at  least 
must  look  up  into  gray  nothingness,  isolated  from 
the  sunlight  which  shines  so  brightly  not  far  away. 
A ground-bound  person  there  has  a totally  dif- 
ferent perspective  of  the  same  scene.  Though 
his  vista  is  limited,  he  can  see  the  dark  trees  up 
close,  inspect  their  needles  and  cones,  and  classi- 
fy things  too  small  for  me  even  to  imagine  from 
my  altitude.  Though  he  is  in  shadow,  experience 
tells  him  the  sun  is  shining  above  his  cloud  cover, 
and  is  not  forever  hidden. 

As  I return  from  a Medico-Legal  Conference, 
co-sponsored  by  the  AMA  and  the  American  Bar 
Association,  it  is  brought  home  again  to  me  how 
desperately  we  need  to  keep  our  present  profes- 
sional liability  situation  in  perspective.  Like  our 
earth-bound,  snow-trapped,  cloud-enshrouded 
man,  we  can  see  these  dark  trees  around  us.  But 
while  experience  tells  him  that  even  if  the  storm 
gets  worse,  the  sun  shines  elsewhere  and  will 
again  shine  on  him,  our  problem  is  that  we 
have  no  experience  to  tell  us  whether  our  darkness 
is  deepening  or  whether  light  is  only  moments 
away.  He  knows  that  not  only  will  the  clouds 
soon  disappear,  but  come  the  spring  thaw,  things 
will  be  pretty  much  as  they  were  last  spring, 
with  warmth  and  light  and  flowers.  What  our 
future  holds  is  at  present  only  very  dimly  per- 
ceived, if  at  all.  The  only  assurance  we  have 
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is  that  the  situation  is  very  fluid,  and  that  no 
matter  what  the  outcome,  the  practice  of  medi- 
cine as  we  have  known  it  is  going  to  be  altered 
considerably.  The  clouds  and  the  seasons  are 
cyclical.  History  is  a one  way  street. 

What  we  can  be  sure  of,  though,  its  that  if  we 
physicians  are  between  the  rock  and  the  hard 
place,  the  other  professions  are  not  far  behind 
us,  and  the  loser  in  all  of  this  will  ultimately 
be  not  just  the  professions,  but  society.  Since 
this  is  so,  our  plight  is  society’s  problem,  and 
it  is  from  society  the  solution  must  come,  by 
legislative  relief. 

The  sense  of  the  conference  was  that  help  is 
indeed  on  the  way,  and  we  have  gained  some 
unexpected  allies.  We  need  to  keep  the  family 
jewels  well  in  hand,  though,  because  with  friends 
like  some  of  them,  we  really  don’t  need  any 
enemies. 

JBT 


Blue  Cross/Blue  Shield  and  PSRO 

To  The  Editor 

From  time  to  time  concern  has  been  expressed  that 
Blue  Cross  and  Blue  Shield  of  Tennessee  may  have  an 
interest  in  operating  a Professional  Standards  Review 
Organization.  Since  it  has  always  been  the  position  of 
Blue  Cross  and  Blue  Shield  of  Tennessee  that  only  phy- 
sicians are  qualified  to  oversee  the  activities  of  their  pro- 
fession. we  naturally  would  like  to  correct  these 
misunderstandings. 

Consequently,  the  Medical  Policy  Committee  of  the 
Board  of  Trustees  of  Blue  Cross  and  Blue  Shield  of 
Tennessee  has  recommended  official  statement  of  our 
position  in  the  form  of  the  enclosed  resolution  which 
was  unanimously  approved  by  our  Board  of  Trustees 
on  February  17,  1975. 

This  resolution  affirms  our  position  that  the  operation 
of  Professional  Standards  Review  Organizations  should 
and  must  be  the  responsibility  of  physicians. 

With  the  passage  of  Public  Faw  92-603,  Blue  Cross 
and  Blue  Shield  of  Tennessee,  as  an  organization  which 
serves  the  public  and  health  care  providers,  saw  a need 
for  physicians  and  hospitals  to  have  access  to  a health 
data  base  system  for  both  utilization  review  and  medical 
care  appraisal  activities.  No  local  system  was  then  avail- 
able to  them,  so  in  mid- 1973  we  began  offering  this 
service  at  cost  in  the  form  of  the  Tennessee  Utilization 
Program  (TUP)  to  hospitals  and  medical  staffs  in  the 
area  of  Tennessee  that  we  serve.  We  have  a number  of 
hospitals  throughout  our  Plan  area  that  utilize  this 
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service  and  we  plan  to  continue  it,  but  wish  to  emphasize 
that  Blue  Cross  and  Blue  Shield  of  Tennessee  has  neither 
the  intent  nor  the  desire  of  expanding  it  into  a Profes- 
sional Standards  Review  Organization  in  competition 
with  Tennessee  Foundation  for  Medical  Care  or  any 
other  PSRO. 

Since  misunderstanding  of  our  activities  and  inten- 
tions in  this  area  apparently  exists,  we  would  greatly 
appreciate  your  assistance  in  clarifying  our  position  by 
publishing  the  enclosed  resolution. 

Sincerely, 

Roy  MacDonald 
Chairman,  Board  of  Trustees 

Resolution 

SUPPORTING  PHYSICIAN  OPERATION  OF  PRO- 
FESSIONAL STANDARDS  REVIEW  ORGANIZA- 
TION (PSRO) 

WHEREAS,  the  Board  of  Trustees  of  Blue  Cross  and 
Blue  Shield  of  Tennessee  does  unanimously  agree  that 
PSRO  operations  in  the  area  served  by  Blue  Cross  and 
Blue  Shield  of  Tennessee  should  be  the  responsibility 
of  physicians;  and 

WHEREAS,  Blue  Cross  and  Blue  Shield  of  Tennessee's 
primary  interests  are  to  provide  efficient  service  to 
the  people  and  health  care  providers  of  the  state,  and 
to  continue  to  meet  the  requirements  and  responsi- 
bilities it  has  accepted  by  contract  under  the  Medicare 
and  Medicaid  programs. 

THEREFORE,  BE  IT  RESOLVED,  that  the  Board  of 
Trustees  unanimously  affirms  that  Blue  Cross  and 
Blue  Shield  of  Tennessee  has  not,  and  will  not,  seek 
to  control,  operate  or  develop  a PSRO;  and 
BE  IT  FURTHER  RESOLVED,  that  Blue  Cross  and 
Blue  Shield  of  Tennessee  is  willing  to  cooperate  with 
the  established  PSRO’s  in  performing  their  functions, 
appropriate  with  the  obligations  of  the  company  as 
an  intermediary  and  consistent  with  its  responsibil- 
ities of  serving  health  care  providers  and  the  people 
of  Tennessee. 

[This  resolution  adopted  at  the  Blue  Cross  and  Blue 
Shield  of  Tennessee  Board  of  Trustees  meeting  on 
February  17,  1975.] 

Fetal  Mortality  in  the  U.S. 

To  the  Editor: 

I wish  to  bring  to  your  attention  the  article  on  page 
3 1 of  the  January  Tennessee  Medical  Association  Jour- 
nal concerning  “Fetal  Mortality  in  the  United  States.” 
This  article  had  no  author  listed  but  was  from  the 
Regional  Medical  Program.  Reference  is  made  to  the 
“fact”  that  the  United  States  ranks  14th  in  infant 
mortality. 

For  some  time  politicians  have  been  claiming  that  the 
United  States  ranks  14th  among  comparable  nations  in 
infant  mortality.  We  expect  demagoguery  from  politicos, 
but  do  not  expect  our  fellow  physicians  to  add  to  the 
public  confusion  by  also  bandying  about  this  erroneous 
statistic.  After  analyzing  the  sources  for  this  figure  it 
becomes  obvious  that  it  is  total  fiction.  Without  going 
into  any  further  discussion  in  this  letter,  I refer  you 
to  the  book,  “The  Case  for  American  Medicine”  by 
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Harry  Schwartz  and  “Hazardous  to  Your  Health”  by 
Marvin  H.  Edwards.  There  are  lengthy  discussions  in 
both  books  concerning  the  misinterpretation  of  these 
figures. 

Another  tragic  aspect  of  these  medically  erroneous 
statements  is  that  politicians  grab  them  and  use  them  as 
propaganda  to  convince  the  public  that  there  is  indeed 
a crisis  in  medical  care  in  this  country.  They  also  use 
them  as  the  bases  for  new  laws  to  interfere  further  with 
the  physician's  ability  to  care  for  his  patients. 

Sincerely, 

N.  A.  McKinnon,  Jr.,  M.D. 


Robert  H.  Hutcheson,  M.D. 
(1901-1975) 


ROBERT  HENRY  HUTCHESON,  M.D.  died  March 
5,  1975,  at  the  age  of  74.  Dr.  Hutcheson  was  a public 
health  pioneer  in  Tennessee,  who  served  as  Commis- 
sioner of  Public  Health  under  five  Governors. 

Dr.  Hutcheson  was  a native  of  Henning,  Tennessee 
in  Lauderdale  County.  He  received  his  medical  degree 
in  1930  from  the  University  of  Tennessee  and  interned 
at  the  United  States  Public  Health  Hospital'  in  Norfolk, 
Virginia.  After  work  with  the  Rutherford  and  William- 
son County  health  departments  he  earned  a Master  of 
Public  Health  degree  at  Johns  Hopkins  University  in 
1934.  In  1935  he  joined  the  State  Department  of  Public 


Health  as  Director  of  the  Division  of  Local  Health 
Services.  He  became  Assistant  Commissioner  in  July, 
1940. 

Dr.  Hutcheson  was  appointed  Commissioner  in  1943 
by  Governor  Prentice  Cooper,  and  served  in  that  ca- 
pacity under  five  governors  until  1969,  when  during 
the  administration  of  Governor  Buford  Ellington  he 
resigned  due  to  ill  health.  He  returned  at  that  time 
to  Williamson  County,  where  he  previously  served  in 
1932,  and  served  as  health  officer  until  his  death. 

Dr.  Hutcheson  was  honored  by  the  Tennessee  Medical 
Association  as  its  “Outstanding  Physician  of  the  Year” 
in  1970.  He  received  the  McCormick  award  of  the 
State  and  Territorial  Health  Officers'  Association,  and 
was  honored  with  “R.  H.  Hutcheson  Day”  in  Franklin 
last  November.  He  was  also  cited  by  the  Johnson  City 
Chamber  of  Commerce  for  his  work  toward  establish- 
ing a medical  school  in  East  Tennessee.  He  was  a 
member  of  the  First  United  Methodist  Church  in  Frank- 
lin, past  president  of  the  Tennessee  Public  Health 
Association,  and  a founder  and  past  president  of  the 
Southern  Branch  of  the  American  Public  Health  Associ- 
ation. He  was  public  health  consultant  to  the  Southern 
Regional  Nuclear  Board  from  1957  to  1972  and  in 
1949  was  elected  president  of  the  Conference  of  the 
State  and  Territorial  Health  Officers. 


William  Orren  Vaughan,  M.D. 
(1906-1975) 


WILLIAM  O.  VAUGHAN.  M.D.  of  Nashville,  was  a 
devoted  member  and  effective  leader  of  the  Tennessee 
Medical  Association  for  more  than  40  years.  He  served 
the  TMA  as  President  in  1961,  and  as  Chairman  and 
Treasurer  of  the  Board  of  Trustees  during  his  term 
from  1958  to  1963.  He  was  a Delegate  to  the  TMA 
House  of  Delegates  and  a member  of  numerous  TMA 
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committees  for  a number  of  years.  For  six  consecutive 
years,  Dr.  Vaughan  represented  TMA  members  from 
Middle  Tennessee  as  the  Delegate  to  the  AMA  House 
of  Delegates.  From  1952  to  1958  he  was  an  active 
member  of  the  Board  of  Directors  of  the  Nashville 
Academy  of  Medicine.  He  was  selected  by  his  peers 
in  the  Academy  as  President  in  1957  and  Board  Chair- 
man in  1958. 

A distinguished  pediatrician,  Dr.  Vaughan  was  Asso- 
ciate Clinical  Professor  of  Pediatrics  at  the  Vanderbilt 
University  School  of  Medicine,  the  first  Chief  of  Pedi- 
atric Service  at  Baptist  Hospital,  Director  of  the  Van- 
derbilt Mental  Health  Clinic-Outpatient  Department, 
Founder  and  Head  of  the  Cerebral  Palsy  Clinic  for 
Children  at  Vanderbilt- Hospital,  and  a Staff  member 
at  St.  Thomas  and  Metro  General  Hospitals. 

He  was  President  and  Secretary  of  the  Tennessee 
Pediatric  Society,  a member  of  the  Nashville  Pediatric 
Society  and  American  Academy  of  Pediatrics,  and  a 
Diplomate  of  the  American  Board  of  Pediatrics.  For 
his  outstanding  contributions  in  the  field  of  pediatrics, 
Dr.  Vaughan  received  Merit  Awards  from  the  National 
Polio  Foundation,  Cerebral  Palsy  Society,  and  Nash- 
ville Area  Chamber  of  Commerce. 

A noted  leader  in  community  affairs,  Dr.  Vaughan 
served  the  Metropolitan  (Nashville-Davidson  County) 
Board  of  Health  for  12  years  as  a Chairman  and  mem- 
ber. He  was  an  Executive  Committee  member  of  the 
Bill  Wilkerson  Hearing  and  Speech  Center  and  the  Ten- 
nessee Mid-South  Regional  Medical  Program,  and  a 
member  of  the  First  Presbyterian  Church  and  Nash- 
ville Rotary  Club. 

Dr.  Vaughan  received  the  M.D.  degree  from  the 
Vanderbilt  School  of  Medicine  where  he  also  completed 
his  pediatric  internship  and  residency  programs.  A 
native  of  Mayfield,  Kentucky,  he  is  survived  by  his 
son,  William  O.  Vaughan,  Jr.  of  Nashville. 

BR1NT,  DOUGLAS  L„  March  3,  1975.  Age  63.  Grad- 
uate of  the  University  of  Tennessee.  Member  of  Con- 
solidated Medical  Assembly.  Founder  of  Brint  Hospital, 
Bolivar. 

BUNDY,  PAUL  J„  February  15,  1975.  Age  72.  Grad- 
uate of  The  Medical  College  of  Virginia.  Member  of 
Sullivan-Johnson  County  Medical  Society. 

CUNNINGHAM,  HENRY  K.,  February  7,  1975.  Age 
81.  Graduate  of  New  York  University.  Member  of 
Knoxville  Academy  of  Medicine. 

ELSEA,  PAUL  W„  March  1,  1975.  Age  36.  Graduate 
of  Indiana  University.  Member  of  Memphis-Shelby 
County  Medical  Society. 

GRUBBS,  THOMAS  ALEXANDER,  JR.,  February  21, 
1975.  Age  50.  Graduate  of  University  of  Louisville. 
Member  of  Chattanooga-Hamilton  County  Medical 
Society. 

IVIE,  JOHN  MARCUS,  February  17,  1975.  Age  48. 
Graduate  of  University  of  Tennessee.  Member  of  Mem- 
phis-Shelby County  Medical  Society. 
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new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association. 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 

WEST  TENNESSEE 

John  Albanese,  M.D.,  Huntingdon 

Jim  Barnes,  M.D.,  Jackson 

R.  C.  Sasser,  M.D.,  Bolivar 

George  Shannon,  M.D.,  Parsons 

Benjamin  W.  Sharpe,  Jr..  M.D.,  Jackson 

FRANKLIN  COUNTY  MEDICAL  SOCIETY 

Arthur  Berryman,  M.D.,  Sewanee 

McMINN  COUNTY  MEDICAL  SOCIETY 

George  Kirkpatrick,  M.D.,  Athens 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Randel  P.  Burns,  M.D.,  Memphis 
Dwight  W.  Clark,  M.D.,  Memphis 
John  R.  Hill,  M.D.,  Memphis 
Robert  A.  Kerlan,  M.D.,  Memphis 
James  E.  McAfee,  M.D..  Memphis 
Catherine  V.  Netchvolodoff.  M.D.,  Memphis 
Jacob  Rosensweig,  M.D.,  Memphis 
Harriet  L.  Schroeder,  M.D.,  Memphis 
Sheldon  Wieder,  M.D.,  Memphis 

NORTHWEST  TENNESSEE 
ACADEMY  OF  MEDICINE 
Charles  W.  Akins,  Jr.,  M.D.,  Union  City 
O.  P.  Garner,  Jr.,  M.D.,  Union  City 

ROANE-ANDERSON  COUNTY 

MEDICAL  SOCIETY 

Charles  C.  Patterson,  M.D.,  Oak  Ridge 

RUTHERFORD  COUNTY  MEDICAL  SOCIETY 
Harold  Akin,  M.D.,  Murfreesboro 

SULLIVAN-JOHNSON  COUNTY 
MEDICAL  SOCIETY 
Ballard  H.  Blevins,  M.D.,  Kingsport 
Claude  H.  Crockett,  Jr.,  M.D.,  Bristol 
Nelson  E.  IJnk,  M.D.,  Bristol 

WILSON  COUNTY  MEDICAL  SOCIETY 

George  W.  Robertson,  M.D.,  Lebanon 


pf09fcim/  and  new / of 
medical  /ocietie/ 


Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 
Foundation  Contract  Signed 

On  February  14  the  Metro  Employee  Benefit 
Board  unanimously  approved  and  signed  a con- 
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tract  with  the  Davidson  County  Foundation  for 
Medical  Care  which  provides  for  the  administra- 
tion of  health  care  plans  for  27-30,000  employees 
and  dependents  of  Metro  Government  by  the 
Foundation.  Effective  March  1,  the  Foundation 
initiated  administration  of  the  new  Total  Health 
Care  (THC)  plan  which  includes  eligibility  cer- 
tification, claims  payment,  peer  review  and  hos- 
pitalization review.  Effective  April  15,  the  Foun- 
dation will  assume  administration  of  the  current 
Metro  ASO  indemnity  plan.  Claims  under  the 
THC  plan  will  not  be  forwarded  to  physicians 
until  April  1 ; however,  during  the  interim  all 
Foundation  members  will  receive  a Physicians 
Manual,  instructions  for  processing  claims  in 
physicians’  offices,  summaries  of  the  THC  and 
current  plans,  and  other  material.  In  addition, 
a series  of  informational  workshops  will  be  held 
for  medical  office  and  hospital  personnel.  There 
are  some  500  physician  members  of  the  Foun- 
dation. 


national  neui/ 


THIS  MONTH  IN  WASHINGTON 
(From  Washington  Office,  AMA) 

The  American  Medical  Association  has  sub- 
mitted to  the  94th  Congress  a new  proposal 
for  national  health  insurance  (NHI). 

In  the  parade  of  would-be  NHI  legislation 
before  the  new  Congress,  the  medical  profes- 
sion’s plan  is  the  only  major  proposal  to  have 
been  substantially  revised  from  the  offerings  of 
previous  years. 

The  measure  is  designed  to  provide  full  health 
care  for  all  through  private  health  insurance 
(with  the  exception  of  Medicare  beneficiaries) 
including  catastrophic  illness  protection. 

The  principal  features: 

• Mandated  employer  coverage. 

• Coverage  for  the  self-employed  and  un- 
employed with  a subsidy  for  premium  costs 
for  those  self-employed  with  low  incomes. 

• Supplemental  coverage  plus  subsidized  pre- 
mium for  Medicare  beneficiaries  in  order 
to  equalize  benefits. 

The  major  difference  between  the  mandated 
plan  and  the  Medicredit  bill  endorsed  by  the 
AMA  in  the  last  Congress  is  that  the  bulk  of 
the  government  financing  relies  on  general  rev- 
enues rather  than  on  tax  credits,  although  the 


tax  credit  principle  is  retained  for  the  self- 
employed. 

Despite  the  186  sponsors  that  backed  the 
AMA’s  Medicredit  plan  last  year — the  largest 
body  of  support  for  any  NHI  measure  including 
that  of  labor — considerable  Congressional  re- 
sistance developed  to  tax  credits  as  a financing 
base. 

Under  the  revised  AMA  proposal,  most  peo- 
ple would  receive  health  care  protection  under 
a mandated  employer  program  fully  financed  by 
premiums  paid  by  employers  and  their  em- 
ployees. Participation  would  be  optional  for 
employees.  At  least  65  per  cent  of  the  premium 
would  be  payable  by  the  employer. 

The  former  Medicredit  principles  would  apply 
to  insurance  for  the  jobless  and  the  self-employed. 
The  individual  or  family  would  buy  “qualified 
health  care  insurance,”  that  is,  insurance  which 
meets  federally  established  standards  of  benefits 
and  policy  conditions,  and  for  those  whose  in- 
come falls  within  a defined  subsidy  level,  the  fed- 
eral government  would  contribute  towards  the 
cost  of  the  premium  on  a scale  related  to  income. 

Government  contributions  to  premiums  would 
be  in  the  form  of  a credit  against  income  tax  or  a 
certificate  of  entitlement  issued  by  the  government 
and  acceptable  by  the  insurer  for  payment  of 
premium.  An  individual  or  family  subsidy  in  any 
year  would  be  based  on  its  income  (measured 
by  income  tax  liability)  for  the  preceding  year. 
Limited  income  individuals  or  families  having  no 
tax  liability  would  be  entitled  to  a tax  credit  (or 
certificate)  for  the  full  amount  of  the  insurance 
premium.  For  other  eligible  persons,  the  entitle- 
ment would  range  from  10  per  cent  to  99  per 
cent  of  the  premium. 

Non-employed  Medicare  beneficiaries  would 
be  eligible  for  federal  subsidy  for  premiums  for 
“qualified  supplemental  coverage”  designed  to 
equalize  the  available  benefits  for  the  elderly  as 
for  all  others.  Such  supplemental  insurance  would 
be  the  same  as  the  full  insurance  policy  for 
persons  under  65,  but  would  contain  a clause 
for  exclusion  of  all  benefits  obtainable  under 
Parts  A and  B of  Medicare.  The  supplemental 
insurance  would  not  cover  deductibles  and  co- 
insurance  under  Medicare  but  would  require  no 
deductible  or  coinsurance  payments  for  the 
supplemental  benefits. 

The  plan  provides  for  continuation  of  an  em- 
ployee's insurance  following  termination  of  em- 
ployment. Such  insurance  would  be  fully  paid 
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from  a special  fund  created  from  general  rev- 
enues to  cover  periods  of  unemployment. 

The  catastrophic  coverage  provision  requires 
no  deductible.  Coinsurance  would  apply  at  a 
rate  of  20  per  cent  on  the  cost  of  all  covered 
benefits,  within  a ceiling  limit.  The  poor  would 
pay  no  coinsurance,  and  for  others,  the  co- 
insurance  maximum  would  be  10  per  cent  of 
the  individual  or  family  income,  reduced  by  an 
“exclusion  base.”  The  amount  of  such  exclusion 
would  vary  according  to  family  size,  and  would 
be  set  at  $4,200  for  a family  of  four.  Thus  a 
family  of  four  earning  $15,000  would  have  a 
coinsurance  limit  of  10  per  cent  of  $10,800 
($15,000  less  $4,200,  or  $1,080.)  In  no  case, 
however,  could  coinsurance  for  a year  exceed 
$1,500  for  an  individual  or  $2,000  for  a family. 

The  ceiling  on  coinsurance  would  trigger 
catastrophic  expense  protection.  All  benefits 
under  the  insurance  policy  would  thereafter  con- 
tinue for  the  remainder  of  the  policy  with  no 
further  obligation  for  coinsurance. 

Some  special  provisions: 

• Employers  whose  payroll  costs  are  increased 
by  more  than  3 per  cent  as  a result  of 
purchasing  mandated  coverage  for  employ- 
ees would  receive  a cash  (or  tax  credit) 
subsidy:  80  per  cent  of  the  excess  cost  in 
the  first  year,  continuing  on  a descending 
scale  for  four  years  following. 

• Employers  who  failed  to  comply  with  the 
mandate  would  be  liable  for  reimbursement 
to  employees  for  expenses  incurred  by 
reason  of  the  employer’s  noncompliance, 
and  subject  to  a fine  of  up  to  two  times 
what  the  employer  would  have  spent  in 
compliance. 

• For  the  unemployed  and  the  self-employed, 
the  maximum  premium  would  be  125  per 
cent  of  the  average  per  employee  premium 
for  all  large  group  employees  in  the  state. 

• An  assigned  risk  pool  would  be  established 
in  each  state.  All  carriers  in  the  state  would 
participate,  and  would  accept  risk  assigned 
to  it. 

• The  federal  government  would  be  pro- 
hibited from  interfering  with  the  practice 
of  medicine. 

• Physician  services  would  be  reimbursable 
at  “usual  and  customary,  or  reasonable 
charges.”  Hospital  services  payments  would 
be  determined  by  a state  agency,  after  con- 
sultation with  providers,  on  a “reasonable 


cost  basis”  under  acceptable  methods  of 
reimbursement  including  appropriate  pro- 
spective rate  determination  systems.  Other 
costs  would  be  paid  on  a reasonable  charge 
or  a reasonable  cost  basis,  as  appropriate. 

As  with  the  earlier  Medicredit  plan,  the  medi- 
cal profession’s  new  proposal  would  replace 
Medicaid. 

* * * 

The  present  crisis  in  the  underwriting  of  pro- 
fessional liability  insurance  has  become  a key 
issue  in  the  new  Congress.  The  Senate  Health 
Subcommittee  has  slated  hearings  starting  in 
April.  The  House  Health  Subcommittee  is  ex- 
pected to  follow  suit.  Five  major  bills  tackling 
the  problem  already  have  been  introduced. 

However,  a ticklish  jurisdictional  problem  has 
cropped  up,  with  no  one  sure  yet  what  Congres- 
sional committee  should  have  prime  legislative 
responsibility.  Technically,  it  would  appear  that 
the  House  and  Senate  Judiciary  committees  would 
have  a strong  claim  because  of  the  legal  aspects 
of  the  problem.  However,  the  Health  subcom- 
mittes  as  well  as  House  Ways  and  Means  and 
Senate  Finance  also  have  an  obvious  stake. 

Principal  professional  liability  bills  already 
introduced  include: 

• H.R.  1305,  By  Representative  Marjorie 
Holt  (R-Md.),  to  establish  a Commission 
on  Awards. 

• H.R.  1378,  By  Chairman  Dan  Rostenkow- 
ski  (D-Ill.)  of  the  Ways  and  Means  Health 
subcommittee,  to  provide  for  studies  of  the 
problem  by  the  National  Academy  of 
Science’s  Institute  of  Medicine. 

• S.  188,  By  Senator  Gaylord  Nelson  (D- 
Wis.),  to  authorize  HEW  to  set  up  a re- 
insurance program  and  to  conduct  studies 
and  experiments. 

• S.  482,  By  Senators  Ted  Kennedy  and 
Daniel  Inouye  (D-Hawaii),  for  a no-fault 
plan  eliminating  contingency  fees  but  sub- 
jecting physicians  to  strict  supervision. 

• S.  215,  By  the  same  Senators,  to  establish 
compulsory  arbitration  as  an  alternative 
to  the  above  proposal. 

The  American  Hospital  Association  has  voted 
for  the  creation  of  a captive  reinsurance  com- 
pany or  comparable  mechanism,  to  implement  a 
national  malpractice  and  general  liability  insur- 
ance program  for  hospitals  and  a “positive  legis- 
lative program”  to  seek  remedies.  A one-time 
assessment  of  $4  per  hospital  bed  would  help 
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start  the  plan,  which  wouldn’t  be  acted  upon 
finally  until  a special  meeting  in  May. 

The  AHA  plan  would  provide  first  dollar  cov- 
erage up  to  the  limit  of  the  policy  purchased 
by  the  hospitals.  It  is  expected  that  this  policy 
would  provide  coverage  for  each  and  every  mal- 
practice occurrence  of  up  to  $15  million. 

All  employees  of  the  hospital  including  house 
staff  would  be  covered.  Physicians  under  con- 
tractual compensation  relationships  would  be  in- 
cluded— emergency  room  contract  physicians, 
anesthesiologists,  radiologists,  pathologists,  etc., 
for  their  professional  activities  within  the  hos- 
pital. 

However,  AHA  said  the  insurers  have  advised 
that  private  practitioners  cannot  be  included  at 
this  time  in  this  program. 

Rep.  James  Hastings  (R.N.Y.),  a member 
of  the  House  Health  Subcommittee,  has  an- 
nounced that  a national  conference  on  medical 
malpractice  insurance  will  take  place  in  late 
March  in  Washington.  The  two-day  conference 
was  arranged  by  Hastings  and  the  American 
Group  Practice  Association.  Hastings  said  he 
believes  the  conference  will  be  the  first  attempt 
“to  examine  the  causes  of  the  malpractice  crisis 
and  explore  all  alternatives  so  as  to  be  able  to 
develop  a workable  remedy  which  would  pro- 
tect both  the  doctor  and  his  patient.” 

Among  the  scheduled  speakers  are  Senator 
Edward  Kennedy  (D-Mass.),  Chairman  of  the 
Senate  Health  Subcommittee,  Chairman  Paul 
Rogers  (D-Fla.),  of  the  House  Health  Sub- 
committee, and  Roger  Egeberg,  MD,  Special 
Assistant  to  the  Secretary  (HEW)  for  Health 
Policy  Affairs. 

❖ * ❖ 

Ten  patients  and  five  physicians  have  joined 
the  American  Medical  Association  in  legal  action 
against  new  hospital  utilization  review  regulations 
adopted  by  the  Department  of  Health,  Education 
and  Welfare. 

The  action  marks  the  first  time  the  AMA  has 
taken  court  action  against  the  government.  The 
suit,  filed  in  Northern  Illinois  Federal  District 
Court,  seeks  a preliminary  injunction,  on  the 
grounds  that  the  plaintiffs  will  be  “irreparably 
injured”  if  the  regulations  are  permitted  to  remain 
in  force.  Ultimately,  a permanent  injunction  is 
requested. 

The  AMA  and  its  co-plaintiffs  contend  that  the 
utilization  review  regulations  violate  the  consti- 
tutionally protected  rights  of  patients  to  receive 


medical  care  in  accordance  with  the  best  judg- 
ment of  their  doctors;  violate  the  constitutionally 
protected  rights  of  physicians  to  practice  medi- 
cine; violate  specific  sections  of  the  Medicare 
and  Medicaid  laws;  exceed  the  authority  granted 
to  the  Secretary  of  HEW;  and  were  issued  in 
a manner  contrary  to  the  procedures  required 
by  the  Constitution  and  the  Administrative 
Procedure  Act. 

The  regulations  become  effective  February  1 
and  hospitals  have  been  given  until  April  1 to 
file  with  state  agencies  their  plans  for  implement- 
ing the  regulations.  They  require  that  every  de- 
cision by  a physician  to  hospitalize  a Medicare 
or  Medicaid  patient  be  evaluated  by  a “utiliza- 
tion review  committee”  of  the  admitting  hospital 
within  one  working  day  of  the  patient’s  admission. 

The  Committee  may  have  members  who  are 
not  physicians  and  may  act  through  agents  who 
are  not  physicians. 

“This  is  the  issue  we  are  putting  before  the 
courts  and  before  the  American  people,”  stated 
AMA  President  Malcolm  C.  Todd,  MD.  “Is  the 
decision  that  you  need  hospital  care  to  be  made 
by  your  doctor — who  knows  you — or  by  a phy- 
sician who  does  not  know  you — or  worse  yet, 
by  a non-physician. 

“The  issue  is  that  simple,”  Dr.  Todd  said. 


medical  ncui/ 
m tenncs/cc 


East  Tennessee  State  University 
College  of  Medicine  Begins 
Accreditation  Procedure 

Copies  of  the  document  requesting  a letter  of 
reasonable  assurance — the  first  step  in  the  ac- 
creditation process  of  the  new  College  of  Medi- 
cine at  East  Tennessee  State  University — were 
delivered  February  18  in  Washington,  D.C.,  to 
the  Association  of  American  Medical  Colleges 
and  the  Central  Office  of  the  Veterans  Adminis- 
tration. 

Dr.  Sydney  Garrett  Appointed  to 
East  Tennessee  State  University 
College  of  Medicine  Position 

Dr.  Sydney  A.  Garrett  of  Lubbock,  Texas,  has 
accepted  a position  as  Professor  and  Chairman 
of  the  Department  of  Family  Practice  in  the 
East  Tennessee  State  University  College  of  Medi- 
cine. 
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The  announcement  was  made  jointly  by  Dr. 
D.  P.  Culp,  President  of  the  University,  and 
Dr.  Robert  E.  Jewett,  Dean  of  the  College  of 
Medicine. 

Dr.  Garrett  comes  to  his  new  position  from 
the  Texas  Tech  University  School  of  Medicine, 
where  he  has  been  Acting  Chairman  of  the 
Department  of  Family  Practice.  Prior  to  going 
to  Texas  Tech  in  April  1973,  Dr.  Garrett  was 
engaged  in  family  practice  in  Hale  Center,  Texas. 


DR.  WALTER  A.  BELLS,  Dickson,  and  DR.  THOMAS 
M.  CRENSHAW  of  Humboldt  have  been  named 
Diplomates  of  the  American  Board  of  Family  Practice. 
DR.  JAMES  F.  BELLENGER,  Clarksville,  has  com- 
pleted continuing  education  requirements  to  retain 
active  membership  in  the  American  Academy  of  Family 
Physicians.  The  Academy  announced  the  following 
physicians  as  having  also  completed  continuing  edu- 
cation requirements:  EDGAR  K.  BRATTON,  M.D., 
Hartsville;  RALPH  L.  BRICKELL.  JR.,  M.D..  Tulla- 
homa;  BOYD  P.  DAVIDSON,  M.D.,  Lawrenceburg; 
JAMES  H.  DONNELL,  M.D.,  Alamo;  C.  LYLE  DUR- 
HAM, M.D.,  Bolivar;  CHARLES  G.  GRAVES,  JR., 
M.D.,  Dunlap;  NAT  E.  HYDER,  JR.,  M.D.,  Erwin; 
CLARENCE  L.  JONES,  M.D.,  Cookeville;  OSCAR  M. 
McCALLUM,  M.D.,  Henderson;  WILLIAM  H.  MUR- 
REY, M.D.,  Pulaski;  BOBBY  GRAY  NORWOOD, 
M.D.,  Fayetteville;  VILLARD  L.  PARRISH.  M.D., 
Lawrenceburg;  and  WARREN  C.  RAMER,  SR.,  M.D., 
Lexington. 

DR.  ALBERT  BIGGS,  Knoxville,  has  been  named  vice 
chancellor  for  the  UT  Health  Units  in  Knoxville. 

DR.  HUBERT  P.  CLEMMER,  Milan,  has  been  pre- 
sented a plaque  by  Baptist  Hospital,  honoring  him  for 
21  years  of  his  faithful  service  on  the  Board  of 
Trustees  of  that  hospital. 

DR.  JOSEPH  H.  CRUMBLISS,  Fayetteville,  has  been 
honored  with  a plaque  for  his  contribution  as  team 
physician  for  the  football  and  basketball  squads  at 
Lincoln  Central  High  School. 

DR.  LLOYD  C.  ELAM,  Nashville,  has  been  reappointed 
vice  chairman  of  the  Tennessee  Department  of  Mental 
Health  Board  of  Trustees  by  Governor  Blanton. 

DR.  JAMES  VANCE  FENTRESS,  Pulaski,  has  been 
appointed  assistant  clinical  professor  at  the  Vanderbilt 
Medical  School. 

DR.  JACK  W.  LINDSAY,  Rockwood,  has  been  selected 
Chairman  of  the  University  of  Tennessee  Presidents 
Club. 

DR.  J.  S.  “JACK”  PHELAN,  Maryville,  is  retiring  as 
medical  director  at  the  Aluminum  Company  of  Ameri- 
ca’s Tennessee  Operations  after  21  years  of  service. 
DR.  COLIN  L.  KAMPERMAN.  Alcoa,  was  promoted 
to  fill  the  vacancy,  effective  March  1,  1975. 

DR.  jIM  WILLIAMS  has  been  elected  as  acting  chief 
of  staff  at  Milan  Hospital,  and  DR.  PAUL  D.  JONES 


as  chief  of  staff  Emeritus. 

The  UT  Board  of  Trustees  has  voted  to  name  the  audi- 
torium at  University  Hospital  in  honor  of  DR.  ROBERT 
B.  WOOD,  Knoxville,  for  his  role  in  the  creation  of  the 
hospital  and  his  work  with  it  during  its  formative  years. 
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May  1-2 
May  1-3 

May  1-3 
May  1-4 

May  5-6 
May  5-8 
May  5-9 
May  7 
May  8-10 

May  9-10 

May  11-15 

June  2-4 

June  7-9 

June  14-19 

Week  of 
June  15 
June  16-18 

June  18-20 
May  15 

May  15 
June  18-19 


Calendar  of  Meetings 

National 

1975 

“Nutrition  Education — The  Missing  Link,” 
University  of  Tennessee  Center  for  the 
Health  Sciences  in  Memphis 
American  Cancer  Society’s  National  Con- 
ference on  Advances  in  Detection  and 
Diagnosis  of  Cancer,  the  Denver  Hilton, 
Denver 

Christian  Medical  Society,  St.  Francis,  San 
Francisco 

American  Society  of  Internal  Medicine, 
19th  Annual  Meeting,  Mayflower  Hotel, 
Washington 

Association  of  American  Physicians,  Had- 
don  Hall,  Atlantic  City 
American  College  of  Obstetricians  and 
Gynecologists,  Civic  Auditorium,  Boston. 
American  Psychiatric  Association,  Ana- 
heim, California 

American  Society  of  Clinical  Oncology, 
Towne  and  Country  Hotel,  San  Diego 
American  Association  for  Cancer  Re- 
search, Towne  and  Country  Hotel,  San 
Diego 

American  Association  of  Clinical  Urol- 
ogists, Fontainebleau,  Miami  Beach 
American  Urological  Association,  Fon- 
tainebleau, Miami  Beach 
American  Neurological  Association,  Hil- 
ton, New  York 

American  Association  of  Neuropathol- 
ogists, Hyatt  Regency,  San  Francisco 
American  Medical  Association,  Atlantic 
City,  NJ. 

American  Diabetes  Association,  Ameri- 
cana, New  York 

American  College  of  Preventive  Medicine, 
Atlantic  City,  NJ. 

Endocrine  Society,  Americana.  New  York 

State 

Scientific  Session  of  the  Tennessee  Heart 
Association,  Holiday  Inn-Rivermont, 
Memphis 

Middle  Tennessee  Medical  Society.  Henry 
Horton  State  Park. 

Upper  Cumberland  Medical  Society,  Hotel 
Donoho,  Red  Boiling  Springs. 


328 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


education  opportunities 


The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  1 credit  for 
the  AM  A Physician's  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 


Oral  H.  David  Hall,  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 


Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physician’s 
Recognition  Award  and  American  Academy  of  Family 
Physician’s  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 

305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615-322-2716 


Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman, 
can  plan  an  individualized  program  of  one  to  four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 


Participating  Departments  and  Divisions 

Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases James  D.  Snell,  M.D. 

Dermatology  Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  . Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Sanford  B.  Krantz,  M.D. 

Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology John  S.  Zelenik,  M.D. 

Orthopaedics  Paul  W.  Griffin,  M.D. 

Pathology William  H.  Hartmann,  M.D. 

Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 


General  H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 


Division  of  Continuing  Education 
Vanderbilt  University  School  of  Medicine 
Spring  Calendar,  1975 

April  24  Pre-operative  Planning  As  It  Affects 

Thursday  Results  of  Orthognathic  Surgery 
H.  David  Hall,  D.M.D. 

Veterans  Adm.  Hospital 
1310  24th  Avenue  South 


May  2 Soft  Part  Sarcomas  and  Bone  Tumors 

Friday  Steven  L.  Stroup.  M.D. 

t.b.a. 


May  3 A Day  in  Orthopedics  for  the 

Saturday  Non-Orthopedist 

Paul  Griffin.  M.D. 

Sloan  Class  Room.  Vanderbilt  Medical 
Center 

May  28-29  Social  Change:  Its  Impact  on  Medicine 
Wednesday  & and  Psychiatry 

Thursday  14th  Annual  Seminar  in  Psychiatry  for 

Family  Physicians 

Frank  H.  Luton,  M.D. 

Central  State  Psychiatric  Hospital, 
Nashville 


For  further  information  contact  Paul  E.  Slaton,  M.D., 
Director,  Division  of  Continuing  Education,  305  Medical 
Arts  Building,  Nashville,  Tenn.  37212;  telephone  615- 
322-2716. 


The  University  of  Tennessee  College  of 
Medicine  Continuing  Education  Courses 
1975 

May  15-16  Office  Orthopaedics 

May  19-23  Intensive  Review  of  the  Science  of 

Anesthesiology 

May  28-31  Clinical  Electrocardiography 

Aug.  7-8  Medical  Aspects  of  Sports 
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Jniversity  of  Tennessee  Clinical  Education 
Center— Chattanooga  Program  Schedule 
Spring  1975 

May  8-9  Management  of  the  Critical  Surgery 

Patient 

May  22-23  Drug  Interactions 

June  5-6  Infectious  Disease 

Courses  approved  for  Category  I credit  for  AMA 
Physician’s  Recognition  Award. 

For  information,  contact  LeRoy  J.  Pickles,  Director 
of  Continuing  Medical  Education,  Suite  416 — Franklin 
Building,  Eastgate  Center,  Chattanooga,  Tennessee 
37411. 

Audio-Cassette  Directory  Available 

To  aid  the  physician  in  locating  little-known  but 
often  useful  programs,  Cassette  Information  Services 
of  Los  Angeles  has  published  its  1974  Directory  of 
Spoken-Voice  Audio-Cassettes. 

The  CIS  Directory  is  not  a catalog,  but  rather  a 
compendium  of  program  titles  and  subjects  that  can 
be  found  on  audio-cassettes,  a brief  description  of  each 
(including  price),  and  from  whom  the  tape  or  more 
information  may  be  obtained.  The  directory  itself  is 
available  for  $5.00  from  Cassette  Information  Services, 
Box  17727,  Los  Angeles,  CA  90057. 

The  American  College  of  Physicians 
Postgraduate  Courses 

RECENT  DEVELOPMENTS  IN  MEDICAL  ONCOL- 
OGY, Philadelphia,  PA,  May  12-14. 

CLINICAL  AUSCULATION  OF  THE  HEART, 
Washington,  D.C.,  May  14-16 

RESPIRATORY  PATHOPHYSIOLOGY,  Montreal, 
CAN.,  May  15-17. 

ADVANCES  IN  CLINICAL  IMMUNOLOGY.  Balti- 
more, MD,  May  19-21. 

CRITICAL  CARE  MEDICINE  AND  INTENSIVE 
CARE  UNITS,  New  York,  N.Y.,  May  19-23. 

ADVANCES  IN  INTERNAL  MEDICINE,  Cincinnati, 
OH.  May  19-23. 

HEMATOLOGY  AND  ONCOLOGY,  Chicago,  IL, 
June  2-6. 

A REVIEW  OF  INTERNAL  MEDICINE,  Houston, 
TX,  June  5-7. 

ADVANCES  IN  INTERNAL  MEDICINE:  HORI- 

ZONS AND  PERSPECTIVES,  Banff,  ALTA,  CAN. 
June  23-27. 

Info:  Registrar,  Postgraduate  Courses,  ACP,  4200  Pine 
Street,  Philadelphia,  PA  19104. 

Critical  Care  Medicine  Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a five-day  postgraduate  course  entitled  “Critical 
Care  Medicine  and  Intensive  Care  Units”  on  May  19- 
23,  1975,  in  New  York  City.  The  course,  held  in 
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conjunction  with  St.  Vincent’s  Hospital  and  Medical 
Center  of  New  York  University  School  of  Medicine, 
will  take  place  at  the  Hospital. 

The  course  is  designed  to  acquaint  the  practicing 
physician  with  the  basic  principles  of  intensive  care 
and  the  care  of  the  critically  ill  patient.  Subject  matter 
will  include  organ  failure  of  the  heart,  circulatory  sys- 
tem, lung,  kidney,  ventilatory  system  and  the  endocrine- 
metabolic  system.  The  program  will  consist  of  lectures, 
panels,  question-and-answer  sessions,  seminars,  and 
demonstrations  of  equipment. 

Clinical  Immunology  Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a three-day  postgraduate  course  entitled  “Ad- 
vances in  Clinical  Immunology”  on  May  19-21,  1975, 
in  Baltimore,  Md.  The  course,  held  in  conjunction 
with  the  University  of  Maryland  School  of  Medicine, 
will  take  place  at  the  University. 

The  course  is  designed  for  the  physician  who  wishes 
to  relate  his  understanding  of  clinical  disease  to  the 
rapidly  expanding  field  of  immunology.  It  will  review 
conte  immunology  and  immunopathology,  consider 
the  clinical  entities  representing  generalized  defects  of 
the  immune  system  (including  autoimmune  disease  and 
cancer  immunology),  and  deal  with  some  specific  im- 
munologic diseases  and  their  management. 

Advances  in  Internal  Medicine 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a five-day  postgraduate  course  entitled  “Ad- 
vances in  Internal  Medicine”  on  May  19-23,  1975,  in 
Cincinnati,  Ohio.  The  course,  held  in  conjunction  with 
the  University  of  Cincinnati  College  of  Medicine,  will 
take  place  at  the  University  of  Cincinnati  General 
Hospital  and  Medical  Center. 

The  postgraduate  session  will  cover  selected  topics 
in  internal  medicine,  emphasizing  pathophysiology  and 
clinical  management.  The  course  will  consist  of  morn- 
ing and  afternoon  lectures  presented  by  guest  and  local 
faculty,  stressing  the  application  of  current  concepts 
to  clinical  care.  There  will  also  be  small  group  sessions 
in  various  special  fields. 

Hematology  and  Oncology  Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a five-day  postgraduate  course  entitled  “Hema- 
tology and  Oncology,  1975”  on  June  2-6,  1975,  in 
Chicago,  111.  The  course,  held  in  conjunction  with 
the  University  of  Chicago,  Pritzker  School  of  Medicine 
and  University  of  Chicago  Cancer  Research  Center, 
will  take  place  at  the  Center  for  Continuing  Education. 

The  course  will  deal  with  recent  advances  in  hema- 
tology and  oncology,  the  study  of  tumors.  It  will 
cover  the  understanding,  diagnosis,  and  management 
of  problems  in  these  areas.  Among  the  topics  of  dis- 
cussion will  be  cromosomal  defects  and  the  treatment 
of  acute  and  chronic  leukemias.  The  format  will  in- 
clude lectures,  informal  conferences  and  panel  dis- 
cussions. 
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Internal  Medicine  Topics 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a three-day  postgraduate  course  entitled  “A 
Review  of  Internal  Medicine — 1975”  on  June  5-7, 
1975,  in  Houston,  Tex.  The  course,  held  in  conjunc- 
tion with  Baylor  College  of  Medicine  and  The  Meth- 
odist Hospital,  will  take  place  at  Baylor  College. 

The  course  is  planned  for  practicing  internists.  It  will 
cover  some  of  the  important  developments  in  the  various 
fields  of  internal  medicine,  such  as  infectious  disease, 
rheumatology,  and  hematology. 

For  Information  and  Registration  concerning  this  and 
the  preceding  ACP  courses,  contact  Registrar,  Post- 
graduate Courses,  ACP,  4200  Pine  Street,  Philadelphia, 
PA  19104. 

The  Postgraduate  Medical  Education 
Committee  of  the  American  College  of 
Chest  Physicians  1975 
Postgraduate  Programs 

The  continuing  education  program  for  physicians 
sponsored  by  the  American  College  of  Chest  Physicians 
has  been  accredited  by  the  Council  on  Medical  Educa- 
tion of  the  American  Medical  Association  and  is 
acceptable  for  credit  toward  the  AMA  Physician’s 
Recognition  Award. 

For  further  information  contact:  Bradford  W.  Claxton, 
M.Ed.,  Director  of  Continuing  Education,  American 
College  of  Chest  Physicians,  911  Busse  Highway,  Park 
Ridge,  Illinois  60068. 

April  30-May  2 

“Pulmonary  Disease:  The  Changing  Scene” 

Location:  Toronto,  Canada 

June  23-25 

“Critical  Care — A Postgraduate  Course  for  Nurses 
and  Physicians” 

Location:  Nashville,  Tennessee 

Pulmonary  Disease  Course 

“Pulmonary  Disease:  The  Changing  Scene,”  will  be 
held  at  the  University  of  Toronto  Medical  Sciences 
Building,  Toronto,  Ontario,  Canada,  April  30-May  2, 
1975,  sponsored  by  the  American  College  of  Chest 
Physicians;  University  of  Toronto,  Division  of  Post- 
graduate Medical  Education;  National  Sanatorium 
Association;  and  the  Ontario  Thoracic  Society. 

Discussion  will  center  in  sequence  on  tuberculosis, 
bronchogenic  carcinoma  and  obstructive  pulmonary 
disease.  Serious  attention  will  be  given  to  preventive 
measures.  A discussion  of  the  possibility  of  establishing 
a program  of  management  individualized  to  the  needs 
of  each  patient.  Illustrative  case  presentations  will  be 
used  to  stimulate  discussion. 

A total  of  18  hours  credit  may  be  applied  to  the 
American  Medical  Association’s  Physician  Recognition 
Award  under  Category  1.  Tuition  for  this  course  is 
members  of  the  co-sponsoring  organizations,  $110; 
Non-members,  $135;  and  Residents,  $60. 


Course  on  Tuberculosis 

The  American  College  of  Chest  Physicians  will  pre- 
sent the  postgraduate  course,  “Tuberculosis  Today — 
The  New  Clinical  Challenge,”  held  at  the  Sheraton 
Harbor  Island  Hotel,  San  Diego,  California,  April  1-2, 
1975. 

This  symposium  is  designed  to  provide  authorative 
clinical  guidelines  for  the  physician  and  allied  health 
professional  in  their  roles  in  the  diagnosis,  treatment 
and  management  of  this  disease.  Emphasis  will  be  upon 
case-finding,  including  some  recently  discovered  aspects 
of  factors  related  to  accurate  skin  testing  and  the  in- 
terpretation of  skin  tests.  The  stress  will  be  on  informa- 
tion of  immediate  clinical  interest  to  the  practitioner  of 
medicine.  Time  will  be  provided  for  personal  participa- 
tion of  registrants  in  actual  skin  testing. 

Tuition  for  the  course  is  $50.  A credit  of  8 hours 
may  be  applied  toward  the  American  Medical  Associ- 
ation’s Physician  Recognition  Award  under  Category  1. 

For  further  information  concerning  this  and  the  pre- 
ceding ACCP  course,  please  contact:  Bradford  W.  Clax- 
ton, M.Ed.,  Associate  Executive  Director,  American 
College  of  Chest  Physicians,  911  Busse  Highway,  Park 
Ridge,  Illinois  60068. 

Self-Assessment  Examination 
In  Chest  Disease 

The  American  College  of  Chest  Physicians  announces 
its  Self-Assessment  Examination  in  Chest  Disease.  Field 
tested  in  Toronto  last  year,  this  test  is  the  result  of  over 
two  years  of  concentrated  work,  study  and  revision  by 
a committee  of  physicians  representing  the  major  dis- 
ciplines of  chest  medicine. 

Accredited  for  up  to  22  hours  of  credit  toward  the 
AMA’s  Physician  Recognition  Award  Category  5-D,  the 
examination  is  credited  for  each  hour  spent  working 
with  the  test.  Those  physicians  who  completed  the 
entire  examination  during  our  annual  meeting  in  Toronto 
did  so  in  four  to  six  hours. 

When  an  order  is  received,  the  physician  will  be  sent 
a test  booklet  containing  case  material  and  questions,  a 
response  booklet  and  return  envelope.  Upon  completion 
of  the  examination,  the  physician  will  return  his  answer 
booklet,  where  it  will  be  computer  graded  and  then 
returned  to  the  physician  accompanied  by  an  answer  key, 
a set  of  discussions  and  a bibliography  keyed  to  each 
test  case.  Scores  will  be  held  in  strict  confidence. 

To  obtain  the  test,  send  requests  to  the  American 
College  of  Chest  Physicians,  P.O.  Box  93826,  Chicago, 
Illinois  60690,  with  a check  made  payable  to  the  ACCP. 
Participation  fees  are  $35  ACCP  members,  $40  non- 
member physicians  and  $25  residents. 

University  of  Kentucky 
Lexington,  Kentucky 
SYMPOSIUM  ON  GENITOURINARY 
RADIOLOGY 
May  14-16,  1975 

The  Department  of  Diagnostic  Radiology  and  the 
Division  of  Urology,  Department  of  Surgery,  will  present 
a symposium  on  Genitourinary  Radiology  at  the  Lexing- 


APRIL,  1975 


331 


on  Hilton  Inn  May  14-16,  1975.  Prior  to  the  meeting, 
each  registrant  will  be  mailed  a set  of  2"  x 2"  slides  of 
unknown  case  presentations  that  demonstrate  distinguish- 
ing diagnostic  characteristics.  The  program  format  will 
consist  of  panels  analyzing  the  unknown  cases  as  well 
as  of  formal  talks.  An  outstanding  faculty  has  been  as- 
sembled for  this  symposium. 

Registration  Fee:  $225 

For  further  information  and  an  application  form 
write: 

Frank  R.  Lemon,  M.D. 

Office  of  Continuing  Education 
College  of  Medicine 
University  of  Kentucky 
Lexington,  KY  40506 

University  of  Kentucky 
College  of  Medicine 

June  1-5  Surgery  Review.  Registration  Fee: 
$175.00 

June  26  Hypertension  1975.  Registration  Fee: 

$20.00 

June  27-28  Evaluation  and  Management  of  Cardio- 
pulmonary Emergencies.  Registration 
Fee:  $75.00 

For  further  information  about  any  of  the  above, 
contact: 

Frank  R.  Lemon,  M.D. 

Associate  Dean  for  Extramural  Affairs 
College  of  Medicine 
University  of  Kentucky 
Lexington,  KY  40506 

University  Association  of 
Emergency  Medical  Services 

1975  Annual  Meeting,  May  20-24,  1975.  Bayshore  Inn, 
Vancouver,  British  Columbia,  Canada.  Fee:  $60;  $30 
residents. 

Contact:  Arthur  E.  Auer,  Executive  Secretary 
P.O.  Box  1241 

East  Lansing,  Michigan  48823 

School  of  Medicine 
Medical  College  of  Georgia 
Augusta,  Georgia 

1975 

CONTINUING  MEDICAL  EDUCATION 

RECENT  ADVANCES  IN  OPHTHALMOLOGY 
The  Cloister,  Sea  Island,  Georgia 
May  19-21,  1975 
INTERNAL  MEDICINE 

Buccaneer  Motor  Lodge,  Jekyll  Island,  Georgia 
June  12-14,  1975 

Contact:  Division  of  Continuing  Education 

Medical  College  of  Georgia 
Augusta,  Georgia  30902 


Cancer  Information 

D-l-A-L  A-C-C-E-S-S  S-Y-S-T-E-M 

WHAT?  A valuable  cancer  education  service  through 
toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 

WHERE?  In  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  University 
of  Texas  System  Cancer  Center. 

WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m., 
CST;  Saturday,  8:00  a.m.  to  11:00  a.m., 
CST. 

Write:  Southern  Medical  Association 
Cancer  Information  Center 
2601  Highland  Avenue 
Birmingham,  Alabama  35205 
Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 


Postgraduate  Symposium  on 
Rheumatic  Diseases 

The  University  of  Louisville  School  of  Medicine  and 
the  Kentucky  Chapter  of  The  Arthritis  Foundation  will 
sponsor  the  11th  Annual  Postgraduate  Symposium  on 
Rheumatic  Diseases,  in  Louisville,  Kentucky  on  May 
8,  1975.  The  theme  of  the  program  will  be  “Clinical 
Aspects  and  Treatment.”  Selected  topics  will  include 
gout,  osteoporosis,  advances  in  laboratory  procedures, 
unusual  rheumatic  disorders,  such  as  Behcet’s  and 
Reiter’s,  new  drug  therapy  in  rheumatic  diseases,  and 
biomechanics  and  surgery  of  the  arthritic  knee. 

For  additional  information,  contact  David  H.  Neustadt, 
M.D.,  Clinical  Professor  of  Medicine,  Section  on 
Rheumatic  Diseases,  University  of  Louisville  School  of 
Medicine. 


Sexual  Dysfunction:  Behavior 
Therapy  Workshops 

Two  day  workshops  to  teach  physicians  and  mental 
health  professionals  how  to  handle  sexual  complaints 
in  their  practice  using  concrete  behavioral  methods. 

The  Princeton  Center  for  Behavioral  Consultation  will 
sponsor  this  program  in  Boston  (May  3-4,  1975); 
Chicago  (May  10-11,  1975);  and  Miami  Beach  (May 
16-17,  1975). 

For  information  on  these  workshops,  please  write  to: 
Ms.  Debora  Phillips,  Princeton  Center  for  Behavioral 
Consultation,  53  Wilton  Street,  Princeton,  NJ  08540. 


American  Board  of  Family  Practice 
Announces  Certification  Exam  Date 

The  American  Board  of  Family  Practice  announces 
that  it  will  give  its  next  two-day  written  certification 
examination  on  November  1-2,  1975.  It  will  be  held 
at  five  centers  geographically  distributed  throughout  the 
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United  States.  Information  regarding  the  examination 
may  be  obtained  by  writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 

PLEASE  NOTE:  It  is  necessary  for  each  physician 
desiring  to  take  the  examination  to  file  a complete 
application  with  the  Board  office.  Deadline  for  receipt 
of  applications  in  this  office  is  June  15,  1975. 

“The  Psychiatric  Problems  of  Coal  Miners” 

Friday,  April  25,  1975,  1:00  p.m. 

Seminar:  Saint  Albans  Psychiatric  Hospital 
Radford,  Virginia  24141 
Contact:  Mr.  George  K.  White,  Administrator 

Postgraduate  Radiology  Course 

Duke  University  Medical  Center 
Durham,  North  Carolina 

The  faculty  of  the  Department  of  Radiology,  Duke 
University  Medical  Center  will  give  a 6-day  post- 
graduate course  at  the  Atlantis  Lodge,  Atlantic  Beach, 
North  Carolina  (near  Morehead  City),  July  21-26, 
1975. 


The  scientific  program  will  take  place  the  morning 
half  of  each  day  and  will  cover  current  concepts  in 
radiology  including  diagnosis,  therapy  and  nuclear  medi- 
cine. The  afternoons  and  evenings  will  be  free  for 
recreational  activities. 

The  course  is  designed  for  radiologists  but  open  to 
other  physicians  whether  in  practice  or  training  although 
enrollment  is  limited  to  75  physicians.  The  registration 
fee  is  $150.00  and  thirty  (30)  hours  of  AMA  “Category 
One”  accreditation  will  be  given. 

For  further  information  contact:  Robert  McLelland, 
M.D.  Department  of  Radiology,  Box  3808,  Duke  Uni- 
versity Medical  Center,  Durham,  North  Carolina  27710. 
Telephone  919-684-4397  or  2711. 

East  Tennessee  Cardiology  Symposium 

The  East  Tennessee  Heart  Association  is  sponsoring 
a one  day  symposium  on  May  1,  1975  concerning  gen- 
eral problems  of  cardiology  and  cardiovascular  diseases. 

Speakers  will  be  Dr.  Nicholas  P.  DePasquale  from 
New  York  City,  Dr.  Ernest  Craige  from  the  University 
of  North  Carolina,  Chapel  Hill,  North  Carolina,  Dr. 
Andrew  Dale  of  Nashville,  Tennessee  and  Dr.  Martial 
Bourassa  of  Montreal,  Quebec.  This  meeting  is  to  be 
held  at  the  Student  Center  of  the  University  of  Ten- 
nessee in  Knoxville,  Tennessee.  Registration  forms  will 
be  distributed  in  a general  mail  from  the  E.T.H.A. 


Is  there  a tablet  containing  only 
an  expectorant  and  only 
Glyceryl  Guaiacolate?  YES! 


1.  Patient  acceptable 
tablet  dose. 

2.  Single  entity  expectorant. 

3.  Measured  tablet  dose. 

4.  Sugar-free  tablet. 

An  identifiable  white,  scored  tablet  which 
significantly  stimulates  the  secretion  of 
respiratory  tract  fluid. 

Composition:  Each  sugar-free  compressed  tablet  contains  glyceryl  guaiacolate  lOOmg. 
Action  and  Use:  This  preparation  utilizes  the  effective  expectorant  action  of  glyceryl 
guaiacolate  which  significantly  stimulates  the  secretion  of  respiratory  tract  fluid.  The 
increased  flow  of  less  viscid  fluid  favors  expectoration  and  has  a demulcent  effect  on 
the  tracheobronchial  mucosa.  The  primary  usefulness  of  Hytuss  Tabs  is  to  promote  the 
change  from  a dry,  unproductive  cough  to  a productive  cough.  Hytuss  is  therefore  useful 
in  treating  coughs  due  to  the  common  cold,  bronchitis,  laryngitis,  tracheitis,  pharyngitis, 
influenza  and  the  measles.  The  expectorapt  action  of  Hytuss  may  also  provide  sympto- 
matic relief  in  some  chronic  respiratory  disorders  when  the  patient  experiences  spasms 
of  dry  nonproductive  coughing.  Precautions:  Extremely  large  amounts  may  cause  nausea 
and  vomiting.  Administration  and  Dosage:  Adults — 1 tablet  four  times  daily.  Children — 
6 to  12  years  of  age;  Vi  tablet  3 or  4 times  daily.  HOW  SUPPLIED:  White,  scored,  sugar- 
free,  tablet  in  bottles  of  100  - 1,000  -5,000.  Product  Identification  Mark:  Hy.  Literature 
Available:  On  request. 

Available  through  all  drug  wholesalers. 


(GLYCERYL  GUAIACOLATE  lOOmg.) 


HYREX  COMPANY 

832  South  Cooper 
Memphis,  Tenn.  38104 
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crriir  -ss? 

Legal  Protection:  Facts  You  Should  Know 

Sam  V.  Stone,  Jr. 

Texas  Medical  Association,  Office  of  General  Counsel 

The  MD  as  a Defendant — Or  What  to  do  When  the 
Subpoena  Comes 

The  most  recent  Texas  Medical  Association 
poll  on  malpractice  reveals  that  about  one  in 
five  Texas  physicians  may  be  sued  or  seriously 
threatened  with  suit  alleging  medical  malpractice 
during  his  professional  career.  This  fact  comes 
as  no  surprise  to  physicians  who  have  recently 
experienced  increased  professional  liability  in- 
surance premiums  or  faced  the  out-right  cancel- 
lation of  their  malpractice  coverage. 

In  the  event  that  you  are  sued  for  malpractice, 
it  is  well  to  recognize  that  certain  common  sense 
“do’s”  and  “don’ts”  may  hasten  a brighter  day 
and  lessen  the  chance  of  a recovery  against  you. 
For  instance,  don’t  rush  home  and  take  it  out 
on  your  spouse — community  property  settlements 
are  not  covered  under  your  professional  liability 
insurance  policy.  Likewise,  don’t  beat  your  chil- 
dren— mandatory  reporting  of  child  abuse  is  now 
the  law  in  Texas. 

Don’ts 

1.  Don’t  alter  or  rewrite  your  medical  records. 

2.  Don’t  talk  with  the  attorney  for  the  plaintiff 
or  the  plaintiff  about  the  lawsuit  or  make  any 
statement  to  any  person  except  on  the  advice  of 
your  attorney. 

3.  Don’t  delay  in  immediately  contacting  your 
insurance  company  and  providing  them  with  a 
copy  of  the  petition  served  upon  you.  (Delay 
may  waive  coverage  under  the  policy.  Best  ad- 
vice: call  them  immediately  and  then  send  the 
notice  and  the  petition  by  registered  mail  with  a 
cover  letter  a copy  of  which  you  retain  in  your 
files.) 

4.  Don’t  expect  the  matter  to  be  handled  by 
your  lawyer  and  your  insurance  company  without 
your  participation  in  the  preparation  of  the  de- 
fense and  without  an  expenditure  of  your  time, 
energy,  and  thoughts  in  preparation. 

5.  Don’t  fail  to  retain  an  attorney  of  your  own 
choosing  for  personal  consultation  in  addition  to 
the  attorney  retained  by  the  insurance  company, 
if  you  feel  the  insurance  lawyer  is  not  acting  in 
your  best  interest. 
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6.  Don’t  allow  your  office  personnel  to  discuss 
the  matter  with  any  person  connected  with  the 
lawsuit  except  with  your  approval  and  that  of 
your  attorney. 

7.  Don’t  become  offended  by  close  and  hard 
questioning  by  your  own  defense  counsel  in 
preparation  for  trial,  since  it  is  his  job  to  be 
the  devil’s  advocate  and  explore  with  you  the 
negative  as  well  as  positive  aspects  of  your  case. 

Dos 

1.  Do  instruct  your  nurse  and  office  personnel 
to  notify  you  immediately  when  any  legal  papers 
are  delivered  to  the  office  and  make  sure  that 
they  are  properly  mailed  to  your  insurance 
carrier. 

2.  Do  insist  on  your  insurance  company’s 
notifying  you  almost  immediately  of  the  name 
and  address  of  the  attorney  assigned  to  handle 
your  defense.  (You  are  entitled  to  a complete 
and  competent  legal  defense  of  the  claim  made 
against  you,  and  you  should  not  be  indifferent  to 
this  fact  if  your  case  is  being  handled  by  a junior 
assistant  without  defense  experience.) 

3.  Do  insist  upon  an  early  meeting  with  your 
attorney  to  develop  all  the  facts  surrounding  the 
incident  so  that  the  attorney  may  interview  the 
defendant  and  all  potential  witnesses  at  the 
earliest  stages  of  the  claim  or  suit.  (Your 
attorney  will  probably  want  to  interview  nurses, 
secretaries,  lab  technicians,  residents,  interns, 
and  others  involved  with  the  case.) 

4.  Do  keep  your  attorney  posted  on  bits  of 
information  and  rumors  relating  to  the  patient, 
his  relatives,  subsequent  physicians,  other  hos- 
pitalizations, and  so  forth,  but  be  discreet  in 
this  regard. 

5.  Do  allot  sufficient  time  to  work  with  your 
defense  counsel  in  order  that  you  both  are  able 
to  carefully  review  your  office  records,  hospital 
charts,  and  any  other  medical  records  bearing 
on  the  claim  or  suit. 

6.  Do  pull  together  in  an  organized  and  chro- 
nological sequence  your  medical  bills  to  the  plain- 
tiff patient,  your  correspondence  with  the  patient, 
and  correspondence  or  reports  from  physician 
consultants  which  you  utilized.  (Even  your  check- 
book and  business  records  may  be  of  particular 
importance  in  any  given  situation,  and  these 
should  be  made  available  if  your  defense  counsel 
requests.) 

7.  Do  not  hesitate  to  do  medical  research  on 
your  own  and  provide  your  defense  counsel  with 
the  results  of  your  research  as  it  may  have  a 
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bearing  on  the  incident  which  is  the  subject  of 
the  alleged  negligence. 

8.  Do  spend  adequate  time  and  research  prior 
to  answering  any  interrogatories  served  upon  you, 
and  have  your  attorney  review  the  interrogatories 
prior  to  returning  them. 

9.  Do  set  aside  sufficient  time  for  several 
hours’  review  of  your  medical  records  and  con- 
ference with  your  attorney  prior  to  the  taking 
of  your  oral  deposition. 

10.  Do  recommend  other  physicians  in  the 
community  or  recognized  experts  outside  of  the 
community  to  serve  as  expert  witnesses  in  the 
trial  of  your  case. 

11.  In  the  weeks  before  trial,  do  “clear  the 
decks”  at  your  office  so  that  you  will  be  able 


to  spend  the  time  required  with  your  attorney, 
away  from  telephone  and  patient  interruptions, 
in  order  that  the  most  complete  defense  can  be 
constructed. 

12.  Do  recognize  that  a proper  defense  in  a 
malpractice  action  can  only  be  a team  effort 
between  the  physician  and  his  defense  counsel. 

While  a malpractice  suit  is  a traumatic  event 
in  your  personal  and  professional  life,  one  should 
guard  against  the  attitude  that  “I  did  nothing 
wrong  and  therefore  my  lawyer,  if  he  is  any 
good,  will  be  able  to  protect  me  without  my  help.” 
For  this  reason,  guard  against  falling  into  a state 
of  protective  shock  which  renders  you  less  than 
effective  as  a physician  and  of  little  help  to  your 
defense  counsel  in  preparation  for  trial. 

Reprinted  from  Texas  Medicine,  Feb.,  1975. 
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Provide  and  Conquer 

Devising  the  laws  he  lives  by  occupies  a major 
part  of  man’s  time  and  talents.  His  progress  in 
any  one  direction  is  usually  accomplished,  of 
course,  against  an  opposing  and  just-short-of- 
equal  effort.  This  constitutes  the  noble  democratic 
process  assuring  us  the  result  is  the  best  and 
highest  hope  for  the  moment.  Curiously,  though, 
our  lives  are  regulated  only  indirectly  by  these 
democratic  expressions,  because  the  application 
of  the  new  law  is  not  accomplished  by  some 
hierarchal  fiat  but  by  its  translation  into  a number 
of  bureaus,  offices,  and  individuals  charged  with 
carrying  out  the  presumed  intent  of  the  law. 

In  addition,  the  success  of  the  legislative  effort 
is  assured  by  the  provision  of  certain  monies  to 
which  the  objects  of  the  legislation  rapidly  be- 
come addicted,  thereby  assuring  that  the  pusher- 
bureaucrat  will  have  a continuing  control. 

These  somber  assessments — no  news  to  anyone 
past  the  Pamper  stage — came  to  mind  as  we 
formulated  our  perhaps  too  obtuse  comments  re- 
garding the  generic  drug  flap  in  these  columns 
last  month.  That  particular  situation  exemplifies 
the  manner  in  which  a governmental  body  can 
insidiously  (but  as  rapidly  as  control  can  be 
applied)  use  the  authority  deriving  from  some 
legislative  enablement  to  work  its  will.  Society 
has  survived  because  some  of  these  edicts  have 
been  beneficial  but  the  process  creates  a survival- 
in-spite-of,  not  because-of,  feeling.  And  to  the 
physician,  this  government  by  appointive  agent 
is  a nettlesome  thing  since  he  does  not  take 
kindly  to  regulation  and  directive — even  those 
promulgated  by  his  own  colleagues. 

We  become  so  involved  in  accommodating  to 
the  day-to-day  incursions  from  these  quarters 
that  periodically  we  have  to  pause  for  breath 
and  ponder  how  all  this  came  about.  With  no 
firm  answer  to  that,  we  suggest  there  may  be 
merit  in  trying  to  foresee  further  applications  of 
this  government-by-seepage.  One  recalls  that  in 
their  time,  public  health  reforms  came  largely  by 
the  exercise  of  individual  authority — non-elective 
— and  certainly  the  benefits  thoroughly  obscure 
some  of  the  pointless  and  nonproductive  activities. 
More  recently,  medical  care  for  the  elderly  be- 
came of  prime  concern.  No  argument  there — 
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and  in  spite  of  the  charges  by  certain  antagonists, 
physicians  did  not  oppose  the  concept  but  the 
method.  The  plan  for  care  of  this  group  is  now 
established  and,  whatever  changes  may  be 
wrought  from  time  to  time  will  be  in  terms  of 
extension,  not  curtailment.  Then  the  impov- 
erished, medically  and  more  so,  were  brought 
into  the  shelter — or  rather,  the  shelter  was  en- 
larged and  renovated — and  it  is  certain  there 
will  be  no  evictions.  Maternal  and  child  health 
has  received  varying  degrees  of  attention  and  will 
undoubtedly  move  into  total  inclusion.  After  the 
fact,  who  will  say  it  should  not  be  so?  The 
proposals  of  yesterday  become  the  necessities  of 
today.  Again  the  methods  may  be  challenged 
but  the  struggle  becomes  not  whether  to  have 
the  service  but  how.  Even  as  some  say,  “This 
far  and  no  farther,”  some  group  will  move,  by 
a circuitous  route,  onto  the  road  up  ahead  and 
there  will  be  a filling  in  of  the  column  in  be- 
tween— and  so  on  to  the  next  stage. 

Our  present  purpose  is  to  report  that  reference 
to  our  clouded  and  crazed  crystal  ball  has  come 
up  with  a prediction  of  a future  move  by  HEW 
(as  the  generic  drug  thing  becomes  an  established 
way  of  life). 

A ax  laboratoire,  mes  amis ! 

With  hardly  a change  in  script,  the  agency  can 
mount  the  attack.  What  is  the  first  cry  that  greets 
us  each  day?  Health  care  costs  are  outrageously 
high  and  climbing.  Clearly  something  must  be 
done  and  the  doing  can  best  be  accomplished  in 
relation  to  the  ease  with  which  a given  area  of 
cost  can  be  identified.  To  the  bureaucratic  mind, 
laboratory  service  should  be  a natural.  Here  is 
a significant  segment  of  medical  care  cost  for 
which  a monetary  figure  can  be  derived  from 
hospital  bills,  insurance  reports,  published  fee 
schedules,  and  the  guesses,  educated  and  other- 
wise, that  go  into  the  development  of  such  figures. 
This  can  be  brought  to  the  public  attention  with 
appropriate  implication  that  there  must  be  some- 
thing unholy  about  anything  that  costs  that  much. 
The  citizen-outpatient  who  may  have  contributed 
in  person  to  the  figure — with  only  a faint  idea  of 
the  purpose  of  his  laboratory  procedures  and 
no  idea  of  the  technical  requirements — can  readily 
see  that  he  has  been  taken.  The  hospital  pa- 
tient, who  recalls  only  that  his  cutaneous  integrity 
was  violated  numerous  times  by  some  kid  in  a 
white  coat,  observes  as  he  peruses  his  ransom 
note  that  “Laboratory  Services”  account  for  a 
figure  which,  even  with  insurance  coverage,  im- 
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plies  that  this  same  kid  was  some  latter  day  al- 
chemist trying  to  turn  his  blood  into  gold.  No, 
the  public  doesn’t  understand  what  the  laboratory 
procedures  are  all  about  but  it  understands  that 
they  must  be  too  high. 

Laboratory  tests  have  another  salient  feature 
which  recommends  them  to  the  bureaucrat:  more 
than  most  medical  services,  they  can  be  labeled 
and  concisely  packaged.  With  a charge  assigned 
to  a specific  test  (and  the  conviction  that  the  total 
of  these  is  too  high)  it  is  a simple  matter  to  con- 
clude that  each  charge  can  be  reduced  by  factor 
x with  a significant  saving  in  the  total.  In  other 
words,  when  stating  the  problem,  use  the  big 
figure  for  effect;  when  proposing  the  solution, 
use  the  small  figure  to  show  how  easily  it  can 
be  reduced. 

A standard  feature  of  the  bureaucratic  ap- 
proach, gleefully  picked  up  by  the  Sunday  supple- 
ments, is  the  exposure  of  the  unconscionably  ex- 
cessive or  inappropriate  use  of  the  thing  it  wishes 
to  control.  Someone  will  “expose”  the  fact  that 
many  laboratory  procedures  enjoy  the  sanctity  of 
being  called  “routine,”  which  often  means,  in 
fact,  that  its  value  is  dubious  but  which  will  be 
interpreted  as  meaning  that  no  distinct  benefit 
to  a particular  patient  can  be  demonstrated  and 
it  was  therefore  unnecessary  (and  performed  for 
the  remuneration  of  the  laboratory).  It  will  be 
“discovered”  that  a certain  number  of  tests  fall 
in  the  defensive  category — of  doubtful  value  to 
the  patient’s  welfare  but  important  protection  for 
the  physician  against  the  possibility  of  legal  action. 
It  will  be  disclosed  that  tests  have  been  ordered 
for  the  purpose  of  teaching  a student  rather  than 
because  of  the  specific  need  of  the  patient. 
Furthermore,  look  at  the  number  of  “normal” 
results,  “ normal ” being  equated  in  the  lay  mind 
with  unnecessary . Unidentified  sources  will  report 
physicians  who  couldn’t  recall  for  sure  just  why 
they  did  order  a certain  test  or  were  hazy  about 
what  it  would  tell  them,  who  ordered  repetitive 
or  duplicative  tests — and  certainly  physicians  who 
didn’t  know  what  the  test  would  cost.  The  fact 
that  the  modicum  of  fact  applying  to  these  “ex- 


posures” is  insignificant  compared  to  the  benefits 
of  the  proper  and  legitimate  use  of  the  laboratory 
is  ignored.  But  once  more  the  medical  profession 
is  put  in  a sort  of  have-you-stopped-beating-your- 
wife  position. 

There  is  yet  another  feature  of  the  laboratory 
service  which  makes  it  vulnerable.  It  is,  to  the 
patient,  a relatively  detached  and  impersonal  ac- 
tivity as  compared  with  his  intimate  relationship 
with  the  physician.  We  admit  to  the  conviction 
that  it  is  only  the  force  of  this  relationship  which 
has  spared  the  clinician  from  a more  complete 
invasion  of  his  office  than  already  exists.  So  far, 
the  public  has,  perhaps  unconsciously,  resisted 
this  invasion  because  the  physician’s  private  office 
— or  the  hospital  bed — has  been  the  point  of 
personal  contact  with  the  physician,  the  focus  of 
the  private  and  personal  character  of  the  process, 
the  place  where  he  is  an  individual  rather  than 
a unit  of  contribution  to  some  staggering  figure. 
This  is  why  the  medical  community,  encompass- 
ing all  of  these  elements,  can  be  criticized  but 
the  physician  can  individually  retain  a high  level 
of  respect  and  appreciation.  The  patient  has  no 
particular  feeling  for  the  laboratory  and  would 
probably  have  no  interest  in  preventing  its  regula- 
tion and  control  by  some  governmental  agency. 

In  short,  the  method  is  relatively  simple.  Es- 
tablish control  over  those  services  that  are 
peripheral  or  those  with  a distinctive  social 
appeal.  Taking  them  piecemeal,  furthermore, 
diminishes  the  likelihood  of  concerted  resistance 
by  the  profession.  Don’t  work  directly  on  old 
Doc  Yak  because  the  public  still  has  kindly  feel- 
ings for  him,  but  pick  off  his  ancillary  services 
one  at  a time  by  agency  resolution — a tidier  and 
more  effective  approach  in  the  long  run  than  legis- 
lative confrontation.  But  the  physician  has — or 
should  have — the  uneasy  feeling  that  when  enough 
of  his  satellites  have  been  brought  under  federal 
control  so,  to  all  intents  and  purposes,  will  he  be. 

Well,  the  crystal  ball  just  shattered.  Over- 
exertion, perhaps — or  just  getting  overheated? 

David  E.  Gray,  M.D. 

Reprinted  from  Kansas  Medicine,  Feb.,  1975. 
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ANSWERS  TO  THE  COOPER  REVIEW 
(from  page  295) 

1.  ( d ) Requires  further  information  for  interpretation 

Unfortunately,  most  tests  for  rheumatoid  factor  (RF) 
lack  specificity  for  rheumatoid  arthritis.  The  original 
Rose-Waaler  test  using  sensitized  red  blood  cells  was 
developed  as  a relatively  specific  test  for  rheumatoid 
arthritis,  but  it  lacks  sensitivity  and  is  difficult  for 
performance  in  the  average  clinical  laboratory. 

Latex  particle  tests  provide  a simple  test  for  RF,  but 
at  the  sacrifice  of  specificity.  This  results  in  a positive 
latex  test  in  up  to  45%  of  patients  with  diseases  other 
than  rheumatoid  arthritis.  This  false  positive  rate  has 
been  reduced  to  only  8%  by  prior  heating  of  the  serum 
at  56°C.  for  30  minutes  to  destroy  complement.  Ad- 
ditional specificity  is  possible  by  performing  the  test  on 
dilutions  and  reporting  the  highest  dilution  with  a 
positive  result.  The  higher  the  titer,  particularly  1:80 
and  higher,  the  more  likely  that  the  test  is  specific  for 
rheumatoid  arthritis. 

The  recent  commercial  availability  of  a rapid  slide 
test  (Rheumaton)  using  a relatively  stable  preparation 
of  aldehyde  treated  sheep  red  blood  cells  coated  with 
rabbit  amboceptor  provides  a test  with  the  smallest 
number  of  false  positive  results  (3%),  compared  to 
the  latex  titration  test  (9%),  the  Rose-Waaler  test 
(13%)  and  the  latex  slide  test  (14%).  Because  of  its 
greater  specificity,  a positive  reaction  at  even  as  low  a 
titer  as  1:10  is  significant. 

We  routinely  perform  both  the  latex  titration  test  and 
the  Rheumaton  slide  test,  so  as  to  offer  both  high  sensi- 
tivity and  specificity.  Proper  interpretation  of  a test  for 
RF  will  depend  upon  the  methods  used,  which  will  vary 
among  different  hospital  laboratories.  In  addition,  some 
patients  with  rheumatoid  arthritis  have  negative  tests 
for  RF.  Patients  with  rheumatoid  arthritis  who  have 
positive  test  for  RF  have  a greater  prevalence  of  rheu- 
matoid nodules,  greater  severity  of  X-ray  changes  in 
small  joints  and  worse  prognosis  than  matched  sero- 
negative patients  in  regard  to  functional  capacity,  joint 
erosions  and  number  of  involved  joints. 
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2.  ( d ) The  most  likely  diagnosis  would  be  a serum 
sickness  reaction.  This  usually  occurs  in  a nonsensitized 
individual  7-12  days  following  the  injection  of  a foreign 
substance  such  as  Penicillin,  etc.  The  disease  is  transient 
and  usually  ends  within  a week  to  2 weeks.  Often  the 
only  medication  needed  is  an  anti-histamine  or  usually 
low  dose  steroids  for  a short  period  of  time.  Although, 
collagen  diseases,  such  as  rheumatoid  arthritis  and  lupus 
can  present  with  such  an  acute  illness,  the  most  prac- 
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tical  approach  would  be  to  treat  the  patient  as  mentioned 
above  and  if  there  is  no  improvement  in  1-2  weeks,  then 
consider  some  of  the  other  problems  and  do  appropri- 
ate studies. 
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3.  1.  Malocclusion  inability  to  bring  maxillary  and 
mandibular  teeth  into  their  proper  centric  bite. 

2.  Facial  deformity  if  gross  displacement  of  frac- 
tured segments  present. 

3.  Pain  and  crepitus  over  fracture  site  upon  palpa- 
tion swelling  and  ecchymosis  at  fracture  site. 

4.  Trismus  difficulty  in  various  masticatory  excur- 
sions. 

Radiography  will  confirm  and  delineate  clinical  find- 
ings. 

Facial  bone  fractures  in  children  under  12  years  of 
age  comprise  approximately  5-6%  as  confirmed  in  sur- 
veys by  Rowe  & Killey,1  Donaldson,2  Hogan  & Huelke.3 
The  low  incidence  of  facial  fractures  in  children  is  in 
part  due  to  the  large  cranium  protecting  small  jaws 
without  well  pneumatized  air  sinuses,  also  the  plastic 
resilient  nature  of  the  basal  bone  permits  it  to  sustain 
a considerable  impact  without  fracture. 

The  etiologic  factors  include  falls,  automobile  ac- 
cidents, playground  accidents,  sporting  injuries,  and 
injuries  from  animals.  I am  especially  suspicious  of  a 
child  with  a submental  laceration  following  a traumatic 
blow  under  the  shin.  The  force  of  this  nature  is  trans- 
mitted up  the  mandible  to  the  condylar  areas  where 
fractures  occur  at  the  condylar  neck.  The  condylar 
areas  are  the  main  growth  centers  for  the  mandible 
and  serious  potential  complications  can  result  from 
untreated  condylar  fractures  in  children.  This  can 
result  in  facial  asymmetry,  malocclusion,  and  possible 
anhylosis.4 

Treatment  of  mandibular  fractures  in  children  con- 
sists of  reduction,  stabilization,  and  immobilization. 
Most  of  the  time,  simple  closed  reduction  measures  are 
adequate.  Complicated  forms  of  reduction  should  be 
avoided  when  possible  because  children  may  experi- 
ment or  dislodge  fixation  mechanics.  Healing  time  is 
approximately  3-4  weeks,  a bit  faster  than  adults. 
Fractures  which  may  lead  to  possible  secondary  com- 
plications as  growth  defects,  deficits,  or  deformity  must 
be  followed  until  adolescence  or  normal  adult  growth 
has  been  attained. 
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Oral  Diabetic  Drugs 
Again  Held  Hazardous* 

The  oral  diabetic  drugs  once  again  have  been  declared 
hazardous,  possibly  causing  10,000  to  15,000  premature 
deaths  each  year  in  the  United  States. 

A blue-ribbon  panel  of  experts  in  biomedical  sta- 
tistics of  the  Biometric  Society  declares  that  the  Uni- 
versity Group  Diabetes  Program  study  of  almost  five 
years  ago  was  valid  and  that  “in  light  of  the  UGDP 
findings,  it  remains  with  the  proponents  of  the  oral 
agents  to  conduct  scientifically  adequate  studies  to 
justify  the  continued  use  of  such  agents.” 

In  1970  the  University  Group  Diabetes  Program 
(UGDP)  declared  that  deaths  from  heart  disease  were 
twice  as  high  among  those  taking  the  oral  drugs  as 
compared  to  other  treatment  groups. 

This  report  was  criticized  by  a group  of  practicing 
physicians,  and  the  National  Institutes  of  Health  re- 
quested the  Biometrics  Society  to  undertake  a review 
and  reanalysis  in  depth  of  the  UGDP  report.  Mean- 
time the  oral  drugs  have  continued  in  use. 

Approximately  four  million  Americans  have  diabetes, 
and  more  than  1.5  million  are  currently  being  treated 
with  oral  medications. 

The  Biometrics  Society  committee  is  composed  of 
top  scientists  from  the  United  States,  the  Netherlands 
and  Italy,  with  consultants  from  the  United  Kingdom 
and  West  Germany.  The  committee  also  took  advantage 
of  clinical  consultation.  Chairman  is  Dr.  Colin  White, 
chairman  of  the  Department  of  Epidemiology  and  Public 
Health,  Yale  University.  The  full  committee  met  six 
times  during  the  period  August,  1972,  to  October,  1974, 
to  review  in  detail  the  findings  of  the  UGDP  study. 

“We  find  most  of  the  criticisms  levelled  against  the 
UGDP  findings  on  this  point  (heart  disease  deaths) 
unpersuasive,”  the  biometricians  conclude. 

The  drug  most  closely  examined  in  the  UGDP  study 
was  tolbutamide. 

Of  the  patients  in  the  study  treated  with  tolbutamide 
12.7  per  cent  died  from  cardiovascular  causes,  as  com- 
pared to  6.2  per  cent  or  less  in  the  other  treatment 
groups.  The  U.S.  Food  and  Drug  Administration  rec- 
ommended several  years  ago  that  tolbutamide  be  used 
only  in  patients  who  had  adult  onset,  stable  diabetes 
that  could  not  be  controlled  by  diet  alone,  and  who, 
for  some  good  reason,  could  not  be  treated  with  insulin. 

After  the  UGDP  study  was  challenged,  Dr.  Robert 
Q.  Marston,  then  director  of  the  National  Institutes 
of  Health,  and  Dr.  G.  Donald  Whedon,  director  of  the 
National  Institute  of  Arthritis,  Metabolism  and  Digestive 
Diseases,  asked  the  Biometric  Society  to  undertake  a 
restudy  of  the  findings. 

In  an  editorial  accompanying  the  report  in  the  Journal, 
Dr.  Thomas  Chalmers,  president  of  Mount  Sinai  Medical 

*See  editorial  comment  on  page  319  by  Associate 
Editor  Addison  B.  Scoville,  Jr.,  Immediate  Past-Presi- 
dent of  the  American  Diabetes  Society — Ed. 


Center  and  dean  of  Mount  Sinai  School  of  Medicine, 
declares  that  “The  over-all  judgment  of  the  experts 
(the  Biometrics  Society  committee)  is  that  the  short- 
comings of  the  UGDP  study  are  not  sufficient  to  invali- 
date the  results,  and  these  are  not  contradicted  by  other 
studies.  The  probability  that  oral  hypoglycemic  agents 
cause  premature  deaths  from  cardiovascular  disease 
remains  valid. 

“Assuming  that  hypoglycemic  drugs  are  actually  dan- 
gerous. why  have  their  sales  continued  to  expand  steadily 
in  the  last  15  years,  with  only  a slight  dip  for  one  year 
after  the  UGDP  report?”  One  explanation,  Dr.  Chal- 
mers said,  “is  the  strong  desire  of  both  physicians  and 
patients  for  a way  to  treat  diabetes  which  does  not 
involve  injections,  and  this  has  resulted  in  a natural 
reluctance  to  accept  any  possibility  that  the  drugs  might 
be  harmful.  If  the  drugs  do  cause  premature  death,  one 
might  estimate  that  there  are  10,000  to  15,000  such 
unnecessary  deaths  occurring  each  year  in  the  United 
States  alone.” 

Mass  Education  Program  to 
Combat  Pinworms,  Roundworms 

Combatting  two  major  intestinal  parasite  problems 
of  school-age  children,  pinworms  and  roundworms,  is 
the  subject  of  a sound-slide  kit  which  can  be  borrowed, 
without  charge,  by  groups  of  medical  professionals 
and  medical  and  nursing  students.  Physicians,  nurses 
and  health  educators  may  also  borrow  the  slides  for 
showing  to  schools,  parents’  groups  and  other  civic 
organizations. 

Prepared  by  the  Roerig  Division  of  Pfizer  Pharma- 
ceuticals, the  kit  of  more  than  80  slides  and  a tape 
cassette  is  designed  as  a weapon  in  a campaign  launched 
by  Vivian  K.  Harlin,  M.D.,  president  of  the  American 
School  Health  Association.  At  the  group’s  recent  an- 
nual convention,  Dr.  Harlin,  who  is  also  director  of 
health  services,  Seattle  Public  Schools,  called  for  “a 
concerted  attack  on  a problem  that  could  affect  as  many 
as  one-tenth  of  the  nation’s  population,  the  greater 
proportion  of  them  children.”  She  added  that  pinworms 
might  be  found  to  be  even  more  prevalent  if  adequate 
screening  programs  were  initiated  to  detect  cases. 

Dr.  Harlin  pointed  out  that  some  of  the  problems 
of  pinworm  or  roundworm  infection  may  be  considered 
serious,  while  some  are  merely  troublesome  and  that 
“serious”  could  mean  such  clinical  manifestations  as 
pneumonia,  perforated  bowel,  and  bloody  or  mucous 
diarrhea.  Also,  some  of  the  troublesome  but  less  serious 
problems  may  be  loss  of  appetite,  insomnia,  anal  itch 
and  irritability. 

Beginning  with  the  importance  of  hand-washing,  and 
trimming  the  nails  rather  than  biting  them,  the  sound- 
slide  presentation  outlines  personal  hygiene,  and  house- 
keeping steps  to  break  the  cycle  of  reinfection.  Curing 
an  infected  person  begins  with  a simple  diagnostic  test 
in  which  the  anal  area  is  swabbed  with  a scotch  tape 
strip,  which  is  examined  under  a miscroscope  by  a 
medical  professional  to  detect  pinworm  eggs.  A pleasant, 
single-dose  treatment  can  then  be  prescribed  by  a phy- 
sician. 

To  borrow  a sound-slide  set  and  obtain  quantities  of 
popularly  written  bookets  on  treating  pinworms  and 
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roundworms,  medical  and  nursing  professionals  and 
health  educators  may  contact  their  local  Roerig  medical 
service  representative  or  write  on  their  letter  head  to 
Roerig,  Pfizer,  Inc.,  235  East  42nd  Street,  New  York, 
N.Y.  10017. 


Eaton  Laboratories  Offers 
New  Film  Brochure 

The  1975  edition  of  Eaton  Laboratories’  film  catalog 
has  been  published  and  is  now  being  distributed.  The 
“Eaton  Laboratories  Library  of  Medical/Surgical  Science 
Teaching  Films”  lists  more  than  170  films  and  several 
audio  slide  programs. 

Among  the  new  films  listed  are  “Surgical  Treatment 
of  Machine  Induced  Genital  Trauma,”  authored  by 
David  A.  Culp,  M.D.,  professor  of  urology.  University 
of  Iowa  Hospitals;  and  “Enteral  Hyperalimentation: 
Techniques  of  Intubation  of  Fine  Feeding  Tubes,”  by 
Mitchell  Kaminski,  Jr.,  M.D.,  department  of  surgery, 
Walter  Reed  General  Hospital.  Both  films  run  15 
minutes. 

Films  listed  in  the  brochure  are  all  16  mm,  in  sound 
and  color.  To  get  a copy  of  the  new  catalog,  or  to 
make  arrangements  for  free  loan  of  the  films  to  medical 
groups,  ask  any  Eaton  Laboratories  medical  represen- 
tative or  write:  Eaton  Film  Library,  Eaton  Laboratories, 
Norwich,  NY  13815. 
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PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 1 3/xg/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SGOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day,  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles and  Unitcups™  of  5 cc.  in  pack- 
ages of  12. 
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The  National  Health  Planning  and 
Resources  Development  Act: 

An  In-Depth  Look 


Background 

On  January  4,  1975,  President  Gerald  Ford 
signed  into  law  Public  Law  93-641,  the  National 
Health  Planning  and  Resources  Development  Act, 
culminating  about  two  years  of  deliberations, 
debate  and  compromises  among  health  profes- 
sionals, government  officials  and  legislators.  The 
legislation  establishes  a new  system  for  health 
planning  and  resources  development  based  on  the 
foundations  of  three  older  federal  health  pro- 
grams— Comprehensive  Health  Planning, 
Regional  Medical  Programs  and  the  Hill-Burton 
program  for  assistance  in  construction  and 
modernization  of  health  care  facilities. 

The  Hill-Burton  Program 

To  compare  the  new  system  with  presently 
existing  programs,  a brief  review  of  the  purposes 
of  these  three  programs  may  be  helpful.  The 
Hill-Burton  program,  established  in  1946,  pro- 
vided federal  assistance  to  decrease  the  shortage 
of  hospital  beds  which  existed  at  that  time.  The 
program  has  also  served  to  bring  about  a more 
equitable  distribution  of  resources  between  rural 
and  urban  areas  and  to  upgrade  hospital  con- 
struction standards. 

Since  1946,  approximately  $3  billion  has  been 
granted  for  construction  of  hospital  and  nursing 
home  beds  and  other  facilities  such  as  public 
health  departments,  clinics  and  rehabilitation 
centers. 

The  program  has  provided  the  nation  with  its 
first  hospital  planning  bodies  and  with  technical 
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guidelines  for  facility  architecture,  construction 
and  equipment. 

The  Regional  Medical  Program 

The  Regional  Medical  Program  (RMP)  was 
created  in  October,  1965  with  the  passage  of 
the  Heart  Disease,  Cancer  and  Stroke  Act.  RMP’s 
objectives  were  to  encourage  cooperation  among 
medical  institutions  and  hospitals  with  regard  to 
these  three  diseases  and  to  make  available  to 
medical  institutions  and  professionals  the  latest 
advances  in  the  diagnosis  and  treatment  of  these 
diseases. 

In  1970  the  original  Act  was  amended  to  mod- 
ify the  program  objectives.  Kidney  disease  re- 
search was  added  and  emphasis  was  extended 
beyond  diagnosis  and  treatment  to  include  pre- 
vention and  rehabilitation.  RMP’s  were  also  au- 
thorized to  extend  their  activities  beyond  cate- 
gorical diseases  to  include  efforts  in  provision 
of  primary  care  services  and  regionalization  of 
health  services. 

The  Partnership  for  Health  Act: 

Comprehensive  Health  Planning 

The  health  planning  movement  was  accelerated 
in  1966  with  the  passage  of  P.L.  89-749,  the 
Partnership  for  Health  Act.  The  establishment  of 
comprehensive  health  planning  was  a clear  recog- 
nition that  more  than  additional  dollars  were 
needed  to  correct  the  deficiencies  in  the  health 
care  delivery  system  and  that  consumers  of  health 
services  wanted  a major  role  in  decisions  con- 
cerning that  delivery  system.  P.L.  89-749  estab- 
lished a system  of  areawide  and  state  health 
planning  agencies  whose  effectiveness  depended 
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largely  on  successful  utilization  of  a voluntary, 
community-organization  type  of  activity. 

The  National  Health  Planning  and 
Resources  Development  Act 

Against  a background  of  increasing  federal  in- 
volvement in  health  care  through  these  programs 
and  others  such  as  Medicare  and  Medicaid, 
spiraling  costs  of  health  care  services,  apparent 
inaccessibility  of  care  in  rural  and  inner-city  areas, 
and  a growing  likelihood  of  the  enactment  of  some 
form  of  national  health  insurance,  efforts  were 
initiated  to  strengthen  and  consolidate  the  com- 
ponents of  the  nation’s  health  planning  system 
and  resource  development  capacity.  The  major 
participants  at  the  Congressional  level  were  Rep. 
James  Hastings  of  New  York,  Rep.  Paul  Rogers 
of  Florida,  Rep.  William  Roy  of  Kansas  and 
Senator  Edward  Kennedy  of  Massachusetts. 

During  the  spring  of  1974,  activity  centered  in 
the  House  Interstate  and  Foreign  Commerce 
Committee.  The  Subcommittee  on  Public  Health 
and  the  Environment  conducted  hearings  in 
March,  April  and  May  on  eight  different  versions 
of  health  planning  legislation.  Some  68  individ- 
uals presented  formal  testimony  during  these 
hearings,  which  included  the  formal  positions  of 
some  40  major  health  organizations,  among  which 
were  the  American  Medical  Association,  the 
American  Hospital  Association,  the  Health  In- 
surance Association  and  the  Federation  of  Ameri- 
can Hospitals.  In  addition,  several  non-health 
related  groups  offered  testimony — National  Gov- 
ernors Conference,  National  Association  of  Coun- 
ties, National  League  of  Cities,  and  U.S.  Con- 
ference of  Mayors.  Tennessee  was  one  of  thirteen 
states  represented  in  the  hearings. 

Throughout  the  summer  and  fall  of  1974  the 
process  of  committee  work,  processing,  and  de- 
velopment of  a single  version  acceptable  to  the 
majority  of  participants  continued.  Although  the 
role  of  the  federal  health  agency  is  a major  one 
in  the  final  legislation,  there  was  evidence  of  a 
shift  in  the  direction  of  more  discretion  at  the 
state  and  area  levels  in  such  matters  as  the  desig- 
nation of  health  service  areas  and  agencies  and 
the  legal  structure  of  state  and  area  agencies. 

Almost  at  the  eleventh  hour  of  the  93rd  Con- 
gress, the  National  Health  Planning  and  Re- 
sources Development  Act  was  passed  by  both 
houses,  referred  to  Conference  Committee  and 
differences  were  resolved.  The  President’s  signa- 

370 


ture  was  affixed  in  early  January  of  this  year, 
setting  the  implementation  process  in  motion. 

In  enacting  the  new  law,  Congress  made  a 
number  of  findings  which  led  to  the  purpose  and 
specific  provisions  of  the  law.  These  findings  are 
as  follows: 

(1)  The  achievement  of  equal  access  to  quality  health 
care  at  a reasonable  cost  is  a priority  of  the 
Federal  government. 

(2)  The  massive  infusion  of  Federal  funds  into  the 
existing  health  care  system  has  contributed  to 
inflationary  increases  in  the  cost  of  health  care 
and  has  failed  to  produce  an  adequate  supply  or 
distribution  of  health  resources;  it  consequently 
has  not  made  possible  equal  access  for  everyone 
to  such  resources. 

(3)  The  many  and  increasing  responses  to  these 
problems  by  the  public  sector  (Federal,  State, 
and  local)  and  the  private  sector  have  not  re- 
sulted in  a comprehensive,  rational  approach  to 
the  present 

(a)  lack  of  uniformly  effective  methods  of  de- 
livering health  care; 

(b)  maldistribution  of  health  care  facilities  and 
manpower;  and 

(c)  increasing  cost  of  health  care. 

(4)  Increases  in  the  cost  of  health  care,  particularly 
of  hospital  stays,  have  been  uncontrollable  and 
inflationary  and  there  are  presently  inadequate 
incentives  for  the  use  of  appropriate  alternative 
levels  of  health  care,  and  for  the  substitution  of 
ambulatory  and  intermediate  care  for  inpatient 
hospital  care. 

(5)  Since  the  health  care  provider  is  one  of  the 
most  important  participants  in  any  health  care 
delivery  system,  health  policy  must  address  the 
legitimate  needs  and  concerns  of  the  provider 
if  it  is  to  achieve  meaningful  results;  and  thus, 
it  is  imperative  that  the  provider  be  encouraged 
to  play  an  active  role  in  developing  health  policy 
at  all  levels. 

(6)  Large  segments  of  the  public  are  lacking  in  basic 
knowledge  regarding  proper  personal  health  care 
and  methods  or  effective  use  of  available  health 
services. 

It  is  the  purpose  of  this  Act,  in  recognition 
of  the  magnitude  of  the  problems  described  and 
the  urgency  placed  on  their  solution,  to  facilitate 
the  development  of  recommendations  for  a na- 
tional health  planning  policy,  to  augment  areawide 
and  state  planning  for  health  services,  manpower, 
and  facilities,  and  to  authorize  financial  assistance 
for  the  development  of  resources  to  further  that 
policy. 

National  Guidelines  for  Health  Planning 

P.L.  93-641  is  written  in  terms  of  four  major 
areas:  national  guidelines,  health  systems  agen- 
cies, state  health  planning  and  development,  and 
health  resources  development.  At  the  national 
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level,  a 15-member  National  Council  on  Health 
Planning  and  Development  is  created.  The  duties 
of  the  Council  include  advising  the  Secretary  of 
Health,  Education  and  Welfare  on  the  develop- 
ment of  national  guidelines  for  health  planning 
and  the  implementation  of  the  new  system.  The 
basis  for  the  operation  of  the  Council  and  for  the 
work  of  State  and  Area  organizations  can  be 
found  in  the  priority  considerations  set  forth  in 
Section  1502: 

“(1)  The  provision  of  primary  care  services  for 
medically  underserved  populations,  especially  those 
which  are  located  in  rural  or  economically  depressed 
areas. 

“(2)  The  development  of  multi-institutional  systems 
for  coordination  or  consolidation  of  institutional 
health  services  (including  obstetric,  pediatric,  emergen- 
cy medical,  intensive  and  coronary  care,  and  radiation 
therapy  services). 

“(3)  The  development  of  medical  group  practices 
(especially  those  whose  services  are  appropriately 
coordinated  or  integrated  with  institutional  health 
service),  health  maintenance  organizations,  and  other 
organized  systems  for  the  provision  of  health  care. 

“(4)  The  training  in  increased  utilization  of  phy- 
' sician  assistants,  especially  nurse  clinicians. 

“(5)  The  development  of  multi-institutional  ar- 
rangements for  the  sharing  of  support  services  neces- 
sary to  all  health  service  institutions. 

“(6)  The  promotion  of  activities  to  achieve  needed 
improvements  in  the  quality  of  health  services,  in- 
cluding needs  identified  by  the  review  activities  of 
Professional  Standards  Review  Organizations  under 
Part  B of  Title  XI  of  the  Social  Security  Act. 

“(7)  The  development  by  health  service  institutions 
of  the  capacity  to  provide  various  levels  of  care  (in- 
cluding intensive  care,  acute  general  care,  and  ex- 
tended care)  on  a geographically  integrated  basis. 

“(8)  The  promotion  of  activities  for  the  prevention 
of  disease,  including  studies  of  nutritional  and  environ- 
mental factors  affecting  health  and  the  provision  of 
preventive  health  care  services. 

“(9)  The  adoption  of  uniform  cost  accounting, 
simplified  reimbursement,  and  utilization  reporting 
systems  and  improved  management  procedures  for 
health  service  institutions. 

“(10)  The  development  of  effective  methods  of 
educating  the  general  public  concerning  proper 
personal  (including  preventive)  health  care  and 
methods  for  effective  use  of  available  health  services. 

Service  Areas  and  Health  Systems  Planning 

The  primary  focus  of  health  planning  activity 
is  placed  at  the  area  level.  P.L.  93-641  calls  for 
the  designation  of  health  service  areas  through- 
out the  nation.  Each  health  service  area  shall  be 
a geographic  region  appropriate  for  effective  plan- 
ning on  the  basis  of  population  and  the  avail- 
ability of  a full  range  of  services,  shall  include,  if 
possible,  at  least  one  center  for  the  provision  of 


highly  specialized  health  services,  and  shall  con- 
form, to  the  extent  feasible,  to  the  boundaries  of 
PSRO  regions,  existing  regional  planning  areas 
and  state  planning  and  administrative  areas. 
Further,  the  area  must  have  a population  of 
500,000 — 3,000,000  except  in  special  circum- 
stances and  standard  metropolitan  statistical  dis- 
tricts should  not  be  split  between  areas. 

The  process  for  designating  the  areas  calls  for 
each  Governor  to  submit  recommendations  to  the 
Secretary  after  consultation  with  a variety  of 
agencies  including  the  existing  state  and  areawide 
CHP  agencies  and  Regional  Medical  programs. 
(This  process  was  recently  undertaken  in  Ten- 
nessee with  input  received  from  a series  of  public 
hearings  in  each  of  the  State’s  nine  planning 
regions.)  The  Secretary  is  required  to  complete 
the  designation  of  areas  within  one  year  after  the 
enactment  of  the  law. 

Health  Systems  Agencies 

Following  the  designation  of  health  service 
areas,  the  Secretary  will  receive  applications  from 
organizations  seeking  to  serve  as  the  health  sys- 
tems agency  (HSA)  for  the  area.  A health  sys- 
tems agency  shall  be  a non-profit  private 
corporation  which  is  not  a subsidiary  of  any  other 
legal  entity  or  a public  regional  planning  body 
or  a single  unit  of  local  government  if  the  area 
of  the  unit  is  identical  to  the  health  service  area. 
Criteria  for  agency  staff  size  and  expertise  are 
provided. 

Health  Systems  Plan  and  Annual 
Implementation  Plan 

Each  health  systems  agency  must  have  a gov- 
erning body  composed  of  a majority  of  consumers, 
as  the  boards  of  CHP  “b”  agencies  have  been. 
The  governing  body  is  responsible  for  the  internal 
affairs  of  the  agency,  for  the  establishment  of  the 
area’s  health  systems  plan  (HSP)  and  annual  im- 
plementation plan  (AIP),  and  for  the  approval  of 
grants  and  contracts  made  by  the  agency. 

Major  activities  of  the  HSA  include  assembling 
and  analyzing  data  on  the  health  status  of  the 
area  and  the  effect  of  the  delivery  system,  de- 
velop and  implement  the  plans  (HSP  & AIP) 
referred  to  previously,  make  grants  for  health 
services  from  the  Area  Health  Services  Develop- 
ment Fund,  and  coordinate  its  activities  with 
PSRO’s,  agencies  of  the  Demonstration  Cities  & 
Intergovernmental  Cooperation  Acts,  general  pur- 
pose regional  planning  or  administrative  agencies 
and  any  other  appropriate  agencies.  The  HSA 
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is  empowered  to  review  and  approve  or  disap- 
prove each  proposed  use  of  certain  Federal  funds 
within  the  areas.  The  Federal  programs  requiring 
such  approval  are  the  Health  Planning  Act  Itself, 
Community  Mental  Health  Centers  Act,  and 
Comprehensive  Alcohol  Abuse  and  Alcoholism 
Prevention,  Treatment  and  Rehabilitation  Act. 
Further,  the  HSA  must  review,  at  least  every  five 
years,  all  institutional  health  services  offered  in 
the  area  and  make  recommendations  to  the  State 
agency  as  to  the  appropriateness  of  the  services. 

Congress  authorized  some  $275  million  over 
a three  year  period  for  planning  grants  to  HSA’s; 
however,  the  actual  amount  appropriated  will 
depend  on  the  outcome  of  the  general  budget 
deliberations.  Funds  are  to  be  distributed  to 
HSA’s  on  the  basis  of  50  cents  per  capita  for 
population  in  the  area,  or  $3,750,000,  whichever 
is  less.  Like  the  314  “b”  agencies,  HSA’s  may 
also  obtain  non-Federal  funds  provided  the  funds 
are  not  derived  from  a private  entity  with  a 
financial  interest  in  health  resources. 

State  Health  Planning  Agencies 

The  second  level  in  the  new  planning  structure 
is  the  state  level.  Each  Governor  will  enter  into 
an  agreement  with  the  Secretary  for  the  designa- 
tion of  a state  health  planning  & development 
agency  (State  Agency).  To  be  accepted  for  de- 
signation, the  State  Agency  must  establish  a State 
Health  Coordinating  Council,  prepare  an  adminis- 
trative program  detailing  how  functions  will  be 
performed,  and  demonstrate  evidence  of  authority 
under  state  law  to  carry  out  its  duties. 

The  State  Health  Coordinating  Council 
(SHCC)  shall  be  composed  of  representatives 
from  the  Health  Systems  Agencies  and  repre- 
sentatives appointed  by  the  Governor.  No  more 
than  40  percent  of  the  total  membership  may  be 
appointed  by  the  Governor  and  an  appropriate 
mix  of  providers  and  consumers  is  prescribed. 
Not  less  than  one-third  of  the  providers  shall  be 
direct  providers  of  health  care.  Responsibilities 
of  the  council  include  advising  the  State  Agency 
on  its  operation. 

The  State  Agency,  an  organization  of  state 
government,  must  be  prepared  to  perform  the 
following  functions: 

(1)  Conduct  the  health  planning  activities  of 
the  state  and  implement  those  parts  of  the 
state  health  plan  which  relate  to  state 
government. 


(2)  Prepare  and  review  and  revise  as  neces- 
sary (at  least  annually)  a State  health 
plan  which  shall  be  made  up  of  the  health 
systems  agencies  within  the  State  together 
with  appropriate  coordinative  material. 

(3)  Serve  as  the  designated  planning  agency 
for  Section  1122  of  the  Social  Security 
Act  if  the  State  has  an  1122  agreement. 

(4)  Administer  a State  certificate  of  need 
program. 

(5)  Make  findings  as  to  the  need  for  new 
institutional  health  services. 

(6)  With  the  approval  of  the  SHCC,  review 
and  comment  on  the  annual  budget  of 
each  health  systems  agency. 

P.L.  93-641  authorizes  state  health  planning 
grants  for  the  regulation  of  rates  for  the  provi- 
sion of  health  care.  This  program  will  be  carried 
out  in  six  states  on  a demonstration  basis  initially. 

The  new  law  also  provides  for  technical  as- 
sistance to  HSA’s  and  State  Agencies  in  plan 
development,  methodologies  and  standards. 
Among  the  HEW  responsibilities  are  the  develop- 
ment of  uniform  procedures  for  cost  accounting 
and  reporting  of  data.  In  addition,  HEW  is  called 
upon  to  establish  five  centers  for  health  planning 
across  the  nation  by  June  30,  1976.  These  cen- 
ters will  conduct  research  studies  and  offer 
technical  assistance  as  needed. 

Health  Resources  Development 

The  fourth  major  section  of  the  new  law  deals 
with  health  resources  development.  Assistance  in 
the  form  of  allotments,  loans  and  loan  guarantees, 
and  interest  subsidies  is  provided  for  moderniza- 
tion of  medical  facilities,  construction  of  new 
outpatient  facilities,  construction  of  new  inpatient 
medical  facilities  in  areas  which  have  experienced 
recent  rapid  population  growth,  and  conversion 
of  existing  medical  facilities  for  the  provision  of 
new  health  services.  Before  an  application  for 
assistance  may  be  approved,  the  State  Agency 
must  have  an  approved  state  medical  facilities 
plan.  This  plan  will  contain  information  similar 
to  that  now  contained  in  the  state  Hill-Burton 
plan. 

Also  provided  under  this  fourth  section  are  the 
Area  Health  Services  Development  Funds.  The 
grant  to  any  HSA  for  any  fiscal  year  may  not 
exceed  the  product  of  one  dollar  and  the  popula- 
tion of  the  health  service  area.  This  grant  pro- 
gram is  intended  for  service  development  projects 
(continued  on  page  377) 
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Typhoid  and  the  Study  of  Medical  History 

Part  III 


SUMMARY  OF  PARTS  1 AND  II:  The  history  of 

typhoid  fever  as  an  entity  begins  in  1836  with  the  suc- 
cessful differentiation  by  W.  W.  Gerhard  of  Philadelphia 
of  typhoid  fever  from  typhus.  The  following  half- 
century  witnessed  the  advent  of  modern  sanitation, 
primarily  due  to  the  efforts  of  William  Budd,  Charles 
Murchison,  and  Walter  Reed.  The  isolation  of  the 
typhoid  bacillus  by  Eberth  and  others  finally  laid  to 
rest  the  miasthmatic  and  pythogenic  theories  of  the 
etiology  of  typhoid  fever  and  paved  the  May  for  the 
final  conquest  of  the  disease. 

Into  the  Twentieth  Century: 

The  Flowering  of  Preventive  Medicine 

At  the  end  of  the  19th  century,  typhoid  epi- 
demics constituted  the  world’s  major  medical 
problem,  so  that  once  the  causative  organism  was 
isolated,  research  laboratories  the  world  over 
quickly  bent  their  efforts  toward  the  conquest  of 
typhoid  fever,  leading  quickly  to  major  discoveries 
in  the  areas  of  immunization,  diagnosis,  and 
pathogenesis,  though  definitive  treatment  had  to 
await  the  advent  of  a specific  antibiotic  a half 
century  later. 

Though  it  would  not  be  accurate  to  say  that 
this  was  the  beginning  of  preventive  medicine, 
there  was  now  something  tangible  to  work  with. 
Certainly  the  work  of  Budd  and  Murchison  and 
of  Reed  and  Sedgwick  were  major  accomplish- 
ments in  the  realm  of  preventive  medicine,  but 
their  work  was  in  a sense  negative — essentially 
it  was  the  removal  of  pollution.  This  aspect  of 
preventive  medicine  as  it  applies  to  typhoid  fever 
was  formalized  in  1903  by  Robert  Koch  in  a 
famous  lecture  in  which  he  outlined  the  logical 
methods  of  typhoid  control:  “There  are  therefore 
two  conditions  which  must  be  fulfilled.  In  the  first 
place  we  must  be  in  a position  to  recognize  the 
infectious  agent  with  ease  and  certainty,  and  in 
the  second  place,  to  dispose  of  it.”  In  short,  the 
only  way  to  check  the  spread  of  typhoid  fever 
was,  as  it  still  is,  by  disinfection  of  excreta  at 
the  source  and  isolation  of  convalescents  until 
their  stools  no  longer  harbored  the  organism. 

Nothing  here  is  in  any  way  intended  to  be- 
little those  previous  efforts,  because  as  has  been 
pointed  out,  and  as  will  be  again  emphasized, 

From  the  Departments  of  Pathology,  Vanderbilt  Medi- 
cal School  and  Park  View  Hospital,  Nashville,  Tenn. 
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proper  sanitation  is  by  far  the  most  important 
aspect  of  the  prevention  of  typhoid  fever.  Ty- 
phoid was  already  on  the  decline  before  other 
preventive  measures  came  onto  the  scene,  and 
“flowering”  is  a more  appropriate  term  to  apply 
to  preventive  medicine  in  the  early  part  of  the 
20th  Century  than  any  which  would  suggest  its 
advent.  (Fig.  1) 

Almost  as  soon  as  an  organism  was  identified, 
bacteriologists  turned  their  attention  to  its  anti- 
genic structure  and  serologic  properties,  building 
on  the  work  of  Betonneau  and  others  who  long 
before  had  demonstrated  that  a bout  of  typhoid 
fever  produced  lasting  immunity.  Similar  obser- 
vations had  been  made  in  other  diseases.  Early 
tests  indicated  that  this  might  result  from  a 
property  of  the  serum  of  patients  convalescing 
from  many  bacterial  diseases  which  produced 
clumping  and  death  of  their  causative  organisms. 

Though  E.  Frankel  is  credited  with  the  first 
artificial  immunization  against  typhoid  fever, 
accomplished  by  inoculating  individuals  sub- 
cutaneously with  killed  cultures  of  the  bacillus,  the 
work  of  Pfeiffer  and  Kolle  is  much  more  impor- 
tant, in  that  it  was  based  on  a series  of  elegant 
experiments  patterned  after  the  earlier  successful 
immunization  against  plague  developed  by  the 
Russian  bacteriologist  W.  H.  Haffkine.  Discover- 
ing that  the  serum  of  convalescent  typhoid 
patients  contained  specific  substances  which 
protected  guinea  pigs  against  lethal  doses  of 
typhoid  bacilli,  they  inoculated  human  volun- 
teers subcutaneously  with  two  milligrams  of  fresh 
culture  suspended  in  broth  and  sterilized  at  56°C, 
producing  within  two  or  three  hours  a chill  and  a 
subsequent  temperature  elevation.  This  induced 
after  ten  days  a high  titer  of  protective  anti- 
bodies and  Pfeiffer  hoped  to  be  able  by  this 
means  to  produce  complete  prophylaxis  against 
the  disease,  since  it  was  now  assumed  that 
humoral  bactericidal  antibodies  were  responsible 
either  entirely  or  nearly  so,  for  recovery  from 
naturally  occurring  disease. 

In  1897  Sir  Almoth  Wright  in  England  devel- 
oped a vaccine  which  tests  proved  conclusively 
to  be  effective  in  protecting  against  typhoid.  The 
next  twenty  years  were  spent  in  a fruitless  battle 
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to  convince  the  British  Army  of  its  value,  and  it 
took  a disastrous  epidemic  in  the  Boer  War  to 
persuade  the  Army  to  agree  in  1909  to  a carefully 
controlled  study  which  was  to  prove  conclusively 
that  vaccination  could  reduce  the  incidence  of 
typhoid  by  a factor  of  eight.  This  study  led  to 
mandatory  vaccination  of  British  troops  during 
World  War  I,  resulting  in  the  prevention  of  all  but 
minor  outbreaks. 

Immunization  procedures  changed  little  until 
the  years  following  the  second  World  War,  when 
vaccines  using  purified  antigen  were  developed, 
increasing  their  effectiveness  and  markedly  de- 
creasing morbidity  from  the  vaccination.  Absolute 
protection  still  evades  us,  however,  for  the  level 
of  immunization  achieved  depends  ultimately  on 
the  number  of  organisms  ingested.  While  the 
disease  may  be  prevented  if  the  inoculum  is 
small,  and  attenuated  if  it  is  large,  a sufficiently 
large  inoculum  still  produce  severe  illness. 

The  same  studies  which  resulted  in  artificial 
immunization  also  contributed  to  the  develop- 
ment of  serodiagnosis,  major  credit  for  which 
goes  to  Max  Gruber  and  Herbert  Durham,  who  in 
1896  demonstrated  that  the  serum  of  guinea  pigs 


immunized  against  cholera  or  typhoid  fever  would 
under  proper  conditions  cause  the  organisms  to 
“stick  together  in  large  balls,  and  lose  their 
motility.  We  therefore  have  named  the  specific 
substances  . . . agglutinins.”  They  emphasized 
the  possibility  of  utilizing  this  property  to 
identify  unknown  strains  of  bacteria  by  known 
immune  sera,  and  by  reversing  the  procedure  to 
detect  specific  immune  antibodies  by  testing  them 
against  known  cultures. 

By  the  quirk  of  fate  which  so  often  serves  to 
obscure  proper  recognition,  the  name  of  F.  Widal 
has  been  attached  to  the  agglutination  test  for 
typhoid.  Though  his  work  was  similar  to  that  of 
Gruber  and  Durham,  it  is  really  rather  brief  and 
inadequate,  and  gives  no  credit  for  the  work  which 
had  prior  claim  to  the  description  of  the  phenom- 
enon of  agglutination.  Further,  the  test  as  it 
is  used  today  was  developed  and  described  not 
by  Widal  but  by  Albert  Griinbaum,  who  stated 
that  “it  is  only  in  cases  of  enteric  fever  that  the 
serum  shows  a distinct  agglutinative  action  within 
thirty  minutes  when  diluted  sixteen  times,  and 
hence  this  reaction  can  be  used  as  a diagnostic 
sign.” 

Typhoid  Fever 

Typhoid  fever  today  is  not  significantly  differ- 
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ent  from  the  disease  described  in  such  detail  by 
Bretonneau,  Gerhard,  Nathan  Smith  and  others 
in  the  early  part  of  the  19th  century,  and  even 
by  Thomas  Willis  in  the  early  17th  century, 
except  that  its  morbidity  and  mortality  when  un- 
treated is  somewhat  lower.  Until  the  last  50 
years,  typhoid  fever  could  be  predicted  with  as- 
surance to  touch  every  family  in  the  world  at 
least  once,  and  no  disease  to  which  they  would 
be  subjected  was  more  feared.  The  only  treat- 
ment was  constant  medical  and  nursing  care, 
and  as  Dr.  A.  E.  Hertzler,  famed  as  the  “horse 
and  buggy  doctor,”  once  said,  “No  other  disease 
demanded  so  much  of  doctor  and  patient  alike.” 
The  disease  could  be  counted  on  to  last  at  least 
four  weeks,  leaving  the  patient  completely  drained 
both  physically  and  mentally,  and  often,  par- 
ticularly in  older  individuals,  a permanent  semi- 
invalid. Death  intervened  in  from  15  to  30  per- 
cent of  the  cases. 

The  illness  usually  began  with  vague  symptoms, 
marked  by  headache,  weakness  and  gastrointesti- 
nal difficulties,  usually  with  constipation.  By  the 
second  week,  when  blood  cultures  were  becom- 
ing positive,  the  characteristic  typhoid  rash — the 
so-called  “rose  spots” — appeared  on  the  trunk. 
The  patient  gradually  progressed  from  lethargy 
to  stupor  into  delirium  or  deep  coma,  the  tem- 
perature ranging  during  this  time  as  high  as  104 
or  105  °F.  Recovery  was  slow,  and  in  earlier 
days  was  hindered  by  the  belief  that  feeding  of 
any  consequence  would  lead  to  fatal  complica- 
tions. One  of  the  early  notable  contributions  to 
therapy  was  the  demonstration  by  Warren 
Coleman,  in  1909,  that  typhoid  patients,  because 
of  the  high  fever  with  its  consequent  increased 
metabolism,  not  only  required  a liberal  diet  with 
high  nitrogen  content,  but  that  this,  far  from 
being  detrimental,  markedly  shortened  the  period 
of  convalescence. 

Typhoid  fever  is  a true  intoxication,  whose 
symptoms  can  be  duplicated  by  injections  of  its 
endotoxin,  a very  highly  toxic  somatic  antigen 
which  is  released  on  death  of  the  typhoid 
organism.  The  lesions  occur  almost  exclusively 
within  the  reticuloendothelial  system,  and  little 
has  been  added  to  the  description  of  the  gross 
lesions  given  by  Bretonneau  in  1826.  Beginning 
with  the  5th  day  of  the  disease,  and.  extending 
through  the  third  week,  he  gave  careful  descrip- 
tions from  serial  autopsy  material,  emphasizing 
that  the  lymphoid  tissue  of  the  last  three  to  ten 
inches  of  the  ileum  and  of  the  colon  are  the  areas 


primarily  involved,  the  most  marked  involvement 
being  in  the  area  about  the  ileo-cecal  valve. 

The  organism,  now  known  as  Salmonella  typhi, 
(the  taxonomists  have  had  a field  day:  it  has 
been  successively  Bacillus  typhosus,  Ebertrella 
typhosa,  and  Salmonella  typhosa ) is  a motile, 
short,  gram  negative,  non  spore-forming  rod 
which  is  destroyed  by  heat  and  exposure  to  sun- 
light, but  which  will  withstand  freezing  and  some 
degree  of  drying.  It  will  remain  alive  for  weeks 
or  months,  in  soil,  water,  or  feces.  It  survives  best 
in  spring  water,  being  rapidly  crowded  out  by 
overgrowth  of  colon  organisms  when  there  is  gross 
fecal  contamination.  Man  is  its  sole  host,  though 
it  may  be  transmitted  by  shellfish  growing  in 
contaminated  water,  an  important  source  of 
modern  epidemics. 

The  organism  enters  the  body  through  the 
mouth  and  rapidly  enters  the  lymphatics  of  the 
gastrointestinal  tract,  possibly  including  those  of 
the  pharynx.  The  organisms  are  phagocytosed  by 
a particular  cell  which  has  been  referred  to  as  the 
“typhoid  cell,”  a large  cell  with  a great  deal  of 
pink-staining  cytoplasm,  which  resembles  a 
plasma  cell,  and  which  is  quite  characteristic  of 
the  disease.  In  an  elegant  study  on  the  patho- 
genesis of  typhoid  fever,  the  organism  was 
demonstrated  by  Ernest  Goodpasture,  working  at 
Vanderbilt  in  1937,  to  proliferate  intracellularly 
for  the  first  week  to  ten  days  of  the  disease,  prior 
to  the  time  that  it  can  be  cultured  from  either 
the  blood  stream  or  the  gastrointestinal  tract. 
John  W.  Adams,  working  with  Goodpasture, 
demonstrated  intracellular  bacilli  in  intestinal 
lesions  and  also  in  the  mesenteric  lymph  nodes. 
With  the  death  and  rupture  of  these  cells  due 
to  marked  proliferation  of  the  organisms,  the 
organisms  are  released  into  the  blood  stream  and 
into  the  gastrointestinal  tract.  Accumulations  of 
these  cells  can  be  found  in  the  liver,  eventually 
forming  focal  areas  of  necrosis,  with  release  of 
organisms  into  the  biliary  tract  where  they  grow 
quite  well.  This  not  infrequently  leads  to  long 
term  asymptomatic  infection  of  the  gallbladder 
which  is  not  easily  eradicted  even  with  modern 
antibiotic  therapy,  accounting  for  most  of  the 
chronic  carriers  of  the  disease.  Similar  accumula- 
tions of  cells  may  form  within  the  bone  marrow, 
giving  rise  to  focal  abscesses. 

As  proliferation  of  organisms  progress,  many 
die,  with  release  of  their  endotoxin,  producing  the 
clinical  symptoms  of  the  disease.  The  lymphoid 
patches  in  the  intestinal  tract  may  become  ex- 
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tremely  large,  and  eventually  the  entire  central 
portion  becomes  necrotic  and  sloughs.  Sometimes 
a large  vessel  is  eroded,  producing  fatal  hemor- 
rhage, or  the  necrosis  may  extend  through  the 
entire  thickness  of  the  wall,  leading  to  perforation 
and  peritonitis.  Organisms  generally  disappear 
from  the  blood  stream  during  the  second  week  of 
the  illness,  at  about  the  time  antibodies  appear, 
though  symptoms  usually  progress  until  the  end  of 
the  second  or  during  the  third  week. 

As  has  happened  with  so  many  other  diseases, 
the  attitude  toward  typhoid  fever  changed  with 
the  discovery  of  a specific  therapeutic  agent,  when 
in  1948  chloramphenicol  (Chloromycetin®)  was 
introduced.  Although  good  nursing  and  suppor- 
tive care  are  still  vital  adjuncts,  and  close  observa- 
tion is  necessary  to  detect  possible  complications, 
the  terror  associated  with  typhoid  fever  has  been 
largely  dissipated.  The  mortality  rate  has  been 
reduced  from  12  to  15  percent  in  the  mid- 1940’s 
to  1 to  2 percent,  and  most  fatalities  now  occur 
in  infants,  the  elderly,  and  those  suffering  from 
malnutrition  and  general  debility. 

We  have  now  traced  the  saga  of  typhoid  fever 
from  its  first  description  by  Spighelius  in  1624, 
through  its  proper  delineation  by  Gerhard  in 
1836,  to  the  isolation  of  its  causative  organism 
and  identification  of  its  antigenic  structure,  lead- 
ing to  easy  and  accurate  clinical  and  laboratory 
diagnosis.  We  have  watched  the  development  of 
its  prevention,  first  by  institution  of  proper  sani- 
tation, then  by  specific  immunization  procedures. 
Finally  we  have  seen  the  mortality  rate  reduced 
from  30  to  50  percent  to  15  percent  by  good 
nursing  care  (and  probably  a change  in  the 
organism  itself),  and  then  to  near  zero  by  specific 
antibiotic  therapy.  The  conquest  would  appear 
to  be  complete,  and  there  should  be  nothing  more 
left  to  say. 

Epilogue 

In  1969,  the  writer  of  an  article  in  M.D.  was 
able  to  opine,  “Typhoid  fever,  once  a scourge, 
is  passing  slowly  but  surely  from  the  medical 
scene.”  There  have  been  some  notable  occur- 
rences in  the  succeeding  years  to  cast  doubt  on 
that  statement’s  validity.  The  writer  points  out 
that  “in  the  United  States  typhoid  fever  is  now 
reduced  to  a rare  disease,  accounting  for  some 
300  to  400  cases  a year  as  compared  with  some 
170,000  a half-century  ago.  Most  developed 
countries  have  rates  low  to  almost  nonexistent.” 


It  is  important  to  keep  in  mind  the  term  “devel- 
oped countries.”  He  also  points  out  that  there 
are  still  some  infectious  pools  remaining,  such  as 
Egypt  which  in  1965  had  the  world’s  high  total  of 
17,780  cases.  Italy  led  Europe  and  was  second 
highest  in  the  world  with  1 1,957  cases — and  this 
is  a “developed  country.”  Argentina  and  Mexico 
each  had  around  5,000  reported  cases. 

On  November  11th,  1974,  9 of  10  Americans 
in  a church  group  returning  from  Haiti  became 
ill  with  abdominal  symptoms  accompanied  by 
varying  degrees  of  fever  and  headache.  Only  one 
was  asymptomatic.  Salmonella  typhi  was  isolated 
from  the  blood  and  stool  of  one  person,  the  blood 
of  another,  and  the  stool  of  three  others.  Addi- 
tional patients  had  antibodies  to  S.  typhi  somatic 
antigen  (O),  with  titers  diagnostic  of  the  disease. 
Fortunately,  all  of  the  organisms  isolated  were 
sensitive  to  a number  of  antibiotics.  These  in- 
dividuals had  been  in  Haiti  for  three  days,  stop- 
ping at  a hotel  in  Port-au-Prince,  where  they  ate 
all  their  meals  but  two. 

Between  September  21st  and  October  3rd, 
1974,  344  cases  of  the  disease,  with  five  deaths, 
due  to  Salmonella  typhi  were  reported  in  Baden- 
Wiirttemberg,  Germany,  mainly  from  Heidleberg, 
Stuttgart  and  Mannheim.  The  illnesses  were 
linked  epidemiologically  to  the  potato  salad  of  a 
single  manufacturer.  West  Germany,  which  along 
with  the  Scandinavian  countries  and  the  United 
States  are  the  most  developed  countries  in  the 
world,  suffers  from  sporadic  localized  typhoid 
epidemics,  apparently  arising  from  a large  pool 
of  carriers  estimated  at  between  8,000  and  10,000. 

The  number  of  typhoid  cases  in  the  United 
States  has  been  slowly  rising  from  the  figures 
quoted  in  the  above  mentioned  article,  so  that 
in  1973  there  were  644  cases,  and  in  1974  about 
500.  About  200  of  the  cases  in  1973  occurred 
in  a migrant  farm  labor  camp  at  Homestead, 
Florida,  apparently  originating  from  the  water 
supply  following  malfunctioning  of  its  chlorinator. 
This  was  the  largest  reported  outbreak  of  typhoid 
fever  in  the  United  States  for  the  past  20  years. 
The  organism  was  sensitive  to  multiple  antibiotics, 
and  no  deaths  occurred. 

In  1971,  60  out  of  1,600  passengers  on  a 
Canadian  cruise  ship  developed  typhoid  fever, 
probably  traceable  to  the  ship’s  water  supply. 

The  most  threatening  situation  to  occur  recently 
has  been  the  emergence  of  a chloramphenicol- 
resistant  strain  of  the  typhoid  organism.  This 
strain,  which  apparently  originated  in  Mexico, 
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has  been  imported  into  the  United  States  by  re- 
turning travelers.  An  epidemic  of  unknown  pro- 
portions developed  in  northern  and  central  Mexico 
early  in  1973,  and  by  May,  at  least  7 cases  of 
chloramphenicol-resistant  typhoid  were  reported 
in  the  United  States.  The  strain,  which  has  proved 
also  to  be  resistant  to  streptomycin,  tetracycline, 
and  sulfanomides,  is  related  to  resistant  strains 
which  have  been  found  in  other  South  and  Central 
American  countries.  Most  of  the  infections  have 
eventually  cleared  after  treatment  with  large 
amounts  of  ampicillin,  but  a significant  number 
of  patients,  around  25  percent,  have  become 
chronic  typhoid  carriers. 

It  is  apparent  that  Salmonella  typhi  may  be 
down  but  it  certainly  is  not  out.  It  is  significant 
that  only  in  the  developed  countries  is  it  even 
down.  The  extent  of  typhoid  in  undeveloped 
areas  is  really  unknown,  and  it  is  also  significant 
that  the  extent  of  the  epidemic,  or  probably  more 
properly  epidemics,  in  Mexico  is  unknown. 
Many  of  the  cases  in  the  United  States  originate 
there.  One  of  our  chief  hazards  today  is  that  we 
probably  are  insufficiently  aware  of  the  extent 
to  which  we  are  dependent  upon  such  things  as 
proper  disposal  of  sewage  and  to  an  even  greater 
degree  on  water  purification.  Last  year  there  was 
a threatened  shortage  of  chlorine  for  water  purifi- 
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similar  to  those  now  carried  out  by  the  Regional 
Medical  Programs. 

The  transition  process  into  effective  implemen- 
tation of  the  new  structure  is  necessarily  compli- 
cated. Since  many  decision  points  are  identified 
at  the  area  and  state  levels,  it  is  anticipated  that 
the  processes  of  agency  and  area  designation, 
board  selection  and  staff  organization  will  vary 
from  state-to-state.  Obviously,  a variety  of  or- 
ganizational and  functional  arrangements  are  pos- 


cation, and  in  fact  some  cities,  particularly  on  the 
West  Coast,  were  unable  to  obtain  the  amounts 
of  chlorine  needed  to  purify  their  water. 

Summing  Up 

Although  typhoid  fever  is  infrequently  seen  in 
most  medical  practices  today,  it  remains  of  inter- 
est as  a classic  example  of  the  successive  stages  of 
scientific  medical  advance  over  a disease  which 
has  been  one  of  the  great  causes  of  death  and 
disability,  and  which  continues  to  pose  a threat 
to  the  health  of  the  world  at  large.  Because  the 
eradication  of  typhoid  fever  is  traceable  largely 
to  the  institution  of  adequate  sanitation,  immuni- 
zation playing  a relatively  minor  role,  because  in 
wide  areas  of  the  world  today  where  sanitation 
is  poor  or  lacking  typhoid  fever  is  still  a major 
problem,  and  because  modern  transportation  has 
brought  these  exotic  and  very  far  away  places  to 
our  doorstep,  the  threat  of  typhoid  as  well  as 
epidemics  of  other  enteric  diseases  exists  when- 
ever sanitation  is  impaired,  as  in  wartime  or  in 
natural  disaster  such  as  floods  or  earthquakes. 
Typhoid  is  a prototype  of  all  such  diseases,  and 
the  final  lesson  to  be  learned  from  this  study  in 
medical  history  is  that  we  must  never  relax  our 
vigilance. 

230  25th  Ave.,  North 

Nashville,  Tennessee  37203 


sible  to  achieve  the  purposes  of  the  Act. 

As  with  the  Federal  health  programs  which 
preceded  the  National  Health  Planning  and  Re- 
sources Development  Act,  the  participation  and 
involvement  of  health  care  providers  is  critical  to 
the  effectiveness  of  the  program.  Obtaining  as 
much  relevant  information  as  possible  about  the 
law  and  its  implementation  process,  taking  part 
in  community  and  state  hearings  and  conferences, 
and  remaining  involved  in  the  work  of  area  and 
state  councils  will  help  to  ensure  that  planning 
and  funding  decisions  reflect  the  needs  of  all 
segments  of  the  health  system  as  well  as  those  of 
the  consumer. 


MAY,  1975 


377 


loboratonj  medicine 


Hepatitis  B Antibody 

With  the  introduction  of  a commercially  avail- 
able pre-packaged  radioimmunoassay  system  for 
the  detection  of  antibody  to  Hepatitis  B Antigen 
(HBAb)  a potentially  extremely  valuable  test  has 
now  been  added  to  the  diagnostic  armamentarium 
of  many  hospital  laboratories.  Indeed,  past  prob- 
lems with  insensitivity  (agar  gel  precipitation, 
complement  fixation),  technical  complexity  (radio- 
immuno-precipitation)  and  simple  “unavailabil- 
ity” (passive  hemagglutination)  have  relegated 
these  techniques  largely  to  research  laboratories, 
despite  the  fact  that  tests  for  the  antigen  itself 
have  been  performed  routinely  in  pathology  lab- 
oratories for  the  past  few  years. 

HBAb  has  been  found  to  be  present  in  up  to 
approximately  20  percent  of  the  general  popula- 
tion. In  keeping  with  the  frequency  of  hepatitis  B 
itself,  the  antibody  is  rarely  found  in  childhood, 
but  thereafter  increases  in  frequency,  being  found 
with  maximum  occurrence  in  the  20-50  age  range; 
little  increase  occurs  thereafter.  Following  infec- 
tion with  hepatitis  B virus,  HBAb  may  be  detect- 
able in  many  but  not  all  patients.  Appearance 
of  the  antibody  may  occur  as  early  as  10  days 
after  peak  enzyme  changes  are  recorded.  Fol- 
lowing transfusion  of  HBAg-positive  blood  prod- 
ucts the  antibody  may  appear  within  50  days. 
Both  IgM  and  IgG  antibodies  have  been  identified, 
but  their  sequence  of  appearance  has  been  vari- 
able. However,  in  general  the  IgM  antibody  dis- 
appears sooner  than  the  IgG  antibody,  which 
may  persist  for  several  months  to  a year  or 
longer.  The  presence  of  the  antibody  apparently 
does  not  relate  to  the  severity  of  the  disease,  nor 
does  it  seem  to  influence  its  course.  Of  patients 
with  “chronic  hepatitis,”  over  half  may  be  posi- 
tive for  either  HBAg  or  HBAb,  or,  uncommonly, 
both.  The  simultaneous  presence  of  both  HBAg 
and  HBAb  may  lead  to  “immune  complex  dis- 
ease,” in  which  the  complement-fixing  complexes 
lead  to  such  clinical  manifestations  as  generalized 
vasculitis  with  arthritis,  myalgia,  and  skin  rash. 


From  the  Department  of  Pathology,  Methodist  Hos- 
pital, Memphis,  Tenn.  38104. 


Although  there  is  little  supportive  information 
that  the  presence  of  the  antibody  has  a significant 
protective  role  in  neutralizing  the  virus,  studies 
indicate  that  passive  immunization  with  the  anti- 
body may  either  prevent  or  significantly  ameliorate 
post-transfusion  hepatitis  B.  Whether  or  not  it 
should  be  used  for  this  purpose  is  controversial, 
for  the  potential  development  of  immune  com- 
plex disease  could,  at  least  theoretically,  pose  a 
significant  hazard.  Also,  there  is  the  considera- 
tion in  the  minds  of  some  workers,  armed  with 
supportive  clinical  and  experimental  data  that 
an  “inefficient”  or  partial  immune  response  is 
the  predisposing  factor  in  the  development  of 
chronic  hepatitis,  that  attenuation  of  the  disease 
by  such  passive  antibody  transfer  might  actually 
be  detrimental.  Another  related  consideration  is 
that  if  a viral  antigen  vaccine  should  eventually 
(perhaps  even  very  soon)  be  available,  which 
would  result  in  a measurable  antibody  response, 
what  protection  (or  what  harm)  does  this 
humoral  mechanism  confer  upon  subsequent  re- 
exposure to  the  virus?  This  question  has  yet  to 
be  answered. 

In  what  situations,  then,  might  a laboratory  test 
for  HBAb  be  of  clinical  value?  A few  such 
possibilities  might  be  listed:  1)  in  the  diagnostic 
consideration  of  possible  previous  exposure  to 
the  hepatitis  B antigen,  or  as  an  indicator  as  to 
the  etiology  of  a previous  episode  of  acute  viral 
hepatitis  (this  may  be  of  particular  importance 
to  persons  in  the  health-care  fields);  2)  in 
epidemiological  studies  of  either  sporadic  or 
epidemic  cases  of  acute  hepatitis;  3)  as  a pos- 
sible indicator  of  immunity  to  hepatitis  B virus — 
also  of  possible  singular  importance  to  health- 
care workers,  as  well  as  to  those  in  close  personal 
contact  with  infected  individuals,  4)  in  evaluation 
of  the  potential  hazard  of  transfusion  of  certain 
blood  products  (an  aspect  of  the  problem  which 
is  still  being  actively  investigated);  5)  in  the 
evaluation  of  the  patient  with  HBAg-HBAb  im- 
mune complex  disease;  and  6)  as  an  indicator  of 
immune  status  following  vaccination  with  hepa- 
titis B viral  antigen. 

Dean  G.  Taylor,  M.D. 
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Renovascular  Hypertension 

The  existence  of  renovascular  hypertension 
(RVH)  has  been  known  for  almost  40  years. 
Nevertheless,  only  in  the  past  10  years  has 
sufficient  knowledge  of  the  renin-angiotensin  sys- 
tem and  of  split  renal  function  studies  allowed 
reliable  assessment  of  the  significance  of  renal 
artery  occlusive  lesions.  By  conservative  estimate 
there  are  30  million  patients  in  the  USA  with 
diastolic  hypertension.  Of  1070  hypertensive 
patients  whom  we  have  studied  in  the  past  10 
years,  16  percent  proved  to  have  renovascular 
hypertension.  Although  the  true  incidence  of 
RVH  is  unknown,  it  probably  accounts  for  from 
5 to  10  percent  of  all  cases  of  hypertension. 

Pathogenesis 

Renal  artery  stenosis  greater  than  75  percent 
is  necessary  to  produce  sufficient  reduction  of 
perfusion  pressure  in  the  juxtaglomerular  ap- 
paratus (JGA)  to  activate  the  renin-angiotensin 
system  with  a subsequent  increase  in  renin  re- 
lease. This  increase  in  the  release  of  renin,  a 
proteolytic  enzyme,  acts  to  convert  angiotensin- 
ogen  to  angiotensin  I.  This,  in  turn,  is  then  con- 
verted to  the  vasoconstrictor  agent,  angiotensin 
II,  by  a converting  enzyme,  predominantly  in 
the  pulmonary  circulation.  (Fig.  1). 

Renal  Artery  Stenosis  =— — — -—^Decreased  Perfusion 

Pressure  in  JGA 
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Angiotensin  I ——————— > Angiotensin  II 
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Elevated  Blood  Pressure 

Fig.  1 

Stenosis  of  the  renal  artery  can  be  caused  by 
atherosclerosis  (65  percent)  or  by  any  of  the 

From  the  Hypertension  Center,  Vanderbilt  University 
Hospital.  Nashville,  Tenn.  37232. 


various  forms  of  fibromuscular  dysplasia  (35 
percent).  While  unilateral  fibromuscular  dysplasia 
more  commonly  affects  the  right  kidney,  unilateral 
atherosclerotic  lesions  are  most  often  seen  on 
the  left  side.  Bilateral  involvement  occurs  with 
equal  frequence  in  both  types  of  lesions  (30 
percent) . 

Diagnosis 

The  history  and  physical  examination  provide 
little  help  in  differentiating  essential  hypertension 
and  renovascular  hypertension.  In  our  experi- 
ence the  very  young  hypertensive  patient  (under 
10  years)  has  renovascular  origin  in  80  percent 
of  the  cases,  the  next  highest  incidence  is  in  pa- 
tients over  60  years  of  age  (33  percent).  In  122 
patients  with  proven  RVH  50  percent  had  a 
family  history  of  hypertension.  The  duration  of 
the  hypertension  ranged  from  two  months  to 
20  years  (mean  five  years).  The  mean  age  of 
patients  with  atherosclerotic  lesions  was  50  years, 
in  fibromuscular  disease  the  mean  age  was  33 
years. 

Two  features  of  the  physical  examination  are 
of  significance.  The  patient  with  RVH  is  usually 
thin;  the  obese  patient  rarely  proves  to  have 
RVH.  An  abdominal  bruit  in  the  epigastrium  is 
common  (40-80  percent)  in  RVH.  The  rapid 
sequence  1VP  is  widely  used  as  a screening  test. 
If  the  IVP  is  positive,  it  is  very  useful;  how- 
ever, in  33  percent  of  our  patients  with  proven 
RVH  the  test  showed  no  difference  between  the 
two  kidneys.  The  fact  that  one  half  of  the  33 
percent  with  a normal  IVP  had  bilateral  lesions 
is  of  interest,  but  it  does  not  really  mitigate  the 
fact  that  the  proper  diagnosis  was  missed.  Renal 
arteriography  is  the  key  screening  test  in  patients 
with  significant  diastolic  hypertension  (100  mm 
Hg  or  greater). 

When  a renal  artery  lesion  is  seen  on  arteri- 
ography its  functional  significance  must  be  eval- 
uated with  renal  vein  renin  assay  and  split  renal 
function  studies  (Howard  and  Stamey  Tests). 
A supine  renin  ratio  of  1.5  to  1 between  the 
involved  and  uninvolved  kidney  is  considered 
significant.  Likewise,  consistent  lateralization  of 
all  samples  with  a decrease  in  urine  volume,  in- 
(continued  on  page  381) 
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Obstructive  Jaundice 

This  69-year-old  white  lady  suffered  from  nausea 
and  abdominal  distension  for  ten  days.  When  she  saw 
her  family  physician  she  was  clinically  jaundiced  and 
had  a serum  bilirubin  of  10  mg%,  an  alkaline  phospha- 
tase of  290  units,  and  an  SGOT  of  164  units.  A flat 
plate  of  the  abdomen  showed  no  abnormal  masses 
and  no  stones.  An  upper  GI  x-ray  showed  a small 
sliding  hiatal  hernia,  and  a lower  GI  x-ray  showed 
diverticulitis  and  slight  downward  displacement  of  the 
transverse  colon  at  the  hepatic  flexure.  Her  bilirubin 
and  alkaline  phosphatase  rose  over  the  next  month 
while  the  SGOT  remained  unchanged.  A pancreas 
scan  with  selenium  75  methionine  (Fig.  1)  showed 
good  visualization  of  the  head  of  the  pancreas  with 
poor  visualization  of  the  body  and  tail  of  the  pancreas. 


A 99M  Technetium  colloid  scan  of  the  liver  (Fig.  2) 
showed  indentation  of  the  inferior  liver  margin  in  the 
region  of  the  portis  hepatis.  An  1-131  radio  rose 
bengal  liver  scan  (Fig.  3)  showed  good  isotope  con- 
centration in  the  liver  but  no  passage  of  isotope  out 
of  the  liver  at  1,  3,  6 or  24  hours  post-injection.  An 
abdominal  ultrasound  study  (Figs.  4 and  5)  showed  a 
dilated  cystic  gallbladder.  The  body  and  tail  of  the 
pancreas  on  the  ultrasound  study  showed  dense  echoes 
which  are  not  interpretable  while  the  head  of  the  pan- 
creas visualized  moderately  well. 

She  was  subsequently  taken  to  surgery  where  a mas- 
sively distended  gallbladder  with  no  stones  was  re- 
moved. The  common  bile  duct  was  distended.  Two 
biopsies  of  the  swollen  head  of  the  pancreas  showed 
edema  and  inflammation  (felt  to  be  the  cause  of  the 
obstruction)  and  showed  no  evidence  of  malignancy. 


Fig.  1 


Fig.  3 


Fig.  2 


From  the  Department  of  Nuclear  Medicine,  Park 
View  Hospital,  Nashville,  Tenn.  37203. 
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Fig.  4 

The  technetium  colloid  liver  scan  is  the  most 
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Fig.  5 


effective  study  to  establish  or  rule  out  an  intra- 
hepatic  malignancy.  In  this  case  there  was  no 
evidence  of  an  intrahepatic  mass  on  the  scan. 
The  defect  at  the  portis  hepatis  is  an  uncommon 
finding  and  was  apparent  in  this  case  only  because 


of  the  marked  distension  of  the  gallbladder.  The 
radio  rose  bengal  study  not  only  established  that 
the  jaundice  was  obstructive  (because  the  isotope 
did  not  pass  through  the  liver)  but  also  helped  to 
rule  out  a choledochal  cyst  and  a bile  fistula. 
The  abdominal  ultrasound  study  uniquely  estab- 
lished the  presence  of  a hugely  distended  gall- 
bladder and  firmly  placed  the  obstruction  at 
an  extrahepatic  level.  The  selenium  75  me- 
thionine pancreas  scan  and  the  abdominal  ultra- 
sound study  suggested  pancreatic  disease  but  did 
not  establish  its  presence,  much  less  its  nature. 

The  combined  use  of  these  non-invasive  scan- 
ning techniques  were  able  to:  1)  Rule  out  sev- 

eral conditions  in  which  the  patient  would  be 
inoperable  (hepatic  tumor  or  intrahepatic  cho- 
lestasis), 2)  Establish  that  the  jaundice  was 
extrahepatic,  3)  Demonstrate  a massively  dis- 
tended gallbladder,  and  4)  Suggest  pancreatic 
disease  as  the  most  probable  cause  of  the 

jaundice.  Robert  L.  Bell,  M.D.,  Director 
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Hypertension  . . . 

(continued  from  page  379) 

crease  in  creatinine  concentration,  increase  in 
PAH  concentration  represent  positive  Howard 
and  Stamey  Tests.  Although  some  feel  that  renal 
vein  renin  assays  alone  suffice  to  make  the  diag- 
nosis, valuable  information  is  obtained  from  the 
split  renal  function  studies.  There  are  incon- 
sistencies in  both  of  these  tests  when  used  alone; 
each  will  give  a false  negative  result  in  about  10 
percent  of  the  cases  with  RVH.  When  the  results 
of  both  tests  are  combined,  one  approaches  100 
percent  accuracy  in  establishing  the  diagnosis  of 
RVH. 

Treatment 

Operative  management  at  present  is  the  treat- 
ment of  choice  of  RVH.  Renal  revascularization 
should  be  undertaken  wherever  possible  to  pre- 
serve renal  function.  Nephrectomy  should  be 
done  only  as  a last  resort  because  many  patients 
will  subsequently  develop  contralateral  renal 
artery  lesions.  Aortorenal  bypass  using  saphenous 
vein  as  the  graft  has  been  our  operation  of  choice. 
In  our  experience  with  the  above  criteria  of  se- 
lection, more  than  90  percent  of  the  patients  have 
been  either  cured  of  hypertension  or  significantly 
improved  by  operation.  In  patients  without  asso- 
ciated extra-renal  vascular  lesions  requiring 
simultaneous  correction,  the  operative  mortality 


rate  has  been  less  than  three  percent.  Although 
long  term  follow  up  of  patients  undergoing  op- 
erative management  of  RVH  is  only  now  being 
obtained,  there  appears  to  be  no  significant 
attrition  rate  of  early  excellent  results.  Never- 
theless, the  ultimate  longevity  of  bypass  grafts 
is  unknown  at  this  time. 


Summary 

1.  Renovascular  hypertension  is  common — 5-10  per- 
cent of  hypertensive  patients. 

2.  Best  screening  test:  renal  arteriography. 

3.  Definitive  tests:  split  renal  function  studies  and 
renal  vein  renins. 

4.  Operative  treatment:  aortorenal  bypass  graft. 

5.  Amelioration  of  hypertension  in  90  percent  of 

the  cases  so  treated.  RicHard  H.  Dean,  M.D. 

John  H.  Foster,  M.D. 
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The  Tennessee  Mid-South  Regional  Medical 
Program  is  currently  administering  64  different 
projects  with  a total  funding  level  of  $2,681,791. 
These  efforts  are  varied  in  emphasis  and  purpose. 
During  the  past  few  months  several  of  our  pro- 
grams have  been  featured  in  this  column:  The 
High  Risk  Newborn  Network;  the  High  Risk 
Obstetrical  Project — Fetal  Monitoring  Network; 
and  our  rural  Primary  Care  Clinics.  This  month, 
three  very  different  projects  which  have  the  po- 
tential of  serving  great  numbers  of  people  will 
be  summarized. 

Services  the  Elderly  Need  Directly  (SEND) 

Project  SEND  serves  four  counties  in  Upper 
East  Tennessee:  Carter,  Johnson,  Unicoi  and 
Washington.  Surveys  show  that  there  are  19,637 
elderly  people  in  these  counties,  forty  percent 
of  whom  are  below  the  poverty  level.  13,831 
are  currently  receiving  Social  Security  Benefits, 
and  1,693  are  receiving  Old  Age  Assistance 
through  the  Tennessee  Department  of  Public 
Welfare.  Johnson  County  is  the  second  poorest 
county  in  Tennessee  and  the  14th  poorest  in  the 
United  States. 

The  major  objectives  of  this  project  are: 

( 1 ) to  enable  aged,  isolated,  chronically  ill 
persons  in  rural  areas  to  remain  in  their  own 
homes  and  yet  receive  necessary  health  services 
rather  than  admitting  them  to  hospitals  or 
nursing  homes;  (2)  to  free  nurses  from  certain 
non-professional  services,  thereby  allowing  them 
additional  time  to  tend  to  the  more  complex 
needs  of  the  patients,  and  in  so  doing  to  expand 
the  scope  of  medical  care  for  senior  citizens  at 
little  or  no  additional  costs;  (3)  to  seek  chroni- 
cally ill  aged  persons  not  receiving  medical  care 
and  to  assist  them  in  obtaining  needed  services; 
(4)  to  work  with  local  medical  resources  and 
health  departments  to  provide  screening  for  the 
elderly;  and  (5)  to  assist  senior  citizens  to  fully 
utilize  the  health  resources  available  to  them. 

Health  aides  recruited  from  the  low  income 
elderly  have  been  trained  by  the  registered  nurse 
who  supervises  the  program  to  perform  such 
patient  care  services  as  giving  repetitive  physical 
therapy  exercises,  bathing,  feeding,  taking  temp- 
erature and  blood  pressure  readings,  etc.  The 
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registered  nurse  provides  patient  education,  phy- 
sical therapy  evaluation,  and  medical  services 
under  a physician’s  prescription,  such  as  changing 
catheters,  giving  injections,  etc.  She  is  also  re- 
sponsible for  reporting  the  patient’s  progress  to 
the  physician  and  to  the  patient’s  family.  Re- 
ferrals have  been  received  from  such  diverse 
groups  as  physicians,  County  Welfare  and  Health 
Departments,  hospitals  and  nursing  homes, 
churches,  Senior  Citizens  Centers,  food  stamp 
offices,  neighborhood  health  service  centers, 
housing  authorities,  the  police  departments  and 
newspapers.  Project  SEND  has  engendered  strong 
community  support  from  city  and  county  officials 
of  the  four  involved  counties  and  from  the  medi- 
cal profession. 

The  grant  was  awarded  on  September  1,  1974. 
After  an  initial  training  period,  home  visits  began 
on  November  1,  1974.  From  that  date  through 
February  28,  1975,  2,480  patients  were  visited 
in  their  homes  by  the  nurses  and  the  home  health 
aides. 

Very  recently,  a questionnaire  evaluating  the 
project  was  sent  to  Public  Health  Nurses,  Devel- 
opment District  employees,  SEND  patients  and 
Senior  Citizens  Center  Directors.  The  answers 
received  indicate  that  the  project  is  indeed  meet- 
ing the  health  needs  of  the  elderly  and  that  this 
service  is  helping  to  reduce  admissions  to  hos- 
pitals and  nursing  homes.  In  short,  this  project 
is  well  on  the  way  to  meeting  the  needs  it  was 
intended  to  address. 

Organ  Donor  Education  Program — 

Middle  Tennessee  Kidney  Foundation 

More  and  more  kidney  patients  are  being  made 
eligible  for  dialysis  and  transplant  as  a result  of 
recently  enacted  legislation,  and  it  is  estimated 
that  over  900  Tennesseans  will  die  this  year  be- 
cause there  are  not  enough  kidneys  available  for 
transplant.  Thus,  a means  must  be  found  to  meet 
this  newly  created  demand.  This  project  addresses 
itself  to  this  need  by  seeking  to  educate  the  public 
as  to  its  importance.  Not  only  is  there  a need 
for  a program  to  promote  donor  procurement, 
but  it  is  felt  that  the  public  must  be  made  aware 
of  the  importance  of  early  treatment  of  kidney 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


problems  in  order  to  reduce  the  incidence  of 
serious  kidney  disease. 

In  addition  to  distributing  literature  and  making 
speeches  throughout  a 40  county  area,  a major 
thrust  of  this  program  has  been  a school  pro- 
gram designed  to  reach  into  the  homes  of  the 
people  of  Middle  Tennessee.  During  the  first 
three  months,  27  schools  were  visited  in  15 
counties;  121  programs  were  presented  to  8,059 
students  and  197  teachers.  The  public  school 
system  offers  the  best  opportunity  for  the  widest 
dissemination  of  information  regarding  all  phases 
of  kidney  problems.  The  benefits  to  the  large 
student  population  alone  are  well  worth  the  efforts 
expended,  but  the  implications  for  the  future  are 
even  greater  as  these  students  begin  their  own 
families  and  become  the  decision-makers  of  to- 
morrow. 

It  is  of  course  impossible  to  definitely  attribute 
the  successful  procurement  of  kidneys  to  the 
Organ  Donor  Education  Program,  but  it  un- 
doubtedly has  had  a great  effect,  in  that  the 
kidney  retrieval  rate  in  this  area  has  improved 
over  last  year.  A total  of  151  kidneys  were 
retrieved  in  the  Middle  Tennessee  area  during 
1974.  Of  this  number,  52  were  used  for  trans- 
plant in  the  immediate  locale;  49  were  shared 
with  other  programs;  and  49  were  unsuitable 
for  transplantation. 

Venereal  Disease  Information  Center 

Another  program,  the  major  thrust  of  which 
is  public  education,  is  the  Venereal  Disease  Infor- 
mation Center.  This  center  was  established  in 
1971  under  the  joint  sponsorship  of  the  Middle 


Tennessee  Society  of  Pharmacists  and  the  Na- 
tional Life  and  Accident  Insurance  Company  to 
provide  a confidential  resource  for  people  to 
obtain  venereal  disease  advice  and  treatment 
referral.  During  the  first  two  years  of  operation 
of  the  ‘‘Hotline”,  information  was  disseminated 
to  30,000  people.  In  1973,  6,613  cases  of  VD 
were  reported  in  the  40  county  Middle  Tennes- 
see area.  National  surveys  indicate  that  only 
one  case  in  eight  is  reported;  therefore,  it  may 
be  assumed  that  the  rate  is  really  much  higher. 
The  disease  rate  in  Nashville  is  25  percent  higher 
than  the  state  average  for  both  gonorrhea  and 
syphilis.  These  rising  VD  rates  have  increased 
the  need  for  formalized  educational  programs  to 
help  the  public  combat  this  disease.  The  grant 
awarded  by  TMS/RMP  on  July  1,  1974  made 
possible  the  expansion  of  the  “Hotline”  services. 
A Venereal  Disease  Specialist  was  hired.  His 
primary  functions  are  to  present  information  pro- 
grams to  school  classes  and  other  groups;  to 
coordinate  the  venereal  disease  activities  of  the 
sponsoring  organizations;  to  provide  motivation 
to  other  organizations  to  develop  VD  programs; 
and  to  act  as  a liaison  between  the  Center  and 
other  health  agencies.  During  the  first  quarter 
of  operation  of  this  project,  35  programs  were 
presented  to  978  students.  During  that  same 
period,  7,789  calls  were  received  on  the  “Hot- 
line.” This  is  an  average  daily  rate  of  about 
52  calls  per  day.  The  ultimate  goal  of  this 
program  is  to  make  the  Venereal  Disease  Infor- 
mation Center  a viable  institution  with  identified 
sources  of  funding  in  order  to  carry  on  an  ex- 
panded program  in  the  future. 


First  Aid  Supplies  in  Wilderness  Useful  in  Emergencies 

The  items  listed  by  John  A.  Rand  of  the  Dartmouth  Outing  Club,  Hanover,  N.H., 
could  be  useful  in  emergencies.  Here’s  the  list,  compiled  by  Rand  from  his  experiences 
with  the  club’s  hikers,  canoeists,  and  rock  climbers — 

First  aid  items  for  prevention:  antisunburn  creams;  salt  tablets;  water  purifiers;  foil 
rescue  blankets  (for  chilling);  moleskin  (for  blisters);  insect  repellents;  emergency  fire 
starters,  whistles,  signal  mirrors,  and  even  flares  and  smoke  signals. 

First  aid  material  for  bleeding  control  and  abrasions:  self-adhering  bandages,  1 and  2- 
inch;  bandage  compresses,  2 and  3-inch;  sterile  pads,  4x4-inch:  roller  bandages,  2-inch; 
adhesive  tape,  2-inch;  antiseptic  soap  and  lotion  or  cream;  tweezers,  scissors,  and  eye  cup. 

First  aid  material  for  fracture  care:  triangular  bandages;  elastic  roller  bandages,  4-inch; 
leg-air  splints;  prepackaged  wire  splints. 

Additional  miscellaneous  supplies:  aspirin,  emetics,  antidiarrheal  medication,  laxatives, 
topical  anesthetic  ointments,  calamine  lotion,  ammonia  inhalants,  airways,  and  a snake  bite 
kit. 

Antibiotics,  anti-beesting  and  other  special  medications  and  suturing  equipment  come 
under  the  heading  of  secondary  aid  to  be  determined  and  administered  by  qualified  persons, 
says  Rand.  Most  equipment  should  be  of  the  compressed  unit-type  packaging.  All  should 
be  protected  by  waterproof  containers,  preferably  of  a flotation  type,  if  canoeing.  With 
large  groups  the  threat  of  loss  dictates  that  supplies  should  be  divided  between  two  or  more 
parties. 
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ular  contractility.  There  was  a moderately  severe  focal 
stenosis  in  the  proximal  anterior  descending  and  prox- 
imal circumflex  coronary  arteries.  Eight  hours  following 
cardiac  catheterization  and  coronary  cineangiography 
he  had  recurrence  of  his  pain  which  at  this  time  was 
not  alleviated  by  nitroglycerin.  The  pain  was  electro- 
cardiographically  associated  with  ST  segment  elevation 
and  T wave  inversion  in  VI  through  V4  and  the  CPK, 
LDH  and  SGOT  were  elevated  the  following  morning 
suggesting  anteroseptal  infarction.  Twelve  hours  later 
he  was  noted  to  have  this  rhythm  strip.  The  strip  is 
continuous.  It  was  obtained  from  the  monitor  in  the 
cardiac  care  unit  and  is  roughly  analogous  to  a V4  lead. 

||  ill 


m 


EKG 
of  the  moil 


HISTORY 

The  patient  is  a 48-year-old  man  who  had  a 3 week 
history  of  angina  pectoris.  Electrocardiograms  had 
shown  varying  non-specific  ST-T  wave  changes.  He 
had  left-heart  catheterization  and  coronary  cineangi- 
ography carried  out  which  showed  very  good  ventric- 


The  electrocardiogram  shows  periods  of  sinus 
rhythm  with  some  variation  in  sinus  rate.  The 
PR  interval  is  normal  at  0.18  seconds.  The  rate 
varies  notably  with  a PP  interval  in  the  last  com- 
plex of  the  top  strip  which  represents  a rate  of 
approximately  62  per  minute.  This  is  in  contrast 
to  the  first  identifiable  PP  interval  of  the  run  of 
sinus  rhythm  in  which  the  rate  is  in  the  range  of 
85  per  minute.  Note  that  as  the  sinus  rate  slows 
the  widened  QRS  is  noted  and  the  P waves  are 
lost.  This  is  an  example  of  an  accelerated 
idioventricular  rhythm  with  the  ventricular  focus 
usurping  pacemaker  control  during  slowing  of 
the  sinus  rate.  The  ventricular  focus  is  quite 
regular  at  a rate  of  73  per  minute.  Note  that  the 

From  the  Department  of  Cardiology,  St.  Thomas 
Hospital,  Nashville,  Tennessee. 
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third  beat  from  the  left  in  the  top  strip  has  the 
configuration  intermediate  between  that  of  the 
normally  conducted  beats  and  the  ventricular 
beat.  This  represents  a combination  complex  as 
does  the  last  beat  in  the  top  strip. 

In  1968  Rothfeld  and  his  associates  noted  the 
occurrence  of  idioventricular  rhythms  in  36  of 
100  consecutive  patients  with  acute  myocardial 
infarction.  The  arrhythmias  were  more  com- 
monly associated  with  inferior  wall  myocardial  in- 
farction. They  were  also  more  commonly  noted 
in  the  setting  of  relative  sinus  bradycardia.  These 
arrhythmias  are  usually  transient  lasting  for  only 
a few  beats  to  30  or  40  beats  in  series.  They  are 
usually  associated  with  a favorable  prognosis  and 
rarely  progress  to  ventricular  tachycardia  or  fibril- 
( continued  on  page  386 ) 
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Radiation  Safety 

All  sources  of  machine  produced  ionizing 
radiation  (x-rays)  in  Tennessee,  except  for  a 
minimum  number  which  are  under  Federal  con- 
trol, are  regulated  by  the  Tennessee  Department 
of  Public  Health’s  Division  of  Occupational  and 
Radiological  Health  (ORH).  ORH  is  also  re- 
sponsible for  the  licensing  of  radioactive  ma- 
terials, radiological  emergency  operations,  and 
environmental  monitoring.  This  discussion  will 
concentrate  on  machine  produced  ionizing  radi- 
ation and  how  the  state’s  regulatory  (registration 
and  inspection)  program  came  into  being. 

The  Radiological  Health  Section  of  ORH  as 
it  exists  today  began  in  1959  when  the  Ten- 
nessee General  Assembly  enacted  legislation  es- 
tablishing the  Radiological  Health  Service.  This 
organization  had  as  its  major  functions  the  ac- 
quisition and  dissemination  of  information  per- 
taining to  radiological  health  and  the  promulga- 
tion of  rules  and  regulations  to  protect  users 
and  the  citizens  of  the  state  from  the  hazards  of 
ionizing  radiation.  The  Radiological  Health 
Service  immediately  established  a program  for 
registration  of  users  and  possessors  of  radiation 
sources  and  initiated  an  inspection  program  which 
relied  on  voluntary  compliance  until  the  first  set 
of  regulations  was  promulgated  in  1964.  The 
State  Regulations  for  Protection  Against  Radi- 
ation have  been  revised  twice  since  the  original 
promulgation  and  a third  revision  is  currently 
in  progress. 

The  Radiological  Health  Service  and  the  In- 
dustrial Hygiene  Service  were  formally  combined 
into  a division  in  1969  known  until  just  recently 
as  the  Division  of  Industrial  and  Radiological 
Health. 

In  1972  the  Division  was  charged  with  part 
of  the  responsibility  for  administering  the  pro- 
visions of  another  article  of  legislation  passed 
by  the  General  Assembly,  the  Tennessee  Occupa- 
tional Safety  and  Health  Act  (TOSHA).  This 
legislation  allowed  the  Tennessee  Department  of 
Public  Health  and  the  Tennessee  Department  of 
Labor  to  establish  a program  whereby  the  state 
would  assume  the  role  of  enforcing  standards 
intended  to  protect  employees  from  health  and 
safety  hazards  in  the  work  place. 


To  reflect  more  accurately  the  present  man- 
dates given  the  Division,  its  name  has  been 
changed  to  the  Division  of  Occupational  and 
Radiological  Health.  Thus,  the  Radiological 
Health  staff  of  ORH  is  currently  enforcing  two 
separate  sets  of  regulations  which  were  established 
under  different  laws.  The  regulations  established 
pursuant  to  the  Radiological  Health  Service  Act 
of  1959,  entitled  State  Regulations  for  Protection 
against  Radiation,  are  the  most  comprehensive 
set  of  regulations  concerning  radiation  which 
ORH  has  promulgated  to  date. 

The  TOSHA  regulations  ORH  has  promulgated 
are  basically  the  same  as  Part  2 of  the  State 
Regulations,  but  modified,  as  mandated  by 
TOSHA,  so  that  they  concern  only  the  protec- 
tion of  employees,  whereas  the  State  Regulations 
cover  the  general  public  as  well.  The  TOSHA 
regulations  also  differ  from  the  State  Regulations 
in  that  they  do  not  contain  any  performance 
standards  for  radiation  producing  equipment  nor 
any  required  operating  procedures  for  x-ray 
equipment  operators  such  as  those  contained  in 
Part  3 of  the  State  Regulations. 

To  promulgate  standards  under  the  Radiologi- 
cal Health  Service  Act  of  1959,  ORH  drafts 
regulations  which  it  deems  to  be  necessary  and 
appropriate  and  presents  the  proposed  regulations 
through  the  Commissioner  of  Public  Health  to 
the  Public  Health  Council,  whose  members  are 
appointed  by  the  Governor  to  advise  the  De- 
partment in  its  work.  Interested  parties  have 
15  days  to  submit  written  objections  or  sug- 
gested revisions  to  the  Commissioner. 

ORH  has  not  promulgated  any  TOSHA  stan- 
dards of  its  own  authorship,  but  has  adopted 
those  standards  which  the  Federal  Occupational 
Safety  and  Health  Administration  has  promul- 
gated. The  TOSHA  law  provides  for  this  by 
allowing  ORH  to  adopt  these  standards  immedi- 
ately upon  approval  of  the  Public  Health  Council 
and  publication  in  a newspaper  in  the  four  major 
cities  in  the  state. 

In  the  area  of  enforcement  of  the  two  sets  of 
regulations,  as  was  previously  stated,  the  TOSHA 
standards  are  nearly  the  same  as  Part  2 of  the 
State  Regulations.  Whenever  a condition  is  ob- 
served which  constitutes  a violation  of  both 
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regulations,  the  citation  is  issued  preferentially 
under  the  TOSHA  standards.  Whenever  an  in- 
spection reveals  TOSHA  violations  and  violations 
of  the  State  Regulations  other  than  Part  2,  the 
resulting  citations  are  prepared  and  delivered 
separately  in  the  format  its  particular  legislation 
specifies. 

Both  laws  provide  for  monetary  penalties,  but 
the  conditions  under  which  they  may  be  imposed 
differ.  The  Radiological  Health  Service  Act  pro- 
vides for  penalties  of  $50  to  $100  per  offense 
if  compliance  with  the  regulations  has  to  be  ob- 
tained by  court  order;  otherwise  there  are  no 
fines.  TOSHA  provides  that  monetary  penalties 
up  to  $1,000  per  day  may  be  assessed  by  the 
Commissioner,  depending  upon  the  severity  of 
the  violation.  This  penalty  is  subject  to  review 
by  the  Occupational  Safety  and  Health  Review 
Commission  which  was  established  specifically 
for  this  purpose,  and  also  by  the  judiciary. 

The  ORH  staff  that  administers  the  x-ray 
registration  and  inspection  program  consists  of 
five  physicists.  One  physicist  devotes  most  of 
his  time  to  the  x-ray  inspection  program  and  the 
remainder  to  determining  adequacy  of  shielding 
at  x-ray  facilities.  Three  of  the  physicists’  time 
is  divided  between  x-ray  inspections,  isotype  in- 
spections, environmental  monitoring,  and  emer- 
gency response.  There  are  three  other  physicist 
inspectors  and  one  more  supervisor  in  the  radio- 
logical program  who  devote  their  time  solely  to 
isotope  licensing  and  inspections  and  to  environ- 
mental monitoring  and  incident  investigations. 

A major  aspect  of  the  machine  produced 
ionizing  radiation  section  is  x-ray  registration. 
The  State  Regulations  require  a new  registration 
to  be  issued  or  an  old  one  renewed  each  time 
there  is  a change  in  equipment  that  changes  radi- 
ation output.  Re-registration  is  also  required 


whenever  equipment  is  moved.  Reports  of  modi- 
fied machines  and  new  purchases  are  submitted 
to  ORH  quarterly  by  x-ray  equipment  distribu- 
tors. 

During  FY  1974,  a total  of  4600  x-ray  tubes 
were  registered  with  ORH,  accelerators  not  in- 
cluded. Because  of  the  hazards  associated  with 
accelerators  (machines  that  increase  the  veloc- 
ity of  particles  to  high  energies  to  produce  par- 
ticulate or  electro-magnetic  high  energy  radiation) 
a certified  registration  program  is  necessary.  This 
allows  ORH  to  certify  that  the  Facility  is  ade- 
quate and  that  operating  safety  and  health  pro- 
tection procedures  are  adhered  to.  At  this  time, 
certified  registrations  have  been  issued  only  to 
accelerators  in  medical  therapy  and  industrial 
radiography. 

The  x-ray  inspection  program  is  the  other 
major  aspect  of  the  ionizing  radiation  operation. 
The  biggest  problems  encountered  by  ORH 
representatives  were  inadequate  collimation,  in- 
adequate filtration,  and  improper  film  develop- 
ment. There  has  been  some  improvement  in 
1974  inspection  results  over  1973.  However, 
63  percent  of  the  medical  tubes  inspected  in 
1974  were  found  to  be  in  noncompliance  with 
specific  items  which  affect  the  exposure  received 
by  patients  and  attendants. 

Most  violations  are  probably  caused  by  any 
one  or  a combination  of  the  following  reasons: 
insufficient  instruction  of  operators,  poor  main- 
tenance of  equipment,  and  inadequate  under- 
standing of  the  State  Regulations  by  x-ray  distrib- 
utors and  registrants. 

It  is  estimated  that  approximately  580  x-ray 
tubes  will  be  inspected  in  FY  1975  and  600 
tubes  in  FY  1976.  It  is  also  estimated  that  there 
will  be  a 5 percent  real  growth  in  x-ray  registra- 
tion for  FY  1975  and  again  in  FY  1976. 


EKG  . . . 

(continued  from  page  384) 

lation.  This  arrhythmia  most  commonly  disap- 
pears spontaneously  without  therapy.  It  has  also 
been  noted  in  association  with  digitalis  toxicity. 
In  all  reported  cases  the  prognosis  has  been 
excellent. 

In  this  patient  the  accelerated  idioventricular 
rhythm  ceased  spontaneously  over  the  next  6 


hours  and  has  not  recurred.  His  post  infarction 
course  has  subsequently  been  uncomplicated. 

W.  Barton  Campbell,  M.D. 

Co-Director,  Dept,  of  Cardiology 
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Where  Do  We  Go  From  Here? 

Substantial  progress  has  been  made  by  the 
Tennessee  Department  of  Mental  Health  during 
the  last  four  years  in  the  development  of  com- 
munity resources  to  serve  the  mentally  ill  and 
mentally  retarded. 

During  the  administration  of  my  distinguished 
colleague  and  our  former  commissioner,  Dr.  C. 
Richard  Treadway,  the  department  launched  a 
program  designed  to  decrease  the  population  of 
our  various  institutions  and  expand  and  make 
alternative  programs  available  within  the  com- 
munity. 

In  four  years,  we  were  able  to  decrease  the 
resident  population  of  our  psychiatric  hospitals 
by  28  percent,  and  at  the  same  time  to  decrease 
the  resident  population  of  our  retardation  insti- 
tutions (developmental  centers)  by  8 percent. 
Alternative  programs  were  provided  within  the 
communities  where  these  people  live  and  com- 
munity mental  health  programs  were  increased 
by  78  percent  while  community  mental  retar- 
dation programs  grew  by  422  percent. 

The  number  of  outpatient  visits  made  to  com- 
munity mental  health  programs  by  those  in  need 
of  counseling,  medication,  and  other  services  in- 
creased by  283  percent  over  a four  year  period, 
and  the  clientele  participating  in  community  day 
training  programs,  sheltered  workshops,  and  spe- 
cial education  programs  for  the  mentally  retarded 
was  up  by  454  percent.  The  number  of  psy- 
chiatric inpatient  days  provided  by  various  com- 
munity programs  increased  by  286  percent  and 
the  number  of  community  residential  services  for 
the  retarded  was  increased  by  350  percent. 

The  State  of  Tennessee  increased  the  number 
of  programs  to  serve  alcohol  and  drug  patients 
by  30  percent,  and  state  appropriations  for  com- 
munity mental  health  programs  were  up  by  210 
percent.  State  appropriations  to  community 
mental  retardation  programs  rose  by  445  percent. 

While  these  accomplishments  are  remarkable, 
we  are  in  no  position  to  relax  our  efforts  to 
provide  more  and  better  services  for  the  men- 
tally disabled.  At  the  present  time,  four  of  our 
five  psychiatric  hospitals  have  been  accredited 
by  the  Joint  Commission  on  Accreditation  of 
Hospitals;  however,  Central  State  Psychiatric 


Hospital  in  Nashville  and  our  three  developmental 
centers — Arlington,  Greene  Valley  and  Clover 
Bottom — are  not  accredited. 

Conditions  under  which  many  of  our  patients 
live  and  are  cared  for  in  our  institutions  are 
far  from  ideal.  The  number  and  adequacy  of 
trained  personnel  for  all  areas  of  the  state  are 
far  below  par.  Adequacy  and  availability  of 
our  community  programs  for  the  mentally  ill 
and  mentally  retarded  is  minimal. 

Most  of  our  alcohol  and  drug  programs  cannot 
boast  a number  of  successes,  cures,  or  even  sus- 
tained improvements  for  the  majority  of  individ- 
uals served.  Consequently — Where  do  we  go 
from  here? 

I should  like  to  suggest  a 20-year  plan  for  the 
development  of  appropriate,  optimally  available 
community  services  for  the  mentally  ill  and  men- 
tally retarded.  These  programs  are  to  be  located 
throughout  the  state,  and  our  institutions  are  to  be 
transformed  into  community  programs  which  will 
serve  the  areas  where  they  are  currently  located. 

In  Tennessee,  we  do  not  plan  to  repeat  the 
errors  which  were  made  in  California,  New  York, 
and  other  states,  where  a specific  year  was  de- 
termined for  these  institutions  to  close.  A plan 
of  closing  was  instituted  and  patients  were  often 
placed  in  inadequate,  inhumane,  inappropriate 
community  facilities  which  were  far  less  sufficient 
to  meet  their  needs  for  treatment  than  were  the 
hospitals  from  which  they  were  discharged. 

In  Tennessee,  we  plan  to  continue  the  evolution 
of  community  services  for  the  mentally  ill  and 
mentally  retarded,  and  preside  over  the  gradual 
reduction  in  the  populations  of  our  various  insti- 
tutions. As  our  community  facilities  are  increased 
and  become  more  available,  the  numbers  of 
patients  being  served  by  our  institutions  can  be 
reduced.  Hopefully,  in  this  way,  our  psychiatric 
hospitals  and  developmental  centers  will  eventu- 
ally evolve  into  community  programs  serving  their 
given  areas.  We  hope  we  can  accomplish  this 
program  within  a maximum  time  of  20  years. 

We  now  have  over  100  community  programs 
to  serve  the  mentally  retarded.  These  vary  in 
size  and  scope  from  a very  small  program  in  a 
rural  county  with  a staff  of  two  or  three  semi- 
professionals serving  15  clients,  to  a very  large 
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program  in  a metropolitan  area  with  a staff  of 
33  professional  and  para-professionals  serving 
200  clients. 

We  are  in  the  process  of  surveying  our  whole 
state  with  regard  to  number  and  location  of  mod- 
erately and  severely  retarded  individuals  who  are 
in  need  of  services.  And,  when  that  study  is 
completed,  we  hope  to  organize  the  state  into  an 
appropriate  number  of  comprehensive  facilities. 
These  will  include  sheltered  workshops,  day  train- 
ing centers,  community  residential  programs, 
foster  homes,  group  homes,  and  special  educa- 
tion programs  in  every  public  school  system  in 
our  state. 

Once  our  programs  are  organized  into  an  array 
of  comprehensive  services,  we  will  be  able  to 
meet  the  needs  of  severely,  moderately,  and 
mildly  retarded  individuals.  Much  of  the  work 
on  this  project  has  been  completed.  When  the 
plan  is  fully  implemented,  our  three  develop- 
mental centers  will  be  phased  into  comprehensive 
community  programs. 

Our  programs  for  the  mentally  ill  are  develop- 
ing rapidly.  We  now  have  1 1 fully  comprehensive 
mental  health  centers  which  offer  the  10  services 
required  by  the  Department  of  Mental  Health. 
For  a mental  health  center  to  qualify  as  compre- 
hensive, it  must  offer:  1 ) a full  array  of  outpatient 
services;  2)  inpatient  care;  3)  partial  hospitaliza- 
tion, such  as  day  care,  night  care,  etc.;  4)  emer- 
gency service  24  hours  a day,  7 days  a week; 
5)  consultation  and  educational  services;  6)  com- 
prehensive service  (including  all  of  the  above)  to 


children  and  youth,  to  alcoholics  and  drug  ad- 
dicts, to  the  forensic  clientele,  to  the  geriatric 
clientele,  and  some  specialized  services  to  the 
mentally  retarded  of  the  area  which  they  serve. 

The  State  of  Tennessee  has  been  divided  into 
30  service  areas  for  comprehensive  mental  health 
care,  and  according  to  our  20-year  plan,  each 
area  will  one  day  have  a comprehensive  center. 
When  all  30  comprehensive  centers  are  fully 
developed  and  are  able  to  offer  or  contract  for 
all  of  the  required  services,  and  when  they  are 
able  to  contract  for  the  availability  of  half-way 
houses,  foster  home  programs,  group  home  pro- 
grams and  other  necessary  programs,  we  plan  to 
transform  our  psychiatric  hospitals  into  com- 
munity mental  health  centers.  The  goal  of  the 
Department  of  Mental  Health  is  to  provide 
psychiatric  services  and  mental  retardation  ser- 
vices within  the  community. 

This  is  truly  a laudable  and  optimistic  dream. 
However,  we  in  the  Department  of  Mental  Health 
are  convinced  that  it  can  be  an  appropriate  dream 
if  we  simultaneously  develop  appropriate  and 
humane  care,  treatment,  and  training  for  our 
mentally  ill  and  mentally  retarded  citizens,  and 
if  these  services  are  available  in  the  communities 
where  they  live.  At  the  same  time,  we  must 
reduce  the  resident  population  of  our  major  men- 
tal institutions  and  phase  these  patients  and 
clients  into  our  community  programs. 

Harold  W.  Jordan,  M.D. 

Commissioner 


Now  SIDS  Has  a Number 

795.0  Sudden  Infant  Death  Syndrome,  under  one  year  of  age 

795.1  Sudden  Infant  Death  Syndrome,  one  year  of  age 

795.2  All  other  sudden  death  age  two  years  and  over. 

In  May  of  1973  the  medical  representatives  of  the  International  Classification  of  Diseases 
identified  Sudden  Infant  Death  as  a disease  entity  and  agreed  upon  the  above  coding.  Later 
in  that  year  the  National  Center  for  Health  Statistics  issued  guidelines  to  all  registration 
areas  that  will  result  in  more  reliable  compilation  of  statistics  on  SIDS. 

This  is  one  of  many  fronts  of  action  reported  in  the  Annual  Report  of  the  National 
Foundation  for  Sudden  Infant  Death  by  Abraham  B.  Bergman,  MD,  President. 

SIDS  is  a major  unsolved  problem,  taking  10.000  young  lives  each  year,  the  most  com- 
mon cause  of  death  between  two  weeks  and  one  year. 

One  hundred  twenty  babies  died  of  this  syndrome  in  1974.  These  will  be  sudden, 
unexplained  deaths  that  relinquish  no  cause  of  death  at  autopsy. 

Since  the  first  symptom  of  this  syndrome  is  death — the  guilt  and  grief  reaction  in 
affected  families  is  profound.  Doctors  and  nurses  need  to  know  about  SIDS  to  help  ease 
the  family  pain!  The  National  Foundation  for  Sudden  Infant  Death  is  a voluntary  agency 
which  fosters  the  twin  goals  of  prevention  of  the  syndrome  and  support  of  the  affected 
families. 

At  the  national  level,  legislation  has  been  passed  to  establish  regional  SIDS  centers  to 
provide  education  and  counsel  while  seeking  basic  information  through  research. 

Tell  someone  about  SIDS  and  help  ease  the  pain. 

Reprinted  from  Rocky  Mountain  Medical  Journal,  Oct.,  1974 
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Clinical  History:  This  6 pound,  8 ounce  male  infant 
was  the  product  of  a pregnancy  complicated  by  polyhy- 
dramnios. At  the  time  of  delivery  an  unusually  large, 
protuberant  tongue  was  noted  and,  later,  more  complete 
examination  revealed  hypotonia,  cryptorchidism,  hepa- 


Fig.  1 


Diagnosis:  Beckwith-Wiedemann  Syndrome. 
Discussion 

The  Beckwith-Wiedemann  Syndrome  consists 
of  many  abnormalities,  of  which  all  need  not 
be  present  in  each  individual  patient.  Ex- 
omphalos, macroglossia,  and  gigantism  are 
characteristic.  This  triad  has  given  the  syn- 
drome its  popular  name,  the  EMG  syndrome.1,2 
Other  common  abnormalities  are  visceromegaly, 
including  cardiomegaly,  and  microcephaly.  Se- 
vere neonatal  hypoglycemia  is  present  in  less 
than  half  of  the  patients,3  but  may  be  responsible 
for  death  or  for  central  nervous  system  impair- 
ment if  not  promptly  treated.  Hypoglycemia 
usually  clears  spontaneously  by  about  4 months 
of  age.1  In  addition,  an  increased  incidence  of 
intra-abdominal  malignancies  such  as  Wilm’s 
tumors,  adrenal  cortical  carcinomas,  hepatoblas- 


From  the  Department  of  Radiology,  Vanderbilt  Uni- 
versity Hospital,  Nashville,  Tennessee  37232. 


tosplenomegaly,  microcephaly,  and  bilateral  abdominal 
masses  felt  to  be  due  to  enlarged  kidneys.  At  3 days 
of  age  a heart  mumur  most  consistent  with  PDA  was 
detected. 

During  the  infant’s  stay  in  the  newborn  nursery,  his 
main  problems  were  hypoglycemia  and  respiratory 
distress  related  to  macroglossia. 

Radiographic  Findings:  A lateral  facial  film  (Fig.  1 ) 
shows  a large,  protuberant  tongue  with  a normal  sized 
mandible.  A single  film  from  an  intravenous  pyelogram 
(Fig.  2)  illustrates  large,  but  otherwise  normal  kidneys. 


Fig.  2 


tomas,  and  gonadoblastomas  have  been  re- 
ported.1,2 

The  cause  and  pathogenesis  of  this  syndrome 
remains  unknown.  There  is  a slight  female  pre- 
dominance. It  usually  occurs  sporadically,  but 
may  occur  in  siblings. 

Diagnosis  of  this  syndrome  may  be  made  clini- 
cally when  the  major  morphological  features  are 
present,  but  the  syndrome  should  also  be  familiar 
to  the  radiologist  who  may  suggest  or  confirm  the 
diagnosis.  Radiological  studies  may  discover 
major  or  minor  abnormalities  not  apparent  clini- 
cally, and  may  be  useful  to  follow  up  compli- 
cations. 

The  diagnosis  of  macroglossia  must  be  distin- 
guished from  pseudomacroglossia4  as  seen  in 
infants  whose  oral  cavity  is  small  relative  to  the 
normal-sized  tongue  (Downs  Syndrome)  or  in 
infants  with  a relatively  short  mandible  ( Pierre - 
Robin).  Causes  of  macroglossia  other  than  the 
Beckwith-Wiedemann  Syndrome  are  cretinism, 
lymphangioma,  hemangioma,  neurofibromatosis, 
mucopolysaccharidases,  glycogen  storage  diseases, 
and  myotonia  congenita.2,4 

The  differential  diagnosis  of  bilaterally,  sym- 
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metrically  enlarged  kidneys  in  the  neonate  or 
young  infant  includes  bilateral  hydronephrosis, 
renal  vein  thrombosis,  infants  of  diabetic  mothers, 
glycogen  storage  disease,  bilateral  renal  tumor  or 
hamartoma,  polycystic  disease,  acute  pyelone- 
phritis, and  heredity  tyrosinemia.2j5  It  is  of  interest 
that  mild  renal  anomalies  have  been  reported  in 
the  Beckwith-Wiedemann  syndrome  and  include 
hydronephrosis  and  hydroureter.1 

In  this  patient,  the  findings  of  both  renomegaly 
and  macroglossia  help  to  make  the  radiographic 
diagnosis  of  the  Beckwith-Wiedemann  syndrome. 

Sandra  G.  Kirchner,  M.D. 

Ying  T.  Lee,  M.D. 
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THE  COOPER  REVIEW 
(Answers  on  page  427) 

1.  Parkinson’s  disease  has  been  associated  with  which  of  the  following: 

(a)  Viral  infection  of  CNS  (encephalitis);  (b)  Carbon  monoxide  intoxication;  (c)  Manganese 
poisoning;  (d)  Degeneration  of  basal  ganglia;  (e)  All  of  the  above. 

2.  Which  is  the  closest  estimate  of  the  incidence  of  Parkinson’s  disease: 

(a)  1 out  of  5,000;  (b)  1 out  of  100,000;  (c)  1 out  of  100;  (d)  1 out  of  40;  (e)  1 out  of 

1,000. 

3.  The  cardinal  features  of  the  Parkinson  syndrome  are: 

(a)  Tremor,  weakness  and  dementia;  (b)  Rigidity,  excessive  salivation  and  dysarthria; 

(c)  Akinesia,  tremor  and  rigidity;  (d)  Weakness,  ataxia  and  rigidity;  (e)  Akinesia,  tremor  and 
weakness. 

4.  The  basic  defect  in  patients  with  Parkinson's  syndrome  is: 

(a)  Lack  of  L-Dopa;  (b)  Inability  of  utilize  L-Dopa  stores  of  the  body;  (c)  Lack  of  dopamine; 

(d)  Inability  to  transport  dopamine;  (e)  Defective  L-Dopa  metabolism. 

5.  Drugs  used  in  management  of  patients  with  Parkinson’s  disease  include: 

(a)  Artane  (trihexyphenidyl);  (b)  Symmetrel  (amantadine);  (c)  Benadryl;  (d)  L-Dopa  (L- 
dihydroxyphenylolanine) ; (e)  All  of  the  above. 

6.  Patient  complains  of  recent  onset  of  flashing  lights  and  floaters  to  his  personal  physician  or 
ophthalmologist.  Course  of  action? 

(a)  Everyone  has  floaters.  Don’t  worry  about  it. 

(b)  Patient  may  have  vitreo-retinal  disease. 

(c)  Optic  nerve  head  and  macula  normal — everything  OK. 

(d)  Pupils  dilated — possible  posterior  vitreous  detachment,  but  retinal  exam  normal  to  equator. 

7.  During  the  past  decade  more  and  more  schizophrenic  patients  are  treated  (or  neglected)  in  the 
community.  Less  and  less  have  long-term  state  hospitalization. 

The  legal  emphasis  on  civil  rights  of  individuals  is  the  main  reason  for  the  reduced  hospital 
population  of  schizophrenia.  TRUE  or  FALSE. 


"The  Cooper  Review'  is  published  by  the  Department  of  Medical  Education,  The  Cooper  Hospital,  Camden,  New 
Jersey,  Sherman  Garrison,  M.D.,  Director.  Produced  by  the  Medical  Staff  of  The  Cooper  Hospital,  “The  Cooper 
Review  is  a review  of  clinical  observations  and  contemp  orary  problems  encountered  by  the  staff. 
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EXCESSIVE  COST  OF  INSURANCE  FOR  MEDICAL  PROFESSIONALS  . . . Tennessee's 
U.S.  Senator  Bill  Brock  introduced  legislation  to  probe  the  roadblocks  to 
health  care  delivery  costs  by  skyrocketing  cost  of  insurance  for  medical 
professionals  . . . The  Senator  stated  that,  "The  cost  of  health  care  is 
going  to  increase  beyond  the  reach  of  most  Tennesseans.  Worse  yet,  the 
lack  of  malpractice  insurance  in  Tennessee  may  drive  many  of  our  medical 
professionals  to  other  states."  • • . Brock,  in  remarks  prepared  for  his 
speech  in  the  Senate,  outlined  his  concern  that  nurses,  doctors  would 
leave  Tennessee  if  insurance  became  too  expensive  or  impossible  to  obtain 
• • • Medical  care  costs  have  risen  faster  than  almost  any  other  part  of  a 
family's  budget.  Brock  stated.  Low  and  middle  income  families  cannot 
afford  to  see  their  medical  costs  driven  even  higher  by  rates  charged  by 
insurance  companies  . . . Senator  Brock  stated  that  his  bill  calls  for  two 
studies,  one  short-term  and  another  long-term.  He  said  this  will  give 
the  facts  and  figures  to  make  the  right  decisions.  It  was  pointed  out 
that  the  problem  is  particularly  acute  in  the  more  rural  areas  of 
Tennessee,  and  the  insurance  problem  would  increase  the  difficulties  of 
keeping  people  in  rural  areas.  Early  analysis  of  the  problem  has  indi- 
cated that  the  rapid  increase  in  insurance  cost  has  been  caused  by  much 
higher  awards  in  court  cases,  not  a decrease  in  the  quality  of  health 
care . 


HEALTH  PLANNING  ACT  PROVISIONS  SPELLED  OUT  ...  The  only  major  health 
bill  to  make  it  through  the  second  session  of  the  93rd  Congress  was  the 
Health  Planning  Act.  Close  to  the  end  of  the  session,  the  differences 
between  the  House  and  Senate  versions  of  this  legislation  were  resolved, 
and  President  Ford  signed  the  bill  . • • Major  provisions  of  the  Act  are: 
(1)  A fifteen-member  National  Council  on  Health  Planning  and  Development 
is  established.  The  Secretary  of  HEW,  with  the  help  of  the  Council,  is  to 
establish  national  guidelines  for  health  planning  including  standards 
for  the  appropriate  supply,  distribution  and  organization  of  health  re- 
sources, and  the  statement  of  national  health  planning  goals.  Certain 
health  priorities  are  laid  out  in  the  Act  which  must  be  taken  into  consid- 
eration in  the  development  of  goals.  (2)  Health  service  areas  are  to  be 
designated  by  Governors  but  may  be  revised  by  the  HEW  Secretary.  The 
areas  must  meet  certain  criteria  related  to  population,  geography  and 
medical  resources.  (Governor  Blanton  would  have  to  have  made  his 
recommendation  by  May  3.)  * (3)  Health  systems  agencies  are  to  be  desig- 
nated by  the  HEW  Secretary  at  consultation  with  the  Governor.  A 
health  system  may  be  a non-profit,  private  corporation,  a public  planning 
agency  or  a unit  of  local  government.  (4)  Governing  boards  of  a HSA 
must  have  a majority  of  consumers.  Provider  members  must  include  one- 


third  direct  providers  of  care.  (5)  HSA’s  will  determine  the  status 
of  health  delivery  systems,  inventory  health  resources,  develop  health 
service  plans  consistent  with  national  guidelines,  develop  annual  imple- 
mentation plans,  and  review  and  approve  most  Federal  grants.  (6)  There 
must  be  a state  planning  agency  which  will  prepare  an  annual  preliminary 
state  health  plan.  It  will  review  periodically  the  appropriateness  of  all 
institutional  health  services.  (7)  There  must  be  a State  Health  Coordi- 
nating Council  which  must  have  a majority  of  consumers.  The  Governor 
appoints  40%  of  the  membership  of  the  Council.  Each  HSA  is  entitled  to  at 
least  two  representatives,  half  of  whom  shall  be  consumers.  (8)  All 
states  must  enact  Certificate  of  Need  legislation.  (9)  Six  states  will 
receive  Federal  assistance  in  programs  of  rate  regulation  for  the  purpose 
of  demonstrating  the  efficiency  of  such  regulation. 
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AMA  FILES  SUIT  AGAINST  PLANNING  ACT  . . . The  AMA  has  filed  a lawsuit 
to  prevent  implementation  of  the  National  Health  Planning  and  Resources 
Development  Act.  The  suit  will  seek  to  have  the  law  declared  unconstitu- 
tional as  an  unwarranted  assumption  of  state  authority  by  the  Federal 
Government  . • • The  law  which  replaces  the  present  Comprehensive  Health 
Planning  Program  and  Regional  Medical  Programs,  creates  a system  of  agen- 
cies with  local  and  state  agencies  developing  and  implementing  health 
plans  under  guidelines  prepared  by  HEW  . . . AMA  now  is  involved  in  three 
separate  lawsuits  in  Federal  Court.  It  is  suing  the  Health,  Education  and 
Welfare  Department  to  stop  enforcement  of  new  utilization  and  review 
regulations  for  hospitals,  to  stop  the  enactment  of  the  maximum  allowable 
cost  drug  reimbursement  program,  and  to  stay  implementation  of  the  health 
planning  bill.  The  AMA's  new  "aggressive  posture"  is  being  met  with 
some  enthusiasm  by  physicians  throughout  the  United  States. 
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FAMILY  PRACTICE  CERTIFICATION  . . . The  American  Board  of  Family  Practice 
will  hold  two-day  written  certification  examinations  November  1-2,  1975, 
in  five  geographically  distributed  centers  throughout  the  nation. 
Application  deadline  is  June  15.  For  information,  write:  Nicholas  J. 
Pisacano,  M.D.,  Secretary,  American  Board  of  family  Practice,  Inc.,  Uni- 
versity of  Kentucky  Medical  Center,  Annex  #2,  Room  229,  Lexington. 
Kentucky  40506. 
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AMA  DRAFTS  FEDERAL  LEGISLATION  . . . The  AMA  has  drafted  Federal  legis- 
lation in  ten  medical  areas:  Amend  Internal  Revenue  Code  to  permit 

individuals  to  deduct  all  medical  care  expenses  for  Federal  Income  Tax 
purposes;  Improve  rural  health  care  delivery;  Nineteen  changes  in  the 
Professional  Services  Review  Organization  law;  Exempt  non-profit  blood 
banks  and  hospitals  from  anti-trust  laws  ; Take  the  "H"  out  of  HEW  by 
establishing  a separate,  independent  U.S.  Department  of  Health;  To  require 
that  all  prescription  drugs  be  labeled  as  to  name,  quantity  and  strength; 
To  liberalize  auto  expense  deductions;  To  prevent  malpractice  claimants 
from  recovering  as  damages  costs  paid  under  the  Social  Security  Act  ; and 
To  enable  all  medical  officers  in  the  Armed  Services  to  be  eligible  for 
active  duty  special  bonus  pay. 


YELLOW  PAGES  TO  BE  DISCONTINUED  . . . Pursuant  to  Resolution  No.  23-75, 
adopted  by  the  TMA  House  of  Delegates  at  the  April  Annual  Meeting,  these 
yellow  pages  will  be  discontinued  with  next  month’s  issue  of  the  JOURNAL. 
In  place  of  the  yellow  pages,  a NEWSLETTER  will  be  published  and  mailed  to 
the  entire  TMA  Membership  on  a monthly  basis  and  more  often,  if  needed. 

The  First  issue  of  the  NEWSLETTER  was  printed  and  mailed  immediately 
following  the  Annual  Meeting  and  contained  an  up-date  on  the  Professional 
Liability  Insurance  situation  and  pending  legislation  on  the  subject  in 
the  Tennessee  General  Assembly.  Because  of  the  time  element  involved  in 
printing  the  monthly  Journal,  the  House  desired  a more  immediate  means  of 
disseminating  pertinent  information  of  importance  to  the  TMA  Membership. 
Mr.  Don  Alexander,  TMA  Executive  Assistant,  will  edit  and  oversee  the 
NEWSLETTER  operation  each  month. 
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EQUITABLE  OFFERS  COMPUTER  BILLING  ASSISTANCE  . . . More  and  more  Tennessee 
physicians  are  converting  to  computerized  billing.  Although  the  Medicare/ 
Medicaid  carrier,  the  Equitable  Life  Assurance  Society  of  the  United 
States,  cannot  and  does  not  endorse  any  particular  computer  billing 
system,  they  do  feel  that  this  type  of  billing  has  merit.  The  most  im- 
portant consideration  to  remember  is  that  the  majority  of  patients  have 
some  type  of  Health  Insurance  which  requires  itemized  statements  for 
reimbursement.  Properly  prepared  bills  will  reduce  the  amount  of  time 
staff  spends  answering  telephones  and  correspondence. 

To  ensure  correct  implementation  of  any  anticipated  computerized 
system.  The  Equitable  will  meet  with  physicians  or  their  office  personnel 
to  outline  billing  requirements  for  Medicare/Medicaid.  If  you  desire  this 
assistance,  contact:  Mr.  William  Seal,  Assistant  Field  Director,  Equitable 
Life  Assurance  Society  at  P.0.  Box  1465,  Nashville,  Tennessee  37202. 


SPACE  STILL  AVAILABLE  ON  BRITISH  ISLES  ADVENTURE  . . . Space  is  still  avail- 
able on  the  TMA-sponsored  14-day  Ireland/Holland/England  tour.  The  date 
of  the  trip,  however,  has  been  moved  more  towards  mid-Summer  with  the  jet 
charter  scheduled  to  depart  from  Nashville  on  July  22,  1975.  The  all- 
inclusive  price  of  $1038  includes  deluxe  hotels  in  Dublin,  Amsterdam,  and 
London  plus  breakfast  and  dinner  each  day.  Side  trips  will  be  available 
to  Killarney  and  Edinburgh,  Scotland.  All  arrangements  are  being  handled 
by  INTRAV  of  St.  Louis.  TMA  members,  relatives  and  friends  are  eligible 
to  participate.  For  additional  information  contact  TMA  Headquarters. 
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The  date  for  implementation  of  utilization  re- 
view regulations  in  hospitals  and  other  health 
facilities  participating  in  Medicare  and  Medicaid 
programs  was  extended  from  Feb.  1,  1975  to 
July  1 by  HEW  Secretary  Caspar  Weinberger. 
He  said  the  reason  for  the  extension  was  to  "al- 
low all  providers  to  come  into  full  compliance 
and  to  avoid  the  loss  of  eligibility  to  participate 
in  Medicare  and  Medicaid  programs  before  July 
1.”  The  AMA,  joined  by  ten  patients  and  five 
Illinois  physicians,  filed  its  first  suit  ever  against 
HEW  on  Feb.  20  to  seek  both  a preliminary  and 
permanent  injunction  against  implementation  of 
the  regulations.  In  addition,  Weinberger  heard 
opposition  to  the  regulations  from  the  American 
Hospital  Assn,  and  the  Oklahoma  Congressional 
delegation,  which  pointed  out  the  difficulty  of 
implementing  the  rules  in  small  rural  hospitals. 

Government  officials  assured  the  medical  pro- 
fession of  their  complete  cooperation  in  an  effort 
to  avert  a critical  shortage  of  opium-based 
medications.  At  a meeting  called  by  the  AMA, 
HEW  said  there  will  be  no  shortage  of  codeine 
in  1975,  but  reserve  stocks  will  be  seriously 
depleated.  The  government  agreed  with  the  AMA 
that  growing  the  papaver  bracteatum  poppy  in  the 
U.S.  should  be  seriously  investigated.  Later,  in 
testimony  before  the  Senate  Juvenile  Delinquency 
Subcommittee,  Jerome  H.  Jaffe,  MD,  former  head 
of  the  Special  Action  Office  for  Drug  Abuse  Pre- 
vention, said  that  the  agreement  with  the  Turkish 
government  to  ban  opium  poppy  cultivation  failed 
to  solve  the  heroin  addiction  problem  in  this 
country,  but  probably  contributed  to  the  shortage 
of  opium-derived  drugs  for  medical  uses. 

The  U.S.  infant  mortality  rate  set  a record  low 
in  1974,  16.5  per  1,000  live  births.  It  is  a 6.8% 
decrease  from  the  17.7  per  1,000  in  1973. 

Under  a new  continuing  medical  education  rec- 
ord-keeping system,  participating  state  and  spe- 
cialty medical  societies  would  receive  transcripts 
periodically  for  dissemination  to  their  members. 
The  continuing  medical  education  records  would 
be  maintained  on  the  computer  at  AMA  head- 
quarters. The  system  is  an  expansion  of  the 
AMA’s  American  Medical  Computer  Assistance 
Program.  Two  state  societies  and  one  specialty 
society  plan  pilot  programs  of  the  continuing 
medical  education  system. 


The  AMA  requested  withdrawal  of  proposed 
MAC  regulations  published  by  HEW.  The  rules, 
which  seek  to  establish  a Maximum  Allowable 
Cost  reimbursement  for  drugs  furnished  under 
programs  within  the  jurisdiction  of  HEW,  are  not 
supported  by  law,  they  constitute  an  interference 
in  the  practice  of  medicine,  and  the  assumption 
upon  which  they  are  based— equivalency  of  chemi- 
cally equivalent  drugs— does  not  have  a scientific 
foundation,  the  AMA  said.  In  a statement  sub- 
mitted to  the  Senate  Monopoly  Subcommittee  ex- 
pressing its  opposition  to  the  rules,  the  AMA 
said,  "we  have  indicated  our  intention  to  pursue 
this  opposition  through  litigation  in  the  event  that 
HEW  persists  in  its  position  by  finalizing  the 
regulations  as  proposed.” 

Medical  care  costs  are  rising  according  to  the 
February  Consumer  Price  Index.  The  medical 
care  sector  showed  price  increases  that  month 
that  were  above  those  in  the  economy  in  general 
and  the  all  services  sector  in  particular.  The 
all  items  category  rose  0.7%  in  February,  com- 
pared to  0.5%  in  January.  The  all  services  index 
rose  0.8%,  the  same  increase  as  in  January.  Both 
the  medical  care  component  and  physicians’  fees 
rose  by  1.2%.  The  increase  in  the  medical  care 
component  was  slightly  less  than  the  1.3%  in- 
crease in  January,  but  the  increase  in  physicians’ 
fees  was  higher  than  the  January  increase  of 
0.9%. 

The  American  Medical  student  Assn  is  the 
new  name  of  the  former  Student  American  Med- 
ical Assn. 

Hours  worked  by  some  interns  and  residents  in 
New  York  City  will  be  reduced  through  an  agree- 
ment between  the  Committee  of  Interns  and  Resi- 
dents and  the  League  of  Voluntary  Hospitals.  The 
agreement  settled  a four-day  walkout  by  CIR 
which  said  some  of  its  members  had  worked 
more  than  50  consecutive  hours  and  100  hours  a 
week.  Twenty-one  voluntary  hospitals  and  muni- 
cipal hospitals  which  rely  on  the  voluntary  insti- 
tutions for  some  staff  were  affected.  Now,  each 
hospital  will  be  required  to  form  a scheduling 
committee.  The  AMA  backed  the  action  calling 
it  “a  strike  for  better  patient  care.”  It  said  that 
when  physicians  work  long  hours,  “it  is  a threat 
to  the  quality  of  care  a patient  is  receiving.” 


J.  Kelley  Avery 
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The  nationwide  dialogue  that  is  in  progress  now  as  a result  of  our 
professional  liability  insurance  crisis  is  both  the  most  frustrating,  and 
the  most  enlightening  experience  I can  ever  remember  in  my  years  of 
practice  and  activity  in  our  Associations.  Right  here,  I'll  confess  that  the 
more  enlightened  I become,  the  more  frustrated  I get. 

It  is  enlightening  to  be  the  recipient  of  a little  lecture  given  to  our  pro- 
fession by  a very  friendly  law-maker  in  our  state  in  which  we  were  scolded 
for  “not  taking  enough  time  to  talk  with  your  patients,  any  more."  It  is 
frustrating  beyond  description  for  this  good  man  not  to  automatically  rec- 
ognize that  what  truth  exists  in  his  original  constructive  criticism  stems 
directly  from  the  fact  that  demands  for  our  services  are  so  staggering  that  we 
simply  cannot  spend  the  time  we  would  like  to  spend  with  our  patients, 
and  unless  we  deny  our  services  to  many  patients  who  crowd  our 
waiting  rooms. 

It  is  also  enlightening  to  hear  one  of  our  state’s  top  attorneys  admit  to 
greater  need  on  the  part  of  the  legal  profession  for  continuing  education  than 
he  perceives  to  exist  in  the  medical  profession,  and  at  the  same  time  hear 
him  say,  “but  lawyers  are  not  involved  with  their  clients  in  a life  or  death 
situation/’  To  be  the  target  of  unreasonable  expectations  on  the  part  of 
patients  or  the  victim  of  the  fantastic  temptation  of  the  contingency  fee  on 
the  part  of  the  attorney  simply  because  we’ve  invested  our  lives  in  the  healing 
business,  is  not  only  frustrating,  but  at  times  infuriating. 

It  is  frustrating,  to  say  the  least,  to  sail  along  merrily  for  years  with  an 
insurance  company,  thinking  that  our  liability  experience  in  Tennessee  is 
good  and  our  coverage  is  secure,  abruptly  to  be  informed  in  1974  that 
experience  over  the  preceding  two  or  three  years  was  such  that  the  company, 
our  carrier,  cannot  and  will  not  stay  in  business.  No  consultations  with  the 
insurance  companies  which  had  been  previously  eagerly  taking  our  premium 
dollars  during  1971,  1972  or  1973,  that  our  experience  was  becoming 
intolerable  or  unprofitable  for  them.  We  were  allowed  to  remain  in  our 
naivety  reading  about  the  terrible  problems  on  distant  shores  of  New  York, 
California  and  Michigan,  thinking  we  were  in  a pretty  secure  position,  at 
least  as  far  as  availability  of  coverage  was  concerned. 

To  the  extent  that  we  have  been  secretive  about  our  own  individual  mal- 
practice suits;  to  the  extent  that  we  have  forced  settlements  on  carriers  rather 
than  allow  them  to  defend  us  in  the  courts;  and  to  the  extent  that  we  have 
allowed  ourselves  to  become  isolated  from  and  insulated  against  a close 
personal  relationship  with  our  patients;  we  have  contributed  to  our  own 
problems.  As  my  enlightenment  in  these  areas  has  spawned  great  frustrations, 
it  has  also  generated  a great  deal  of  hope.  This  hope  is  based  on  my 
conviction  that  we  can  get  along  with  each  other  better  than  we  can  get 
along  with  government,  the  legal  profession,  the  insurance  carriers  or  any 
body  else.  If  this  is  true,  and  only  to  the  extent  that  it  is  true,  we  can  jolly- 
well  find  solutions  to  our  problems  of  medical  liability  insurance,  and  mold 
a kind  of  professional  unity  that  could  go  a long  way  toward  the  resolution 
of  other  problems  as  well. 


Sincerely, 


PRESIDENT 
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How  to  Lose  Without  Really  Trying 

In  the  words  of  the  travelogues  of  fond 
memory,  “and  so  we  bid  farewell  to  the.  . . .” 
Hill-Burton  program,  the  RMP’s  and  CHP.  In  its 
place,  we  have  an  embryo  multiheaded  monster 
which  could  ultimately  mature  into  the  nadir  of 
medical  practice.  The  National  Health  Planning 
and  Resources  Act  has  within  it  the  mechanisms 
for  virtual  control  of  medicine  by  government 
agencies.  It  is  true  that  not  all  of  them  are 
spelled  out  in  this  particular  act,  and  not  all  of 
the  activities  of  the  individual  physician  now 
come  under  its  control.  But  unless  you  are  very 
short-sighted,  you  cannot  help  seeing  that  as 
more  and  more  individuals  receive  government 
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financed  medical  care,  your  own  options  decrease 
apace.  Nor  is  this  unreasonable.  As  a taxpayer, 
we  should  demand  very  tight  control  of  our  tax 
dollars.  I don’t  know  about  you,  but  this  puts 
me  in  a real  conflict  of  interest  situation. 

I shall  not  here  expand  on  provisions  of  the 
act,  which  are  outlined  in  the  paper  from  the  Ten- 
nessee Department  of  Public  Health  beginning  on 
page  385  of  this  issue  of  the  Journal.  Viewed 
in  the  present  climate,  neither  the  act  itself  nor 
points  set  forth  in  the  background  statement 
are  unreasonable.  It  is  the  climate  that  is  un- 
reasonable. Because  it  is,  I wish  to  leave  two 
thoughts  with  you. 

We  have  an  act  which  is  the  law  of  the  land, 
which  not  only  allows  but  requests  input  from  the 
medical  profession,  and  which  mandates  positions 
for  physicians  on  the  various  councils.  There  are 
two  courses  open  to  us.  We  can  say  “a  pox  on 
it,”  and  refuse  to  have  anything  further  to  do 
with  it,  or  we  can  (even  after  having  covered  it 
with  a pox)  work  from  within  and  try  to  influ- 
ence its  course  in  the  interest  of  our  patients.  We 
must  not  leave  this  to  a few  “fuzzy  heads,”  but 
must  be  sure  that  the  physician  members  of  the 
various  councils  and  agencies  be  well-qualified 
practicing  physicians,  and  that  the  administrators 
be  physicians  experienced  in  that  area.  If  we 
slough  this  responsibility  it  is  we  who  will  ulti- 
mately pay — along  with  our  patients. 

We  need  also  to  recognize  that  bureaucracy  in 
general  has  contempt  for  those  it  controls  as 
being  a mindless  mass.  Therefore,  when  it  thinks 
“consumer,”  it  is  thinking  poor,  ignorant,  and 
preferably  “minority  group”  (minority  usually 
meaning  black).  It  would  like  for  its  physician 
members  also  to  be  ignorant.  I should  like  to 
point  out  here  that  it  is  possible  to  be  the  best 
physician  in  the  world  and  still  be  ignorant  for 
their  purposes. 

For  our  part,  we  must  familiarize  ourselves  with 
politics  and  laws  as  they  affect  medicine.  As  for 
the  consumer,  we  need  to  understand  the  differ- 
ence between  “consumer”  as  seen  by  the  bureauc- 
racy and  the  actual  consumer  of  health  care. 
The  real  consumer  of  health  care  is  not  well,  so 
that  it  is  unlikely  that  there  will  be  any  “con- 
sumer” on  the  council  who  is  truly  a consumer. 
We  all  know  that  the  attitudes  of  a person  be- 
come radically  altered  when  he  is  sick,  and  as 
soon  as  he  becomes  well  again,  he  forgets  those 
attitudes  and  reverts  to  pre-illness  status.  Minority 
groups  and  the  poor  need  representation,  but  it  is 
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just  as  necessary  for  the  “consumer”  representa- 
tive as  for  the  “medical”  not  to  be  ignorant. 
Society  should  insist  upon  it. 

The  second  thought  I wish  to  leave  with  you 
is  that,  as  that  rarest  of  all  phenomena,  a Jeffer- 
sonian, Constitutional  Democratic  member  of  the 
U.S.  House  of  Representatives  recently  said, 
“Freedom  is  one  ball  of  wax.  It  cannot  be  divided 
and  survive.”  We  cannot  be  against  socialism  in 
medicine,  and  ignore  it  (or  even  foster  it)  in 
other  areas  of  society.  We  must  not  appear  as  a 
special  interest  group  which  surfaces  only  when 
our  own  interests  or  pocket-books  are  threatened. 
We  need  to  be  politically  active  and  to  oppose 
socialism  wherever  we  find  it.  The  hour  is  late. 

Get  familiar  with  the  National  Health  Planning 
Act,  not  just  as  it  affects  medicine,  but  as  it  affects 
your  patients  as  well,  for  together  we  make  up 
Society,  and  we  stand  or  fall  together.  If  you 
don’t  like  it  work  to  change  it.  But  while  we 
have  it,  work  to  make  it  work  to  the  advantage 
of  our  patients  and  not  to  that  of  the  bureaucracy. 

The  only  course  guaranteed  to  lose  is  that  of 
hoping  it  will  go  away,  of  refusing  to  cooperate — 
in  short,  the  course  of  inaction. 

JBT 

Amsoc  1975,  or  Ingsoc  Revisited 

. . . Whatever,  in  connection  with  my  professional 
practice  or  not  in  connection  with  it  I see  or  hear  in 
the  life  of  men  which  ought  not  to  be  spoken  of  abroad, 
1 will  not  divulge,  as  reckoning  that  all  such  should  be 
kept  secret.  While  I continue  to  keep  this  oath  in- 
violate, may  it  be  granted  to  me  to  enjoy  life  and  the 
practice  of  the  art,  respected  by  all  men,  at  all  times! 
But  should  l trespass  or  violate  this  oath,  may  the 
reverse  be  my  lot! 

Hippocrates,  circa  400  B.C. 

In  order  to  render  their  services,  doctors,  at- 
torneys, and  clergymen  necessarily  become  privy 
to  the  most  intimate  details  of  the  lives  of  very 
many  people.  Such  privileged  information  has 
always  had  the  protection  of  custom,  ethics,  and 
law.  In  the  preceding  sentences  are  two  words 
which  share  with  privacy  derivation  from  the 
Latin privatus,  originally  the  past-participle  form 
of  privare  (to  set  apart),  which  came  to  mean 
“apart  from  the  state,”  from  which  came  privus, 
meaning  “single,  one’s  own.”  This,  with  the  above 
quote,  should  be  sufficient  evidence  .that  there 
has  always  been  a part  of  the  life  of  an  individ- 
ual to  which  no  one,  not  even  the  state,  has 
right  of  access.  Only  totalitarian  states  have 
flouted  this. 


For  a lot  of  reasons,  some  obscure,  we  are 
now  watching  all  of  this  go  by  the  board  right 
here  in  “the  land  of  the  free  and  the  home  of  the 
brave.”  Much  of  it,  though,  stems  from  a volun- 
tary surrender  of  prerogatives  in  order  to  get 
something  for  nothing.  This  has  combined  with 
the  technical  facility  of  data  gathering  and  storage 
to  make  each  life  a potentially  open  book.  To 
quote  a modem  sage,  “There’s  no  such  thing  as 
a free  lunch.” 

Under  British  common  law,  which  is  derived 
from  Roman  law,  a man’s  home  is  his  castle, 
and  what  goes  on  behind  its  doors,  provided  it 
deprives  no  one  of  life  or  limb,  is  no  one  else’s 
business.  This  concept  found  its  way  into  the 
Bill  of  Rights  of  our  own  Constitution  as  the 
Fourth  Amendment,  which  reads,  “ The  right  of 
people  to  be  secure  in  their  persons,  houses, 
papers,  and  effects,  against  unreasonable  searches 
and  seizures,  shall  not  be  violated,  and  no  war- 
rants shall  issue,  but  upon  probable  cause,  sup- 
ported by  oath  or  affirmation,  and  particularly 
describing  the  place  to  be  searched , and  the 
persons  or  things  to  be  seized.” 

The  state  of  an  individual’s  health  is  one  of 
his  most  private  possessions.  Departures  from 
the  norm  can  be  and  indeed  are  used  against  him 
in  many  subtle  ways — and  in  some  not  so  subtle, 
for  example,  to  deprive  him  of  his  livelihood.  It 
is  one  thing  to  expose  a physical  or  mental  defect 
which  would  pose  a hazard  to  others.  It  is  quite 
another  to  be  required  to  disclose  a defect  the 
only  result  of  which  might  possibly  be  to  shorten 
his  life,  thus  making  him  a less  desirable  em- 
ployee than  one  who  might  live  forever.  But  to 
require  its  disclosure  violates  the  Fifth  Amend- 
ment, which  forbids  requiring  a person  to  be  a 
witness  against  himself,  no  matter  that  to  do  so 
would  be  to  the  advantage  of  the  employer — or 
the  government. 

A patient’s  health  and  his  medical  care  have 
always  been  a matter  between  the  patient  and 
his  physician.  In  spite  of  this,  on  Feb.  1 regula- 
tions went  into  effect  requiring  pre-admission 
certification  by  a utilization  review  committee  on 
all  Medicare  and  Medicaid  patients.  Members  of 
the  Committee  need  not  be  physicians,  and  even 
the  physician  members  are  unfamiliar  with  the 
patient’s  history,  and  cannot  make  really  valid 
decisions.  The  purpose  of  the  review  is  cost- 
cutting, and  is  just  one  more  indication  that, 
disclaimers  to  the  contrary  notwithstanding,  the 
government  simply  is  not  interested,  or  only  inci- 
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dentally  so,  in  quality  of  medical  care  when  its 
own  funds  are  involved.  It  can  make  all  the 
noise  it  wishes  about  recertification  of  doctors 
and  requirements  for  continuing  education,  but 
it  takes  no  special  talent  to  see  through  its  smoke 
screen  to  its  true  intentions.  The  AMA,  because 
it  considers  pre-admission  review  to  be  contrary 
to  the  best  interests  of  the  patient  (not  to  men- 
tion unethical  and  unconstitutional),  has  now 
entered  a lawsuit  against  the  Department  of 
Health,  Education,  and  Welfare  (HEW)  to  void 
these  regulations,  pointing  out  that  HEW  has 
exceeded  its  authority  under  the  Social  Security 
Act,  Section  1801  of  Title  18  of  which  states  that 
“nothing  in  this  title  shall  be  construed  to  au- 
thorize any  federal  officer  or  employee  to  exer- 
cise any  supervision  or  control  over  the  practice 
of  medicine  or  the  manner  in  which  medical 
services  are  provided.”  Further,  the  U.S.  Supreme 
Court  has  ruled  that  any  governmental  interfer- 
ence with  medical  decisions  made  by  a patient 
and  his  doctor  violates  the  right  of  individual 
privacy  and  property  rights. 

It  may  take  a long  time  for  it  to  happen,  but 

eventually  the  public  gets  what  it  deserves.  If 

the  public  persists  in  requiring  the  government 
to  pay  for  its  medical  care,  and  to  supervise  it, 

it  is  nonsense  to  think  its  freedom  will  not  be 

abridged.  Looked  at  from  the  point  of  view 
of  the  taxpayer,  fiscal  responsibility  has  very  high 
priority. 

The  medical  profession  is  a part  of  the  public, 
and  as  such  we  will  get  what  the  public  de- 
serves, even  if  we  are  only  innocent  bystanders. 
It  would  behoove  us,  then,  not  to  be  bystanders. 
A united  front  is  necessary — absolutely  necessary 
— in  these  times.  We  must  look  to  AMA  to  fight 
these  battles,  for  indeed  only  AMA  has  the 
muscle  to  do  it.  If  you  are  not  supporting  the 
AMA,  you  are  contributing  to  its  demise.  As  of 
March  1,  only  about  30%  of  our  membership  had 
paid  the  very  necessary  60  dollar  assessment. 

Individual  rights,  including  privacy,  may  one 
day  be  a thing  of  the  past,  and  we  may  not  have 
to  wait  for  1984.  Amsoc  (American  Socialism, 
with  apologies  to  Mr.  Orwell)  may  soon  be  upon 
us.  The  state  will  be  all  important.  That  is 
socialism.  If  that  is  not  what  you  want,  what 
are  you  doing  to  prevent  it?  “All  that  is  required 
for  evil  to  prevail  is  that  good  men  do  nothing 
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To  the  Editor: 

“Again,  this  year  I am  compiling  case  reports  of 
allergic  reactions  to  biting  insects,  i.e.,  mosquitoes, 
fleas,  gnats,  kissing  bugs,  bedbugs,  chiggers,  black  flies, 
horseflies,  sandflies,  deerflies,  etc. 

I would  like  physicians  to  supply  me  with  case  reports 
of  those  patients  who  have  had  reactions  to  such  insects. 
Include  in  your  reports,  the  type  of  reaction  and  compli- 
cations, if  any,  the  age,  sex,  and  race  of  the  patient, 
the  site  of  the  bite(s),  the  season  of  the  year,  the  im- 
mediate symptoms,  the  skin  test  results,  desensitization 
results,  if  any,  and  any  associated  other  allergies.  Send 
this  information  to  the  following  address — 

Claude  A.  Frazier,  M.D. 

4-C  Doctors’  Park 

Asheville.  NC  28801.” 


ANTHONY,  DANIEL  H„  M.D.,  March  18,  1975. 
Age  82.  Graduate  of  Vanderbilt  University  Medical 
School.  Member  of  Memphis-Shelby  Medical  Society. 

KENNEDY,  LOIS  M.,  M.D.,  March  7,  1975.  Age  62. 
Graduate  of  University  of  Manitoba  Medical  School. 
Member  of  Rutherford  County  Medical  Society. 

MALONE,  FRANKLIN  J.,  Jr.,  M.D..  March  9,  1975. 
Age  48.  Graduate  of  University  of  Tennessee,  Mem- 
phis. Member  of  Montgomery  County  Medical  Society. 


ncui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association: 

COFFEE  COUNTY  MEDICAL  SOCIETY 

Luz  A.  Vallejo,  M.D.,  Tullahoma 
Ja-Nan  Yu,  M.D.,  Manchester 

NASHVILLE  ACADEMY  OF  MEDICINE 

Robert  L.  Banner,  M.D.,  Nashville 
Guillermo  Cadena,  M.D.,  Donelson 
Rand  T.  Frederiksen,  M.D.,  Nashville 
Everette  I.  Howell,  Jr.,  M.D.,  Nashville 
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John  S.  Johnson,  M.D.,  Nashville 
Lynn  R.  Kime,  M.D.,  Nashville 
Boyd  H.  May,  Jr.,  M.D.,  Nashville 
Stephen  S.  Thurman,  M.D.,  Nashville 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Mark  Judge,  M.D.,  Oak  Ridge 
Dorris  L.  Upchurch,  M.D..  Oak  Ridge 

SULLI V AN- JOHNSON  COUNTY 
MEDICAL  SOCIETY 

Ballard  H.  Blevins,  M.D.,  Kingsport 
Claude  H.  Crockett,  Jr.,  M.D.,  Bristol 
Nelson  E.  Link,  M.D.,  Bristol 

TIPTON  COUNTY  MEDICAL  SOCIETY 

John  R.  Janovich,  M.D.,  Covington 
Richard  J.  Lombardo,  M.D.,  Millington 

WASHINGTON-CARTER-UNICOI  COUNTY 
MEDICAL  ASSOCIATION 

Richard  L.  Elliott,  M.D.,  Johnson  City 
Robert  S.  Hines,  Jr.,  M.D..  Johnson  City 


program/  and  neui/  of 
medical  rodelie/ 


Knoxville  Academy  of  Medicine 

The  Academy  held  its  business  meeting  on  March  11, 
1975  at  7:45  p.m.  The  Continuing  Medical  Education 
Programs  for  the  evening  included  Dr.  R.  Leslie  Har- 
grove speaking  to  the  family  practitioners,  internists 
and  surgeons  on  “Pancreatic  Physiology”;  the  radi- 
ologists were  addressed  by  Dr.  James  R.  Guyton  who 
spoke  on  “E  M I Brain  Scanning”;  a Pyelogram  Con- 
ference was  held  by  the  urologists;  Dr.  Robert  R. 
Madigon,  newly  associated  with  the  Knoxville  Or- 
thopedic Clinic,  spoke  to  the  pediatricians  on  “An 
Orthopedic  View  of  a Child  with  Cerebral  Palsy”;  and 
the  ophthalmologists  hosted  Dr.  James  Elliott,  Chief, 
Dept,  of  Ophthalmology,  Vanderbilt,  who  spoke  on 
“Corneal  Diseases  of  the  Eye.” 

The  pathologists  discussed  “Clinical  & Experimental 
Radiographic  & Radioisotopic  Techniques  for  Cancer 
Detection”  at  an  earlier  meeting;  and  the  anesthesi- 
ologists heard  Dr.  Harry  I.  Schaffer  speak  on,  “Anes- 
thesia Management  of  Patients  with  Catastrophic 
Bleeding.” 

Marshall  County  Medical  Society 

Lewisburg  Community  Hospital  hosted  the  society’s 
March  24  meeting.  Guests  present  included  Mr.  Don 
Alexander,  Executive  Assistant  and  Field  Represen- 
tative of  the  Tennessee  Medical  Association;  Mr.  Jim 
Ingram,  Director  of  Continuing  Medical  Education  for 
the  Tennessee  Medical  Association;  and  Dr.  Olin  Wil- 
liams, Member  of  the  Tennessee  Medical  Association 


Board  of  Directors  representing  Middle  Tennessee. 

The  Society  moved  to  introduce  a resolution  at  the 
TMA  convention  requiring  each  Medical  Society  to 
send  10%  of  its  membership  to  Capitol  Hill  to  support 
satisfactory  malpractice  legislation. 

Dr.  Williams  provided  the  education  portion  of  the 
program,  which  included  a review  of  the  current  status 
of  malpractice  insurance  problems  and  proposed  legis- 
lation. He  explained  the  model  legislation  provided  by 
the  State  of  Indiana. 

Mr.  Ingram  briefly  addressed  the  Society  on  con- 
tinuing medical  education,  recommending  that  the  staff 
use  its  own  medical  audit  to  locate  areas  of  need  for 
continuing  medical  education.  The  TMA  has  a team 
that  can  inspect  local  programs  and  approve  them  for 
Category  1 credit  for  the  AMA  Physicians’  Recognition 
Award. 

Nashville  Academy  of  Medicine 

The  Academy’s  March  4 meeting  resulted  in  the 
following  action:  Dr.  Gordon  Peerman  was  nominated 
for  President-Elect  of  TMA;  Dr.  Tom  Nesbitt  for  a 
second  term  as  Speaker  of  the  House  of  Delegates; 
Dr.  Morse  Kochtitzky  for  a two-year  term  as  Delegate 
to  the  AMA  House;  nominated  Drs.  Robert  Chal- 
fant,  Sarah  Sell  and  Charles  Thorne,  one  of  whom 
to  be  appointed  by  the  Governor,  for  a three-year 
term  on  the  State  Public  Health  Council.  Dr.  Hollis 
Johnson  was  unanimously  elected  as  a candidate  for 
the  1975  TMA  Outstanding  Physician-of-the-Year  award. 

Public  response  to  TEL-MED  during  the  first  two 
weeks  of  operation  has  been  extraordinary,  the  Academy 
reported.  During  hours  of  operation  (9:00  a.m.  to 
9:00  p.m.  Mon.-Fri.)  a total  of  10.824  calls,  1.5  per 
minute,  were  received.  During  night  hours  and  week- 
ends when  TEL-MED  is  not  manned,  a total  of  5.177 
calls  were  received. 


national  new/ 


THIS  MONTH  IN  WASHINGTON 
(From  Washington  Office,  AMA) 

March  saw  the  American  Medical  Association 
testify  a number  of  times  before  numerous  Con- 
gressional committees  on  a number  of  bills,  in- 
cluding professional  liability,  extension  of  health 
insurance  to  the  unemployed,  comprehensive 
elementary  and  secondary  school  health  educa- 
tion, and  air  pollution. 

The  House  Ways  and  Means  Subcommittee  on 
Health  began  hearings  in  consideration  of  legisla- 
tion for  sweeping  studies  of  the  medical  profes- 
sional liability  problem.  The  measure,  sponsored 
by  Subcommittee  Chairman  Dan  Rostenkowski 
(D-Ill.)  authorizes  a study  by  the  Office  of  Tech- 
nology Assessment  in  conjunction  with  the  Na- 
tional Academy  of  Sciences. 
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Under  the  proposal,  one  study  would  be  com- 
pleted within  90  days  and  consider  interim  ar- 
rangements for  solution  of  problems  relating 
specifically  to  Medicare  and  liability.  The  second 
study,  with  a 10-month  schedule,  would  review 
the  entire  area  of  professional  liability  compensa- 
tion. 

In  testimony  before  the  Subcommittee, 
Malcolm  Todd,  M.D.,  AMA  President,  urged  that 
remedial  activity  be  undertaken  at  the  state  level. 

Dr.  Todd  told  the  Subcommittee  that  personal 
injury  lawsuits  are  determined  under  the  state 
rules  of  law.  He  noted  that  the  U.S.  Constitution 
requires  this  procedure,  “and  as  a consequence, 
each  state  can  determine  its  own  destiny  and 
provide  a wealth  of  experience — favorable  or 
unfavorable — to  its  neighbors.  Accordingly,  the 
AMA  is  cooperating  with  our  federated  state 
societies  in  actively  fostering  discussion  of  pro- 
fessional liability  law  at  the  state  level  throughout 
America.  We  recognize  that  each  state  has  its 
unique  cultural,  industrial,  and  social  composi- 
tion, and,  accordingly,  we  expect  to  see  a diverse 
response  to  the  suggestions  which  we  advance. 
However,  we  also  expect  to  reap  a rich  experi- 
ence by  working  within  the  system  of  American 
Federalism.” 

The  AMA  President  said  the  federal  govern- 
ment can  be  of  assistance,  but  the  ultimate  re- 
sponsibility is  upon  the  states.  “No  one,  least  of 
all  I suspect,  within  this  Congress,  wishes  to  see 
this  situation  deteriorate  to  such  an  extent  that 
the  federal  government  is  required  to  intervene.” 

Dr.  Todd  urged  specific  language  for  the  Pro- 
fessional Standards  Review  Organization  program 
to  avoid  interpretation  of  the  law  as  providing 
federal  minimum  standards  of  care.  This  would 
drastically  increase  defensive  medicine,  he  warned. 

^ sjs 

With  respect  to  health  insurance  for  the  un- 
employed, Russell  B.  Roth,  M.D.,  AMA’s  Im- 
mediate Past  President,  testified  before  the 
Rostenkowski  subcommittee,  that  the  current 
recession  and  inflation  “have  challenged  the  con- 
tinued enjoyment  of  a way  of  life  which  we  as 
a society  so  shortly  ago  assumed  to  be  invul- 
nerable.” 

The  medical  profession,  Dr.  Roth  said,  is  com- 
mitted to  the  goal  of  “reducing  the  human  suffer- 
ing increasingly  prevalent  throughout  society.” 

The  plight  of  the  unemployed  calls  for  fast 
remedial  action  “to  devise  a method  under  which 
health  coverage  is  continued  for  the  unemployed 
individual  and  his  family  and  to  afford  such  pro- 
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tection  without  disruption  to  the  health  delivery 
system.”  Dr.  Roth  advocated  a temporary  pro- 
gram which  would,  during  the  period  of  unem- 
ployment, continue  the  worker’s  insurance  cover- 
age for  himself  and  his  family.  Such  a program 
should  be  built  upon  the  existing  unemployment 
compensation  system,  one  which  affords  a ready 
mechanism  for  implementation  of  a temporary 
program,  according  to  Dr.  Roth. 

While  the  program  would  be  funded  from  the 
general  revenues  of  the  federal  government, 
premiums  would  be  paid  on  the  basis  of  certifica- 
tion of  entitlement  by  state  unemployment  com- 
pensation agencies,  he  said. 

A simple  extension  to  the  unemployed  of  Medi- 
care Part  A insurance  coverage  under  the  Medi- 
care program  would  restrict  the  benefits  to 
hospital  care  and  any  proposal  which  would  con- 
dition the  payment  for  services  upon  a hospital 
admission  could  only  be  expected  to  increase 
pressure  for  utilization  of  expensive  care  facil- 
ities and  further  aggravate  inflationary  costs, 
according  to  Dr.  Roth. 

“Moreover,”  Dr.  Roth  said,  “the  administration 
of  a temporary  health  insurance  program  through 
the  enlistment  of  the  Medicare  bureaucracy  would 
place  an  immediate  and  intolerable  burden  upon 
an  already  strained  bureaucracy.” 

The  AMA  presented  similar  testimony  to  the 
Senate  Health  Subcommittee  headed  by  Senator 
Edward  Kennedy  (D-Mass.)  which  is  holding 
hearings  on  the  same  subject. 

The  AMA  has  asked  Congress  to  approve 
legislation  to  encourage  comprehensive  ele- 
mentary and  secondary  school  health  education 
programs  through  a system  of  grants  for  teacher 
training,  pilot  and  demonstration  projects. 

“The  unfortunate  fact  is  that  most  children  and 
youths  of  the  nation  do  not  now  have  an  opportu- 
nity to  participate  in  comprehensive  health  edu- 
cation programs,  since  health  education  in  many 
schools  either  is  non-existent  or  is  provided  on  a 
fragmented  and  inadequate  basis,”  said  Joe  T. 
Nelson,  M.D.,  a member  of  the  AMA  Board  of 
Trustees. 

Dr.  Nelson  told  the  House  Education  and 
Labor  Committee  The  Comprehensive  School 
Health  Education  Act  can  help  build  into  the 
primary  and  secondary  education  of  every  Ameri- 
can child  a program  of  health  instruction  that  will 
help  establish  patterns  of  living  that  we  know 

will  discourage  disease  and  enhance  health. 

# * # 
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Research  on  air  pollution  has  proved  that  there 
can  be  health  effects  from  long-term,  low-level 
exposure,  the  AMA  has  told  Congress.  Episodes 
affecting  large  populations  occur.  Persons  at  high 
risk  suffer  more  during  periods  of  high  pollution, 
and  children  may  carry  effects  into  adult  life, 
William  Barclay,  M.D.,  AMA  Deputy  Executive 
Vice  President,  testified. 

Dr.  Barclay  told  the  House  Health  Subcom- 
mittee that  the  AMA  House  of  Delegates  has 
endorsed  the  present  levels  and  time  schedules 
promulgated  by  the  Clean  Air  Act — 1970,  and 
encourages  Congress  to  preserve  present  levels 
and  time  schedules  as  necessary  public  health 
measures. 

jjs  jjc 

Elsewhere  on  the  Hill  the  House  Health  Sub- 
committee has  approved  a health  manpower  bill 
authorizing  $1.7  billion  over  three  years  to  sup- 
port medical  and  other  health  profession  educa- 
tion. 

Under  the  proposal  similar  to  the  House- 
passed  bill  last  year,  medical  schools  would 
receive  capitation  support  of  $2,100  for  each 
student  for  1976  and  1977,  with  support  de- 
creasing to  $2,000  per  student  in  1978.  The  bill 
provides  a simple  extension  of  present  health 
manpower  authority  for  this  year. 

Medical  schools  would  be  required  to  either 
increase  their  enrollment  or  provide  for  remote 
site  training  for  at  least  50  percent  of  their  stu- 
dents in  their  last  two  years  of  medical  school 
education.  Medical  students  would  be  required 
to  pay  back  to  the  U.S.  Treasury,  capitation 
amounts  paid  to  schools  on  their  behalf,  but 
would  be  given  capitation  payback  forgiveness, 
on  an  equal  year-for-year  basis,  for  time  spent 
in  the  National  Health  Service  Corps  or  service 
in  private  practice  in  medically  underserved  areas. 

Approved  medical  residencies  could  not  exceed 
155  percent  of  the  previous  year’s  graduating 
class  starting  in  1978  as  a restriction  on  foreign 
medical  graduates.  In  1979  and  1980,  limitation 
would  decrease  to  140  percent  and  125  percent. 
The  Coordinating  Council  on  Medical  Education 
could  administer  the  residency  limitation,  but  if 
it  does  not  agree  to  accept  such  administration, 
the  government  would  do  so. 

Designated  as  primary  care  specialties  would 
be  General  and  Internal  Medicine,  Pediatric 
Medicine,  Family  Medicine,  and  Obstetrics  and 
Gynecology. 

Senator  Edward  Kennedy  (D-Mass.)  has  in- 


troduced four  bills  dealing  with  health  manpower, 
including  his  sweeping  plan  of  last  year  calling 
for  mandatory  service  and  licensing  and  re- 
licensing. This  was  rejected  in  the  last  Congress 
by  the  Senate  in  favor  of  Senator  J.  Glenn  Beall’s 
(R-Md.)  more  limited  plan.  House  and  Senate 
could  not  reach  agreement  on  the  legislation  last 
year. 

Kennedy’s  health  subcommittee  will  hold  hear- 
ings on  the  four  bills  in  a month  or  so. 

^ ^ 

Despite  President  Ford’s  flat  declaration  that 
he  would  not  introduce  a national  health  insur- 
ance (NHI)  proposal  in  the  first  session  of  the 
94th  Congress  and  would  veto  any  such  proposal, 
there  is  still  talk  of  NHI  this  year  by  the 
Democratic  leadership  in  both  House  and  Senate. 

During  Dr.  Russell  Roth’s  testimony  before 
Representative  Dan  Rostenkowski’s  Ways  and 
Means  Health  Subcommittee  on  health  insurance 
for  the  unemployed,  the  Chicago  Democrat  said: 
“Whatever  program  (unemployed  health  insur- 
ance) may  be  enacted  by  Congress,  we  can 
expect  that  it  will  last  until  national  health  in- 
surance goes  into  effect.  The  bills  which  have 
been  introduced  so  far  would  phase  out  in  a 
year  or  so.  But  as  practical  people,  we  know 
that  any  program  we  adopt  will  not  be  allowed 
to  lapse  until  a permanent  solution  under  national 
health  insurance  is  in  place.  If  we  start  a program 
with  unemployment  at  nine  percent,  we  will  not 
be  able  to  phase  it  out  should  unemployment 
levels  drop  to  four  percent — a figure  we  have  not 
had  in  a long  time.  A program  benefiting  mil- 
lions of  people  could  hardly  be  arbitrarily  cut 
off.” 

When  his  Subcommittee  completes  its  work  on 
the  emergency  problem,  it  will  consider  national 
health  insurance.  “The  fact  that  we  must  do 
something  about  the  immediate  problem  illus- 
trates clearly  the  need  to  fashion  a sound,  work- 
able plan  of  national  health  insurance  for  the 
long  run,  beginning  next  month,  this  Subcommit- 
tee will  be  working  long  hours  to  meet  that  goal,” 
Rostenkowski  said. 

❖ ❖ ❖ 

HEW  Secretary  Caspar  W.  Weinberger  has 
announced  that  the  effective  date  for  implemen- 
tation of  the  utilization  review  regulations  in 
hospitals  and  other  health  care  facilities  partici- 
pating in  the  Medicare  and  Medicaid  programs 
has  been  changed  from  February  1,  1975  to  July 
1,  1975. 
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‘’A  number  of  questions  about  requirements 
and  interpretation  of  the  utilization  review  regula- 
tions have  been  raised  since  their  publication,  and 
some  small  rural  hospitals  have  expressed  con- 
cern about  their  ability  to  conform  to  these 
regulations,”  the  Secretary  said.  “We  have 
decided  to  move  the  effective  date  of  the  regula- 
tions so  as  to  allow  all  providers  to  come  into 
full  compliance  and  to  avoid  the  loss  of  eligibility 
to  participate  in  the  Medicare  and  Medicaid 
programs  before  July  1,”  he  added.  Secretary 
Weinberger  said  the  Department  would  also  use 
the  time  to  work  out  special  problems  that  may 
be  faced  in  small  rural  hospitals. 

Facilities  with  small  medical  staffs,  especially 
those  in  rural  areas,  may  have  difficulty  organiz- 
ing the  in-house  review  committees  to  operate 
the  review  system  required  by  the  regulations,  the 
Secretary  said.  “For  these  facilities,  several  alter- 
native means  of  complying  with  the  law  are  pro- 
vided in  the  regulations.  State  survey  agencies 
and  Departmental  personnel  will  be  available  to 
work  with  the  small  facilities  on  these  alternatives 
so  that  they  can  develop  review  systems  that 
comply  with  the  regulations.” 

^ ^ ^ 

The  government  has  abandoned  a long  fight  to 
classify  high  potency  vitamins  as  drugs,  bowing 
to  opponents  of  vitamin  legislation  in  Congress. 
Vitamin  products  will  be  available  over-the- 
counter  in  any  strength  less  than  toxic,  according 
to  Food  and  Drug  Administration  officials.  The 
Agency  had  hoped  to  require  drug  classification 
for  vitamins  exceeding  150  percent  of  the  recom- 
mended daily  allowance.  This  and  other  pro- 
posed restrictions  on  vitamins  had  prompted  a 
storm  of  protest  to  Congress  from  health  food 
users  and  makers.  The  Senate  last  year  voted  8 1 
to  10  to  prevent  the  FDA  move.  Court  decisions 
had  generally  favored  the  FDA’s  right  to  impose 
restrictions  on  vitamin  preparations,  but  the 
Agency  recently  decided  to  drop  the  hot  potato. 


medicol  neui/ 
in  tenne//ee 


The  Oak  Ridge  National  Laboratory  has  been 
awarded  a $50,000  grant  to  conduct  a lung  cancer 
screening  research  program.  The  program, 
funded  through  the  East  Tennessee  Cancer  Re- 
search Center  by  the  Mid-South  Regional  Medical 
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Department  of  the  U.S.  Department  of  Flealth, 
Education  and  Welfare,  will  have  Dr.  Thomas  A. 
Lincoln,  ORNL  medical  director,  serving  as  di- 
rector of  the  program. 

Specific  objectives  of  the  program  are: 

1 . To  provide  data  on  the  prevalence  of  atypia  in 
a working  population; 

2.  To  prove  the  feasibility  of  collecting  multiple 
sputum  specimens  of  good  quality  from  volunteers 
in  a work  setting; 

3.  To  identify  high  risk  populations  on  the  basis 
of  exposure  to  pulmonary  irritants,  history  of 
lung  disease  and  degenerative  changes  in  cells; 
and 

4.  To  screen  a working  group  for  lung  cancer. 
Employees  at  the  laboratory  will  participate 

on  a voluntary  basis. 

UT  Knoxville  Medical  Vice  Chancellor 

Knoxville — Albert  W.  Biggs,  M.S.,  M.D.,  has 
been  appointed  Vice  Chancellor  of  the  Knoxville 
Unit  of  the  University  of  Tennessee  Center  for 
the  Flealth  Sciences.  Announcement  was  made 
by  UTCHS  Chancellor  T.  Albert  Farmer. 

Dr.  Biggs,  formerly  of  the  Memphis  campus, 
for  the  past  three  years  had  been  serving  as  di- 
rector of  the  UT  College  of  Medicine’s  Clinical 
Education  Center  at  Knoxville. 

In  his  new  and  expanded  responsibilities,  Dr. 
Biggs  has  overall  direction  of  health  care  training 
and  hospital  and  research  programs  at  the  Knox- 
ville unit.  Facilities  include  the  UT  Memorial 
Research  Center  and  UT  Memorial  Hospital; 
Eastern  Tennessee  Cancer  Research  Center,  the 
aforementioned  Clinical  Education  Center  and  an 
area  health  education  center. 

The  appointment  of  a vice  chancellor  for  Knox- 
ville signifies  an  outward  reach  of  the  Memphis 
campus  which  has  been  developing  in  recent  years. 
With  Memphis  continuing  as  the  base,  Tennessee’s 
Center  for  the  Health  Sciences  also  has  subdivi- 
sions in  several  other  cities  in  the  state  includ- 
ing Chattanooga,  Kingsport,  Jackson  and  Nash- 
ville. 

Dr.  Biggs,  who  earned  his  M.D.  degree  at 
Bowman  Gray  School  of  Medicine,  has  been  a 
member  of  the  University  of  Tennessee  medical 
faculty  since  1960.  He  served  as  professor  and 
chairman  of  urology  at  Memphis  for  several  years, 
and  was  associate  dean  of  the  College  of  Medicine 
when  he  was  assigned  to  the  Knoxville  unit  in 
January,  1972. 
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announcement/ 


Moore  County’s  medical  examiner  and  only  resident 
physician.  F.  HARLAN  BOOHER.  M.D.,  has  announced 
plans  to  retire  as  of  March  31.  He  has  practiced  on  a 
part-time  basis  for  the  past  several  years. 


Calendar  of  Meetings 
National 
1975 


EDWARD  BUONOCORE,  M.D.,  of  Knoxville,  has 
been  elected  to  Fellowship  in  the  American  College 
of  Radiology.  Others  awarded  a Fellowship  include 
Drs.  HENRY  BURKO.  Nashville;  C.  WINDIM  KIM- 
SEY,  Chattanooga;  and  MYRON  J.  SZCZUKOWSKI, 
also  of  Chattanooga. 

JAMES  C.  BRADSHAW,  M.D.,  from  Lebanon  has 
been  named  a diplomate  of  the  American  Board  of 
Family  Practice.  Drs.  ARTHUR  M.  OWENS,  Dunlap; 
MONTIE  E.  SMITH,  Selmer;  and  J.  ORLANDO  WIL- 
LIAMS, JR.,  Mt.  Pleasant  also  passed  the  extensive 
certification  examination  offered  by  the  ABFP,  and 
were  named  as  diplomates. 

ROCCO  A.  CALANDRUCCIO.  M.D.,  from  Memphis, 
has  been  elected  second  vice  president  of  the  American 
Academy  of  Orthopedic  Surgeons.  Under  the  academy’s 
system.  Dr.  Calandruccio  will  become  first  vice  presi- 
dent in  1976  and  president  in  1977. 

W.  O.  CAMPBELL,  M.D.,  Copperhill,  is  the  new  chief 
of  the  medical  staff  at  Copper  Basin  Hospital.  J.  T. 
LAYNE,  M.D.,  also  of  Copperhill,  is  vice  chairman. 

The  American  Academy  of  Family  Physicians  has 
announced  that  the  following  have  completed  continuing 
education  requirements  to  retain  active  membership  in 
the  American  Academy  of  Family  Physicians:  Drs. 
CHARLES  N.  HATFIELD,  of  Maryville;  JAMES  W. 
HEDDEN  from  Chattanooga,  and  COLIN  LEE 
KAMPERMAN  of  Alcoa. 

DAVID  J.  SLAGLE,  M.D.,  from  Elizabethton,  has 
been  elected  State  Chairman  of  Public  Education  for 
the  American  Cancer  Society. 

H.  P.  WHITTLE,  M.D.,  of  Charleston,  has  accepted 
the  position  of  works  physician  at  Olin  Corporation's 
Charleston  Works. 


June  2-4 

June  7-9 

June  14-19 

Week  of 
June  15 

June  16-18 

June  18-20 
June  21 

July  27-30 

Sept.  7-12 

Sept.  18-20 

Sept.  18-20 

Sept.  19-26 


June  18-19 


American  Neurological  Association,  Hil- 
ton, New  York 

American  Association  of  Neuropathol- 
ogists, Hyatt  Regency,  San  Francisco 

American  Medical  Association,  Atlantic 
City,  NJ. 

American  Diabetes  Association,  Ameri- 
cana, New  York 

American  College  of  Preventive  Medicine, 
Atlantic  City,  NJ. 

Endocrine  Society,  Americana,  New  York 

American  Society  for  Gastrointestinal 
Endoscopy,  San  Antonio,  TX. 

American  Orthopedic  Society  for  Sports 
Medicine.  Marriott  Hotel,  New  Orleans. 

Flying  Physicians  Association,  Playboy 
Club  Hotel,  Lake  Geneva,  Wis. 

American  Cancer  Society's  National  Con- 
ference on  Gynecologic  Cancer,  Marriott 
Hotel,  Philadelphia. 

National  Conference  on  Gynecologic  Can- 
cer, sponsored  by  the  American  Cancer 
Society,  Marriott  Hotel,  Philadelphia. 

American  Society  of  Clinical  Pathologists 
and  College  of  American  Pathologists, 
Conrad  Hilton  Hotel,  Chicago. 

State 

Upper  Cumberland  Medical  Society,  Hotel 
Donoho,  Red  Boiling  Springs. 
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The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  I credit  for 
the  AM  A Physician’s  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 

Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman, 
can  plan  an  individualized  program  of  one  to  four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 


Oral  H.  David  Hall,  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . .Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physician’s 
Recognition  Award  and  American  Academy  of  Family 
Physician’s  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 

305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615-322-2716 

Division  of  Continuing  Education 
Vanderbilt  University  School  of  Medicine 
Spring  Calendar,  1975 

May  28-29  Social  Change:  Its  Impact  on  Medicine 
Wednesday  & and  Psychiatry 

Thursday  14th  Annual  Seminar  in  Psychiatry  for 
Family  Physicians 

Frank  H.  Luton,  M.D. 

Central  State  Psychiatric  Hospital, 
Nashville 

For  further  information  contact  Paul  E.  Slaton,  M.D., 
Director,  Division  of  Continuing  Education,  305  Medical 
Arts  Building,  Nashville,  Tenn.  37212;  telephone  615^ 
322-2716. 


Participating  Departments  and  Divisions 

Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases James  D.  Snell,  M.D. 

Dermatology  Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  . . Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Sanford  B.  Krantz,  M.D. 

Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology John  S.  Zelenik,  M.D. 

Orthopaedics  Paul  W.  Griffin,  M.D. 

Pathology William  H.  Hartmann,  M.D. 

Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 

General  H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 


The  University  of  Tennessee  College  of 
Medicine  Continuing  Education  Courses 
1975 

May  19-23  Intensive  Review  of  the  Science  of 
Anesthesiology 

May  28-31  Clinical  Electrocardiography 

Aug.  7-8  Medical  Aspects  of  Sports 

University  of  Tennessee  Clinical  Education 
Center— Chattanooga  Program  Schedule 
Spring  1975 

May  22-23  Drug  Interactions 

June  5-6  Infectious  Disease 

Courses  approved  for  Category  I credit  for  AMA 
Physician’s  Recognition  Award. 

For  information,  contact  LeRoy  J.  Pickles,  Director 
of  Continuing  Medical  Education,  Suite  416 — Franklin 
Building,  Eastgate  Center,  Chattanooga,  Tennessee 
37411. 
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Audio-Cassette  Directory  Available 

To  aid  the  physician  in  locating  little-known  but 
often  useful  programs,  Cassette  Information  Services 
of  Los  Angeles  has  published  its  1974  Directory  of 
Spoken-Voice  Audio-Cassettes. 

The  CIS  Directory  is  not  a catalog,  but  rather  a 
compendium  of  program  titles  and  subjects  that  can 
be  found  on  audio-cassettes,  a brief  description  of  each 
(including  price),  and  from  whom  the  tape  or  more 
information  may  be  obtained.  The  directory  itself  is 
available  for  $5.00  from  Cassette  Information  Services, 
Box  17727,  Los  Angeles,  CA  90057. 

The  American  College  of  Physicians 
Postgraduate  Courses 

ADVANCES  IN  CLINICAL  IMMUNOLOGY.  Balti- 
more, MD,  May  19-21. 

CRITICAL  CARE  MEDICINE  AND  INTENSIVE 
CARE  UNITS,  New  York,  N.Y.,  May  19-23. 

ADVANCES  IN  INTERNAL  MEDICINE,  Cincinnati, 
OH,  May  19-23. 

HEMATOLOGY  AND  ONCOLOGY,  Chicago,  IL, 
June  2-6. 

A REVIEW  OF  INTERNAL  MEDICINE,  Houston, 
TX,  June  5-7. 

ADVANCES  IN  INTERNAL  MEDICINE:  HORI- 
ZONS AND  PERSPECTIVES,  Banff,  ALTA,  CAN, 
June  23-27. 

Info:  Registrar,  Postgraduate  Courses,  ACP,  4200  Pine 
Street,  Philadelphia,  PA  19104. 

Hematology  and  Oncology  Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a five-day  postgraduate  course  entitled  “Hema- 
tology and  Oncology,  1975”  on  June  2-6,  1975,  in 
Chicago,  111.  The  course,  held  in  conjunction  with 
the  University  of  Chicago,  Pritzker  School  of  Medicine 
and  University  of  Chicago  Cancer  Research  Center, 
will  take  place  at  the  Center  for  Continuing  Education. 

The  course  will  deal  with  recent  advances  in  hema- 
tology and  oncology,  the  study  of  tumors.  It  will 
cover  the  understanding,  diagnosis,  and  management 
of  problems  in  these  areas.  Among  the  topics  of  dis- 
cussion will  be  chromosomal  defects  and  the  treatment 
of  acute  and  chronic  leukemias.  The  format  will  in- 
clude lectures,  informal  conferences  and  panel  dis- 
cussions. 

Internal  Medicine  Topics 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a three-day  postgraduate  course  entitled  “A 
Review  of  Internal  Medicine — 1975”  on  June  5-7, 
1975,  in  Houston,  Tex.  The  course,  held  in  conjunc- 
tion with  Baylor  College  of  Medicine  and  .The  Meth- 
odist Hospital,  will  take  place  at  Baylor  College. 

The  course  is  planned  for  practicing  internists.  It  will 
cover  some  of  the  important  developments  in  the  various 
fields  of  internal  medicine,  such  as  infectious  disease, 
rheumatology,  and  hematology. 


Internal  Medicine  Advances 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a five-day  postgraduate  course  entitled  “Ad- 
vances in  Internal  Medicine:  Horizons  and  Perspectives” 
on  June  23-27,  1975,  in  Banff.  The  course,  held  in  con- 
junction with  the  University  of  Alberta  Medical  School 
and  University  of  Calgary  Medical  School,  will  take 
place  at  the  Banff  School  of  Fine  Arts. 

This  course  is  designed  for  the  clinical  internist  and 
will  include  relevant  recent  advances  in  pathophysiology 
and  therapy  of  a broad  variety  of  disease  entities.  Al- 
though it  will  be  broadly  based  in  all  specialties,  special 
attention  will  be  given  to  recent  advances  in  immuno- 
logic and  renal  disease,  pulmonary  and  cardiac  disease, 
hematology,  oncology  (the  study  of  tumors),  and  en- 
docrinology. 

The  Postgraduate  Medical  Education 
Committee  of  the  American  College  of 
Chest  Physicians  1975 
Postgraduate  Programs 

The  continuing  education  program  for  physicians 
sponsored  by  the  American  College  of  Chest  Physicians 
has  been  accredited  by  the  Council  on  Medical  Educa- 
tion of  the  American  Medical  Association  and  is 
acceptable  for  credit  toward  the  AMA  Physician’s 
Recognition  Award. 

For  further  information  contact:  Bradford  W.  Claxton, 
M.Ed.,  Director  of  Continuing  Education,  American 
College  of  Chest  Physicians,  911  Busse  Highway,  Park 
Ridge,  Illinois  60068. 

June  23-25 

“Critical  Care — A Postgraduate  Course  for  Nurses 
and  Physicians” 

Location:  Nashville,  Tennessee 

Postgraduate  Course  on  Exercise 

The  American  College  of  Chest  Physicians  and  the 
Lankenau  Hospital  will  sponsor  the  postgraduate  course, 
“Exercise:  Current  Concepts  in  Clinical  Cardiopulmo- 
nary Disease.”  This  course  will  be  held  at  the  Marriott 
Motor  Hotel.  May  12-13,  1975,  in  Philadelphia,  Pennsyl- 
vania. Course  directors  are  John  J.  Kelly,  M.D.  and 
Leonard  S.  Dreifus,  M.D. 

The  program  was  developed  to  present  recent  ad- 
vances in  exercise  stress  testing  and  its  application  in 
the  diagnosis,  treatment  and  prevention  of  cardio- 
pulmonary disease.  Within  the  program  content  are 
workshops  designed  to  offer  firsthand  introduction  to 
stress  testing  methods  using  both  bicycle  ergometer 
and  treadmill,  computer  evaluation  of  the  exercise 
ECG  and  pulmonary  function  testing. 

Physicians  may  receive  1 1 hours  credit  under  Category 
1 of  the  American  Medical  Association's  Physician’s 
Recognition  Award.  Tuition  for  the  course  is:  $100, 
ACCP  members;  $125,  Non-members;  and  $65,  Resi- 
dents; and  fee  includes  lunch  on  Monday  and  Tuesday. 

For  further  information,  please  contact:  Bradford 

W.  Claxton,  M.Ed.,  Associate  Executive  Director, 
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American  College  of  Chest  Physicians,  911  Busse 
Highway,  Park  Ridge,  Illinois  60068. 

For  Information  and  Registration  concerning  this  and 
the  preceding  ACP  courses,  contact  Registrar,  Post- 
graduate Courses,  ACP,  4200  Pine  Street,  Philadelphia, 
PA  19104. 

Self-Assessment  Examination 
In  Chest  Disease 

The  American  College  of  Chest  Physicians  announces 
its  Self-Assessment  Examination  in  Chest  Disease.  Field 
tested  in  Toronto  last  year,  this  test  is  the  result  of  over 
two  years  of  concentrated  work,  study  and  revision  by 
a committee  of  physicians  representing  the  major  dis- 
ciplines of  chest  medicine. 

Accredited  for  up  to  22  hours  of  credit  toward  the 
AMA’s  Physician  Recognition  Award  Category  5-D,  the 
examination  is  credited  for  each  hour  spent  working 
with  the  test.  Those  physicians  who  completed  the 
entire  examination  during  our  annual  meeting  in  Toronto 
did  so  in  four  to  six  hours. 

When  an  order  is  received,  the  physician  will  be  sent 
a test  booklet  containing  case  material  and  questions,  a 
response  booklet  and  return  envelope.  Upon  completion 
of  the  examination,  the  physician  will  return  his  answer 
booklet,  where  it  will  be  computer  graded  and  then 
returned  to  the  physician  accompanied  by  an  answer  key, 
a set  of  discussions  and  a bibliography  keyed  to  each 
test  case.  Scores  will  be  held  in  strict  confidence. 

To  obtain  the  test,  send  requests  to  the  American 
College  of  Chest  Physicians,  P.O.  Box  93826,  Chicago, 
Illinois  60690,  with  a check  made  payable  to  the  ACCP. 
Participation  fees  are  $35  ACCP  members,  $40  non- 
member physicians  and  $25  residents. 


Indiana  University 

INSTITUTE  FOR  SEX  RESEARCH 
1975  SUMMER  PROGRAM  IN 
HUMAN  SEXUALITY 
JULY  23-AUGUST  1 

Lecture  course,  forums  on  sociosexual  issues,  sex 
counseling  symposium,  attitude-reassessment  program. 

Registration  fee  $285.00. 

Registration  ends  June  20. 

Write:  Institute  for  Sex  Research-Summer  Program 

416  Morrison  Hall 
Indiana  University 
Bloomington,  Indiana  47401 


Second  Annual 
Aspen  Mushroom  Conference 

The  Aspen  Mushroom  Conference  is  designed  for 
physicians,  scientists  and  amateur  mycologists  interested 
in  the  identification,  toxic  and  hallucinogenic  properties 
of  mushrooms.  The  Conference  is  sponsored  by  the 
Beth  Israel  Hospital.  Denver  and  the  Colorado  Moun- 
tain College,  Glenwood  Springs,  Colorado  and  will  be 
held  at  the  Hotel  Jerome,  Aspen,  Colorado,  August 
11-15,  1975. 

For  further  information  write  to: 

Aspen  Mushroom  Conference 
Registration  Division 
330  South  Wabash  Court 
Denver,  Colorado  80231 
303-755-2588 


CONTINUING  EDUCATION 
University  of  Louisville 

MEDICAL  ASPECTS  OF  ALCOHOLISM 
Executive  Inn,  Louisville,  Kentucky 
May  27-28,  1975 

Contact:  Joe  Trabue,  Dept.  HPER 
University  of  Louisville 
Louisville,  Kentucky  40208 

University  of  Michigan 
School  of  Public  Health 
Ann  Arbor,  Michigan 

GRADUATE  PROGRAMS  IN  MATERNAL  AND 
CHILD  HEALTH 

Graduate  Programs  for  Physicians  in  Mental  Retarda- 
tion and  Related  Disabilities,  Maternal  and  Child  Health, 
Community  Pediatrics,  and  Community  Obstetrics. 
School  Term  Begins:  September-1975,  January-1976 
Fees:  Regular  School  Tuition 
Further  Information:  Dr.  Ruben  Meyer,  Director 
School  of  Public  Health 
University  of  Michigan 
Ann  Arbor,  Michigan  48104 


House  Dust  Mite  Workshop 

June  11-12  University  of  Tennessee,  Agricultural 
Experiment  Station,  Knoxville,  Tennessee. 

The  following  topics  will  be  covered: 

House  Dust  Fauna 

Ecology 

Taxonomy 


Medical  Implication 

Isolation  Techniques,  and  Mite  Rearing  and 
Other  Laboratory  Procedures. 


Sessions  will  be  conducted  by  well  qualified  entomol- 
ogists and  physicians.  The  workshop  will  consist  of 
lecture  sessions,  demonstrations,  and  laboratory  experi- 
ence with  live  specimens. 

For  further  information  and  registration  by  May  1, 
1975,  contact: 


Dr.  C.  J.  Southards,  Head 
Dept,  of  Agricultural  Biology 
University  of  Tennessee 
P.  O.  Box  1071 
Knoxville,  Tennessee  37901 


Registration  fee  $50.00. 
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Psychiatry  and  Medicine  Seminar 

SOCIAL  CHANGE:  ITS  IMPACT  ON  PSYCHIATRY 
AND  MEDICINE 

Fourteenth  Annual  Seminar  in  Psychiatry  for  Prac- 
ticing Physicians. 

Central  State  Psychiatric  Hospital 
Nashville,  Tennessee 
Frank  H.  Luton.  M.D.,  Chairman 
May  28-29,  1975 

Presented  by  The  Tennessee  Department  of  Mental 
Health,  Central  State  Psychiatric  Hospital;  Vanderbilt 
University  School  of  Medicine  and  Meharry  Medical 
College  Departments  of  Psychiatry  and  Divisions  of 
Continuing  Education;  Tennessee  Academy  of  Family 
Physicians. 

Presentations,  panels  and  open  discussions  will  ad- 
dress medical  monsters  and  intensive  care;  prolonging 
life;  child  abuse;  rights  of  blacks,  minorities,  women: 
rights  of  patients;  abortion;  attitudes  toward  marriage; 
medicine  from  a political  viewpoint.  These  will  be 
considered  in  the  context  of  the  current  social  milieu, 
changing  expectations  and  resources,  and  changing 
relationships.  The  perspectives  of  medicine  and  psy- 
chiatry on  these  changes  will  be  examined,  with  em- 
phasis on  how  the  practicing  physician  can  relate  to 
and  cope  with  them  as  they  influence  real-life  medical 
care. 

On  May  28  there  will  be  a social  hour  and  dinner 
at  the  University  Club,  followed  by  an  evening  pres- 
entation on  social  change  and  psychiatry. 

Acceptable  for  accreditation  for  Category  I,  Phy- 
sicians Recognition  Award,  American  Medical  Associ- 
ation, and  for  Continuing  Education  Accreditation. 
American  Academy  of  Family  Physicians. 

For  further  information  and  registration,  contact: 
Vanderbilt  Continuing  Education 
305  Medical  Arts  Bldg. 

Nashville,  Tennessee  37212 
Telephone:  615/322-2716 


University  of  Kentucky 
College  of  Medicine 

June  1-5  Surgery  Review.  Registration  Fee: 
$175.00 

June  26  Hypertension  1975.  Registration  Fee: 

$20.00 

June  27-28  Evaluation  and  Management  of  Cardio- 
pulmonary Emergencies.  Registration 
Fee:  $75.00 

For  further  information  about  any  of  the  above, 
contact: 

Frank  R.  Lemon,  M.D. 

Associate  Dean  for  Extramural  Affairs 
College  of  Medicine 
University  of  Kentucky 
Lexington,  KY  40506 


University  Association  of 
Emergency  Medical  Services 

1975  Annual  Meeting,  May  20-24,  1975.  Bayshore  Inn, 
Vancouver,  British  Columbia,  Canada.  Fee:  $60;  $30 
residents. 

Contact:  Arthur  E.  Auer,  Executive  Secretary 
P.O.  Box  1241 

East  Lansing,  Michigan  48823 

School  of  Medicine 
Medical  College  of  Georgia 
Augusta,  Georgia 
1975 

CONTINUING  MEDICAL  EDUCATION 

RECENT  ADVANCES  IN  OPHTHALMOLOGY 
The  Cloister,  Sea  Island,  Georgia 
May  19-21,  1975 
INTERNAL  MEDICINE 

Buccaneer  Motor  Lodge,  Jekyll  Island,  Georgia 
June  12-14,  1975 

Contact:  Division  of  Continuing  Education 

Medical  College  of  Georgia 
Augusta,  Georgia  30902 

Cancer  Information 

D-l-A-L  A-C-C-E-S-S  S-Y-S-T-E-M 

WHAT?  A valuable  cancer  education  service  through 
toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 
WHERE?  In  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  University 
of  Texas  System  Cancer  Center. 

WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m., 
CST;  Saturday,  8:00  a.m.  to  11:00  a.m., 
CST. 

Write:  Southern  Medical  Association 
Cancer  Information  Center 
2601  Highland  Avenue 
Birmingham,  Alabama  35205 
Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 

American  Board  of  Family  Practice 
Announces  Certification  Exam  Date 

The  American  Board  of  Family  Practice  announces 
that  it  will  give  its  next  two-day  written  certification 
examination  on  November  1-2,  1975.  It  will  be  held 
at  five  centers  geographically  distributed  throughout  the 
United  States.  Information  regarding  the  examination 
may  be  obtained  by  writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 

PLEASE  NOTE:  It  is  necessary  for  each  physician 
desiring  to  take  the  examination  to  file  a complete 
application  with  the  Board  office.  Deadline  for  receipt 
of  applications  in  this  office  is  June  15,  1975. 
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The  Upper  Functiona  l G.I.  Disorder 


te  weight  of  scientific  opinion: 


If  the  pharmacist  substituted  a 
nically  equivalent  drug  for  the 
you  have  specified  for  your 
ent— could  you  be  certain  of  that 
iuct’s  safety  and  effectiveness 
Dly  because  the  chemical  content 
the  same? 

Definitely  not,  unless  bio- 
'valence  tests  and  other  quality 
ranee  checks  had  been  conducted 
pharmaceutical  industry  and 
iy  scientists  have  maintained  this 
tion  for  years,  but  others  have 
jtioned  it.  Now  the  Office  of 
mology  Assessment  of  the 
gress  of  the  United  States  has 
>rted  on  the  issue  in  its  Drug 
equivalence  Study.* 

Here  are  a few  definitive  state- 
its  in  the  O.T.A.  report: 

“...the  problem  of  bioinequiva- 
iy  in  chemically  equivalent  prod- 
is  a real  one.  Since  the  studies  in 
:h  lack  of  bioequivalence  was 
onstrated  involved  marketed 
lucts  that  met  current  compen- 
standards,  these  documented  in- 
ces  constitute  unequivocal 
ence  that  neither  the  present 
dards  for  testing  the  finished 
luct  nor  the  specifications  for 
trials,  manufacturing  process, 
controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 


DRUG 
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“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and/ or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.” 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription . . . 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.C.  20005 

^Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 
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Ventilating  Units  Blamed 
In  Serious  Lung  Disorder 

A serious  lung  disorder  known  as  hypersensitivity 
alveolitis  (HA)  can  result  from  spores  found  in  the 
cooling  and  heating  systems  of  homes  and  buildings, 
says  a report  in  the  March  3 issue  of  the  Journal  of 
the  American  Medical  Association. 

The  spores  that  grow  in  the  ventilating  units  can 
cause  a dry,  hacking  cough,  fever,  chest  pain  and 
easy  tiring,  says  the  report  by  Vincent  A.  Marinkovich, 
M.D.,  and  Alan  Hill,  M.D.,  of  Stanford  University 
Medical  School,  California. 

An  11 -year-old  girl  developed  a near-fatal  lung  con- 
dition from  spores  in  an  evaporative  cooler,  a type  of 
air  conditioning  unit  that  is  popular  in  hot,  dry  western 
climates. 

Other  varieties  of  the  disease  appear  in  certain 
occupational  groups,  such  as  pigeon  breeders,  sugar- 
cane processors  and  farmers  exposed  to  mouldy  hay, 
they  report. 

There  have  been  other  reports  of  the  same  disease 
in  office  workers  exposed  to  an  office  air  conditioning 
system,  the  doctors  say.  If  the  spores  develop  in  the 
mechanisms  and  ducts  of  a ventilating  system,  they 
will  sometimes  contaminate  the  room,  or  building  to 
the  extent  that  symptoms  appear  even  after  the  unit 
is  no  longer  in  operation. 

Physicians  are  advised  to  be  aware  of  possible 
contamination  from  heating,  air  conditioning  and 
humidifying  units  in  patients  with  persistent  lung  prob- 
lems for  which  no  other  cause  can  be  found. 

Periodic  cleaning  out  of  these  units,  particularly 
the  replacement  of  straw  or  other  materials,  can  help 
to  reduce  the  danger  of  contamination. 

AMA  Report  Available 
On  Health  Providers 

“A  Report  on  PROFESSIONAL  HEALTH  PRO- 
VIDER PARTICIPATION— EPSDT/Medicaid,”  devel- 
oped under  contract  with  the  Department  of  Health, 
Education  and  Welfare  by  the  American  Medical  Associ- 
ation’s Committee  on  Health  Care  of  the  Poor,  is  avail- 
able free  of  charge  from  the  AMA’s  Department  of 
Rural  and  Community  Health. 

The  report  details  the  problems  of  implementing 
Early  Periodic  Screening,  Diagnosis,  and  Treatment 
Programs  and  reports  on  the  recommendations  of 
health  professionals  participating  in  a series  of  AMA 
sponsored  meetings  on  the  subject.  The  EPSDT  report 
is  based  on  the  involvement  of  various  professional 
provider  groups  on  the  national,  state  and  local  levels. 
A pilot  demonstration  project,  sponsored  by  the  Will- 
Grundy  County  Medical  Society  in  Joliet,  Illinois,  is 
described. 

For  additional  copies  of  the  report  write  the  De- 
partment of  Rural  and  Community  Health,  American 
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Medical  Association,  535  North  Dearborn  Street,  Chi- 
cago, Illinois  60610. 

New  Aerosol  Spray  Offers 
Relief  to  Asthma  Sufferers 

A new  aerosol  spray  medication  for  relief  of  asthma 
is  now  being  tested  in  the  United  States  and  shows 
great  promise  of  offering  substantial  help  to  sufferers, 
says  a report  in  the  Jan.  27  issue  of  the  Journal  of  the 
American  Medical  Association. 

The  U.  S.  product  is  known  as  triamcinolone  aceto- 
nide,  which  will  not  be  a cure-all  for  asthmatic  pa- 
tients but  will  be  an  important  tool  in  coping  with  the 
attacks. 

Aerosolized  steroids  are  a major  advance  for  the 
treatment  of  asthma,  says  M.  Henry  Williams,  M.D., 
of  Albert  Einstein  College  of  Medicine,  Bronx,  N.Y. 

More  knowledge  is  needed  as  to  potential  hazards, 
but  sufficient  experience  has  accumulated  to  indicate 
that  potential  toxicity  is  greatly  outweighed  by  proven 
efficacy,  relative  lack  of  side  effects,  and  the  known 
adverse  effects  of  corticosteroids  given  orally.  A similar 
product  already  has  been  in  use  for  the  past  two  years 
in  Britain,  and  has  proved  safe  and  effective,  Dr.  Wil- 
liams reports. 

Previous  efforts  to  use  corticosteroids  for  treatment 
of  asthma  have  been  plagued  with  unpleasant  and  po- 
tentially dangerous  side  effects,  particularly  when  given 
as  an  oral  medication,  he  says.  Attempts  to  develop  an 
aerosol  that  would  be  safe  and  effective  had  not  been 
successful  until  recently.  The  new  British  products 
and  the  American  aerosol-propelled  drug,  may  have 
solved  the  problem. 

Smuggled  Chinese  Herbs 
Cause  Blood  Disease 

Certain  Chinese  herbal  medicines  that  are  illegally 
smuggled  into  the  United  States  are  causing  a serious 
blood  disease,  says  a report  in  the  Jan.  27  issue  of  the 
Journal  of  the  American  Medical  Association. 

Two  San  Francisco  bay  area  physicians  report  on 
treating  a number  of  cases  of  agranulocytosis,  an  acute 
disease  in  which  the  white  blood  cell  count  drops 
precipitously  to  low  levels.  The  results  is  serious  in- 
fection with  high  fever,  prostration,  chills,  ulcers  in 
the  mouth,  rectum  and  vagina.  All  of  the  victims  con- 
tracted the  disease  after  taking  Chinese  herbal  medicines 
to  relieve  pains  of  arthritis  and  back  pain. 

The  herbal  medicines  were  found  to  contain  sub- 
stantial amounts  of  aminopyrine  and  phenylbutazone, 
drugs  that  are  well-known  causes  of  agranulocytosis,  in 
certain  susceptible  individuals,  say  Curt  A.  Ries,  M.D., 
and  Mervyn  A.  Sahud,  M.D.,  of  San  Francisco  and 
Oakland.  There  was  no  indication  on  the  package  that 
the  offending  drugs  were  a part  of  the  medications, 
even  though  aminopyrine  was  banned  from  non-prescrip- 
tion sale  in  the  U.  S.  in  1938  because  it  caused  the 
blood  disease. 

Chinese  herbal  medicines  of  various  types  have  been 
used  in  the  San  Francisco  bay  area,  and  probably  other 
parts  of  the  United  States,  for  more  than  a century 
without  apparent  adverse  effects,  Drs.  Ries  and  Sahud 
point  out. 
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“This  leads  us  to  believe  that  the  addition  of  un- 
declared aminopyrine  and  phenylbutazone  to  the  tra- 
ditional Chinese  herbs  is  a recent  development.  The 
herbal  medicines  our  patients  (all  non-Chinese)  were 
taking  were  packaged  in  flashy,  brightly-colored  com- 
mercial-appearing boxes,  which  we  suspect  were  in- 
tended primarily  for  sale  in  Western  markets,  possibly 
to  capitalize  on  the  popularity  of  health  foods  and 
organic  medicines.” 

The  medicines  are  manufactured  in  Taiwan  and 
Hong  Kong,  and  are  imported  into  the  U.  S.  illegally 
for  sale  over  the  counter  in  Chinese  grocery  stores  and 
gift  shops  and  in  health  food  stores,  they  say.  The 
U.  S.  Food  and  Drug  Administration  and  other  federal 
and  state  agencies  have  made  a major  effort  to  con- 
fiscate these  drugs  and  prevent  further  importation, 
but  some  are  still  getting  into  the  country. 

Fire  Protection  Catalog 

A completely  redesigned  catalog  featuring  some  600 
Publications  and  Visual  Aids  on  fire  safety  is  now  avail- 
able from  the  National  Fire  Protection  Association. 

Arranged  for  easy  use  and  reference,  the  1975 
edition  of  the  catalog  lists  fire  protection  codes  and 
standards,  films,  aids  to  speakers,  course  materials, 
training  aids,  periodicals,  popular  materials  for  chil- 
dren and  adults,  a variety  of  textbooks,  and  member- 
ship information.  It  features  a new  index  and  new 
illustrations. 

NFPA  is  the  non-profit  international  clearinghouse 
of  technical  and  educational  information  covering  a 
broad  range  of  fire  protection,  fire  prevention  and  fire 
fighting  subjects. 

To  obtain  a free  copy  of  the  1975  catalog,  send  a 
request  to  NFPA  Publication  Sales  Department,  470 
Atlantic  Ave.,  Boston,  MA  02210. 

“Medic  Alert”  Designed  to 
Help  You  Save  Lives 

One  in  five  Americans,  the  AMA  reports,  has  a 
special  medical  condition — which  in  an  emergency 
could  mean  a matter  of  life  or  death  if  not  communi- 
cated properly  to  medical  personnel.  The  problem  is 
even  more  serious  if  the  patient  is  unconscious  or  other- 
wise unable  to  speak  for  himself. 

Since  1956,  a California-based,  non-profit  organiza- 
tion, Medic  Alert  Foundation,  has  been  meeting  the 
need  by  providing  bracelets  and  neck  disks  on  which 
medical  information  is  engraved,  backed  up  by  wallet 
card  and  24-hour  data  system  for  quick  reference  in  an 
emergency.  A renewed  effort  is  being  made  to  make 
sure  the  public  is  aware  of  this  life-saving  service  and 
that  medical  personnel  look  for  and  recognize  the  em- 
blems. In  some  cases  tags  have  been  removed  as 
jewelry  and  the  danger-alerting  information  missed. 

The  bracelet  or  neck  disk  bears  the  caduceus  and  the 
words  “Medic  Alert”  on  one  side,  and  the  immediate 
primary  problem  or  problems  on  the  reverse.  In  addi- 
tion, the  wearer's  code  number  to  Medic  Alert  and  the 
telephone  number  of  the  Foundation’s  Central  File  on 
over  a half  million  member  Americans  is  given. 

The  computerized  data  system  accepts  telephone  calls 
24  hours  a day  from  authorized  persons  such  as  phy- 


sicians, emergency  room  personnel  and  law  enforcement 
officials.  The  code  number  is  read  off  the  emblem  and 
a more  detailed  file  of  information  is  retrieved  which 
includes  the  names  and  addresses  of  the  wearer’s  physi- 
cian and  nearest  relative.  Each  member  is  provided  with 
a computer  printout  yearly  so  that  he  may  review  his 
record  with  his  physician,  insuring  that  it  is  current 
and  complete.  The  file  is  designed  to  be  an  accurate 
extension  of  the  care  his  physician  would  like  him  to 
receive  in  a medical  emergency. 

Among  the  more  common  medical  problems  listed  on 
the  emblems  are:  “Allergic  to  Penicillin,”  “Diabetes,” 

“Epilepsy,”  “Taking  Anticoagulants”  and  “Wearing 
Contact  Lenses.”  Civil  Defense  authorities  are  recom- 
mending that  everyone  carry  information  concerning 
his  blood  type.  The  Medic  Alert  emblems  are  the  per- 
fect answer  to  any  problems  that  might  be  encountered 
in  emergencies  in  which  this  information  might  be 
needed — they  won’t  become  worn  or  unreadable,  they 
can’t  be  destroyed  by  fire  or  water  and  you  can't  lose 
them. 

Pamphlets,  posters  and  application  forms  are  availa- 
ble for  personal  use  or  display  in  waiting  rooms  and 
offices.  Contact  Medic  Alert  Foundation  International, 
P.O.  Box  1009.  Turlock,  Calif.  95380. 

World  Travel  Health  Hazards 
Considered  in  New  AMA  Publication 

World  travel  can  be  fun  for  tourists  and  profitable 
for  businessmen.  It  also  can  be  hazardous  to  the  health 
of  both. 

Most  modern  travel  schedules  are  planned  for  the 
ablebodied,  and  provide  scant  flexibility  for  adaptation  to 
the  temporarily  or  partially  disabled,  says  Physician’s 
Guide  to  Medical  Advice  for  Overseas  Travelers,  a new 
publication  of  the  American  Medical  Association.  The 
booklet,  designed  to  assist  physicians  in  counseling  their 
patients  prior  to  an  overseas  trip,  was  prepared  by 
Henry  F.  Howe,  M.D..  associate  director  of  the  AMA’s 
Department  of  Environmental,  Public  and  Occupational 
Health. 

Perhaps  the  most  obvious  contributor  to  stress  in  the 
modern  travel  style  is  the  great  speed  that  lands  the 
aircraft  traveler  into  a different  time  rhythm  from  that  in 
which  he  departed,  the  Guide  declares.  Some  call  this 
“jet  lag  fatigue.” 

Studies  show  that  physical  and  mental  effects  may  be 
temporarily  serious  for  an  individual  immediately  in- 
volved in  business  decisions  before  becoming  adjusted 
to  a time-zone  change,  the  booklet  says. 

Physiological  functions,  including  the  sleep-wake  cycle, 
digestion  of  food,  body  temperature,  pulse  rate,  kidney 
function,  hormone  levels,  alertness  and  fatigue  operate 
according  to  “circadian  rhythms”  associated  with  the 
usual  day-night  cycle.  An  appreciable  rest  period  is 
required  for  the  traveler  to  adjust  his  rhythms  to  a 
new  time  zone  four  or  more  hours  removed  from  his 
customary  one. 

A simple  rule  of  thumb  calls  for  rest  stops  of  a day 
after  crossing  four  to  six  time  zones  and  two  days  after 
seven  to  ten  zones. 

In  pretravel  health  consultation,  the  physician  is  re- 
minded to  counsel  patients  regarding  changing  patterns 
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of  taking  regular  medications,  such  as  insulin  for  dia- 
betics. Preflight  conditioning  exercises,  such  as  a grad- 
uated program  of  walking  up  to  three  miles  a day,  are 
recommended.  Inflight,  travelers  are  urged  to  partake 
sparingly  of  food  and  alcoholic  drinks,  and  to  get  up  and 
walk  about  the  plane  occasionally  on  long  trips. 

Pregnant  women  in  their  eighth  month,  or  with  a 
history  of  spontaneous  abortion,  are  among  certain  med- 
ical risk  groups  that  should  be  advised  against  long  jet 
flights. 

Pretravel  health  preparations  should  include  immuni- 
zation against  diseases  to  which  the  traveler  may  be 
exposed  in  countries  along  his  route.  Vaccination  against 
eight  diseases  should  be  considered — smallpox,  typhoid, 
diphtheria,  tetanus,  influenza,  polio,  infectious  hepatitis 
and  measles.  In  addition,  certain  other  immunizations 
may  be  in  order,  depending  on  areas  to  be  visited — 
yellow  fever,  cholera,  typhus,  plague,  tuberculosis  and 
trypanosomiasis  (an  African  disease  transmitted  by  the 
tsetse  fly). 

Precautions  against  insects  in  some  areas,  such  as 
use  of  insect  repellants  and  mosquito  bars  for  sleeping, 
should  be  advised. 

Travelers  diarrhea  is  a common  afflication.  The  book- 
let advises  strict  adherence  to  well  cooked  meat,  fish  and 
vegetables  and  use  of  only  bottled  or  boiled  water,  or 
some  water  disinfectant.  This  means  avoiding  salads, 
previously  peeled  raw  fruits  and  vegetables,  ice  or  iced 
drinks,  local  milk  and  uncooked  meat  or  fish.  If  these 
precautions  fail,  there  are  certain  medications  the  phy- 
sician can  prescribe.  Advice  is  offered  to  assist  phy- 
sicians in  recommending  certain  medications  and  first 
aid  supplies  for  the  traveler  to  take  with  him. 


New  Monograph  Details 
Ultrasound  Diagnostics 

A new  24-page  monograph  that  describes  the  use 
of  diagnostic  ultrasound  in  radiation  therapy  planning, 
has  just  been  published  by  Unirad  Corporation,  Denver, 
Colo.  Authored  by  Donn  J.  Brascho,  M.D.,  the  fully 
illustrated  publication  begins  with  an  introduction  to 
the  principles  of  ultrasound  as  a non-invasive,  non- 
traumatic  diagnostic  tool. 

Dr.  Brascho  then  moves  on  to  detail  how  ultrasound 
can  be  used  for  acquiring  cross-sectional  studies  of  the 
human  anatomy  for  accurate  radiation  treatment  plan- 
ning, including  methods  for  locating  deep  normal  struc- 
tures such  as  liver,  kidneys,  renal  transplants,  spine, 
and  aorta  and  inferior  vena  cava.  The  section  on  ultra- 
sound scanning  of  abnormal  structures  includes  retro- 
peritoneal lymph  nodes;  pancreatic,  adrenal  renal  and 
pelvic  tumors;  uterus;  ovaries;  bladder;  and  prostate. 

Other  topics  covered  by  Dr.  Brascho  are  the  staging 
of  malignancies,  establishing  port  margins,  evaluating 
response  to  therapy,  determination  of  tissue  inhomo- 
geneity and  radiation  dosimetry. 

Also  discussed  are  the  state  of  the  art  of  ultrasound 
diagnostics  and  future  prospects. 

A copy  of  the  monograph  is  available  by  writing 
to  Unirad  Corporation,  P.O.  Box  7426,  Denver,  Colo. 
80207. 

(This  is  an  excellent  presentation  of  the  principles  of 
ultrasound  diagnostic  procedures,  and  I commend  it  to 
your  attention.  It  would  he  worth  your  while  to  write 
for  a copy,  which  will  cost  you  only  a stamp — Ed.) 


Is  there  a tablet  containing  only 
an  expectorant  and  only 
Glyceryl  Guaiacolate?  YES! 


1.  Patient  acceptable 
tablet  dose. 
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This  Practice  Will  Be  Closed  After  May  31 

I have  decided  to  close  my  practice  in  Topeka 
as  of  1 June  1975.  At  the  age  of  54  I am  hardly 
ready  to  retire  and,  in  truth,  can  scarcely  afford 
to.  I have  no  firm  plans  for  the  future  beyond 
an  extended  vacation.  This  painful  decision  has 
been  reached  after  much  heart-searching  as  it 
seems  the  only  way  to  deal  with  an  untenable 
situation. 

Since  the  third  suit  charging  liability  on  my 
part  has  been  filed,  I have  felt  as  if  I were  con- 
stantly peering  over  my  shoulder  to  see  what  was 
coming  next,  and  I cannot  continue  to  practice 
medicine  under  such  circumstances.  These  three 
cases  cause  me  much  distress  because  I feel  that 
in  my  best  medical  judgment  I would  treat  each 
of  them  exactly  the  same,  should  the  same  situa- 
tion arise. 

Since  the  first  of  these  cases  came  to  trial  and 
resulted  in  the  jury  finding  for  the  plaintiff  in  a 
closeted  session  marked  by  repeated  hoots  of 
laughter  as  if  the  case  were  a big  joke,  I can 
have  no  faith  whatsoever  in  the  jury  system  as  a 
means  of  determining  whether  proper  medical 
care  has  been  provided.  The  Constitution  of  the 
United  States  guarantees  each  citizen  judgment  by 
his  peers.  Trial  by  a jury  made  up  exclusively  of 
lay  people,  when  medical  evaluation  is  required, 
does  not  extend  that  protection  to  the  health-care 
professions.  When  more  credence  is  given  by  a 
jury  to  carefully  rehearsed  emotional  outbursts, 
irrelevant  histrionic  tirades  and  fabricated  in- 
sinuations than  to  knowledgeable  expert  opinion, 
a basic  change  becomes  necessary. 

I have  spent  more  than  26  years  practicing 
medicine  in  Topeka  where  I felt  I was  needed. 
At  present  LaGrange  County  has  about  3,000 
people  for  each  physician,  a ratio  that  places  it 


Dr.  Lehman’s  devotion  to  his  community  and  to  the 
interests  of  mankind  have  been  demonstrated  to  an 
uncommon  degree  by  his  civic  enterprise.  He  spent  three 
weeks  in  Bolivia  in  1970  working  in  the  Methodist  Hos- 
pital in  LaPaz.  He  was  a volunteer  physician  in  Vietnam 
in  September-October  1966  and  has  spoken  on  this  pro- 
gram 80  or  more  times.  He  was  a member  of  the  first 
Health  Board  in  his  county.  He  is  a trustee  and  treasurer 
of  the  Topeka  United  Methodist  Church.  He  was  scout- 
master of  Topeka  Troop  for  two  years  and  is  holder  of 
the  coveted  Silver  Beaver  Award. 
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among  the  17  counties  in  Indiana  having  the 
largest  population  per  physician.  I have  made  an 
effort  to  keep  up  with  new  developments  in 
medicine.  I have  been  a member  of  the  American 
Academy  of  Family  Physicians  since  1953  and  in 
1973  was  made  a Charter  Fellow  of  the  Academy. 
I have  been  a member  of  the  active  staff  of 
LaGrange  County  Hospital  since  it  opened  in 
1950.  I was  the  first  physician  appointed  to  the 
hospital’s  Board  of  Trustees  and  served  from 
1972  until  early  1974.  Our  county  medical  so- 
ciety, though  small  in  membership,  has  made 
considerable  effort  to  police  our  members  and 
to  maintain  the  highest  standards  of  medical  care 
for  all  patients. 

In  spite  of  this  endeavor  to  practice  quality 
medicine,  I now  find  myself  a victim  of  the  grad- 
ual but  steady  process  in  which  the  courts  have 
systematically  stripped  physicians  of  legal  protec- 
tion. The  courts  have  set  precedents  with  the 
force  of  law  which  require  the  physician  to  think 
first  of  protecting  himself  rather  than  of  practic- 
ing the  best  possible  medicine.  Judicial  decisions 
have  constantly  changed  the  rules  in  the  middle 
of  the  game  so  that  no  one  can  determine  the 
score.  Patients  indeed  have  rights,  but  so  do 
physicians.  I have  been  fortunate  in  having  a 
large  majority  of  patients  who  trust  me,  but  the 
few  who  consider  the  doctor  fair  game  are  de- 
priving my  valued  patients  of  the  care  which  I 
have  enjoyed  supplying. 

It  is  my  opinion  that  this  change  in  the  climate 
in  which  we  practice  medicine  is  one  symptom  of 
the  sickness  of  society  in  general.  Trust,  honor 
and  truth  are  often  transformed  into  distrust, 
expediency  and  the  notion  that  any  means  is 
justifiable  to  achieve  ends  which  seem  momen- 
tarily favorable  to  oneself.  The  rise  of  consumer- 
ism has  given  some  people  the  idea  that  they 
have  a right  to  instant,  perfect  results  in  every 
medical  situation,  disregarding  their  own  responsi- 
bility and  the  risks  that  any  medical  procedure 
involves.  It  even  assumes  the  repeal  of  the  ancient 
law  that  a human  being  “is  appointed  once  to 
die”. 

Liability  insurance  difficulties  have  brought  this 
problem  to  the  attention  of  physicians,  to  the 
Indiana  State  Medical  Association,  and  belatedly, 
to  the  general  public.  The  time  has  come  when 
fewer  medical  services  can  be  offered  in  progres- 
sively fewer  places  unless  some  type  of  protection 
can  be  assured  to  physicians  and  other  health- 
care providers.  It  is  of  paramount  importance 
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to  the  citizens  of  Indiana  that  this  crisis  be  recog- 
nized for  what  it  is  and  that  a solution  be  devel- 
oped as  quickly  as  possible. 

A bill  which  offers  hope  is  in  preparation  to 
be  submitted  to  the  1975  session  of  the  Indiana 
General  Assembly.  It  proposes  a Patient  Com- 
pensation Board  to  adjudicate  claims  against  a 
physician  or  other  health-care  provider.  This 
should  make  it  far  easier,  quicker  and  less  expen- 
sive for  a patient  who  should  be  compensated  for 
some  injury  or  loss  to  get  relief  than  is  possible 
under  the  present  illogical,  often  inequitable  and 


ANSWERS  TO  THE  COOPER  REVIEW 
(from  page  390) 

1.  (e)  The  first  three  answers  cause  Parkinson’s  syn- 
drome by,  in  effect,  causing  a degeneration  of  the 
basal  ganglia. 

2.  (d) 

3.  (c)  While  this  syndrome  can  occur  with  only  one 
of  these  three  present,  they  constitute  the  classical 
findings. 

4.  (c)  These  patients  are  unable  to  produce  dopamine 
in  their  basal  ganglia.  Since  dopamine  does  not 
cross  the  blood  brain  barrier,  its  precusor,  L-Dopa 
is  used  in  treatment. 

5.  (e)  All  of  these  drugs  play  an  important  part  in 
managing  these  patients. 

6.  (b)  Flashing  lights,  floater,  specks,  cobwebs,  etc. 
are  common  patient  complaints. 

In  the  majority  of  cases  the  symptoms  are  related 
to  liquefaction  of  the  gel  of  the  eye  (vitreous)  which 
is  the  most  common  degenerative  change  seen  in  senile 
and  myopic  conditions  and  after  contusions  as  well  as 
in  most  generative  and  inflammatory  states  of  the  eye. 

Importance  of  adequate  fundoscopy  with  360° 
scleral  depression  to  evaluate  the  peripheral  retina: 
As  the  vitreous  becomes  more  fluid  lacunae  filled  with 
fluid  may  occupy  the  entire  posterior  segment  of  the 


always  unpredictable  system  of  trial  by  jury.  On 
the  other  hand,  it  would  assure  physicians  of 
judgment  by  their  peers. 

The  present  critical  situation  demands  action 
by  the  legislature  as  soon  as  possible,  certainly  in 
the  1975  session,  to  preserve  any  semblance  of 
health  care  in  Indiana. 

Kenneth  M.  Lehman,  M.D. 

Topeka  46571 

Reprinted  from  Journal  of  the  Indiana  State  Medical 
Association,  January,  1975. 
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globe.  These  fluid  filled  sacs  may  rupture  causing 
acute  vitreous  collapse.  In  certain  patients  the  vitreous 
is  more  adherent  to  the  retina  and  traction  in  this 
area  is  exerted  on  the  retina.  The  traction  may  cause 
retinal  tears  with  subsequent  hemorrhage  and/or 
retinal  detachment;  focal  areas  of  retinal  edema  sec- 
ondary to  traction  or  inflammatory  etiologies. 

The  main  point  from  the  previous  discussion  is 
that  in  most  cases  alert  and  meticulous  ophthalmos- 
copy can  often  prevent  the  destruction  of  the  eye  by 
long  standing  retinal  detachment  and  chronic  inflam- 
matory processes. 

References 

1.  System  of  Ophthalmology,  Vol.  XI,  1969,  Chapter 
V — Diseases  of  the  vitreous  body. 

2.  Retina  Congress,  Pruett  and  Regan,  The  vitreous 
Body  1972,  Appleton-Century-Crofts. 

7.  (FALSE)  More  stringent  commitment  require- 
ments and  the  right  to  counsel  and  the  right  to 
treatment  movements  have  had  a recent  effect  of 
diminishing  the  state  hospital  population. 

However,  the  big  factor  in  allowing  care  of  the 
borderline  psychotic  or  ambulatory  schizophrenic  in 
the  community  has  been  the  advent  of  anti-psychotic 
drugs.  Mellaril,  Thorazine,  Stelazine,  Navane,  Pro- 
lixin and  like  drugs  are  often  adequate  to  control 
acute  excitement  and  apprehension  and  to  ameliorate 
chronic  agitation.  So  the  patient  spends  more  time 
at  home  and  less  in  the  hospital. 
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Abstract  of  the  Proceedings  of  the  House  of  Delegates 

Of  the  Tennessee  Medical  Association 
Chattanooga ? Tennessee  — April  9-12 ’ 1975 


The  House  of  Delegates  of  the  Tennessee 
Medical  Association  met  in  Chattanooga,  Ten- 
nessee with  headquarters  in  the  Read  House,  April 
9-12,  1975  in  conjunction  with  the  140th  Annual 
Meeting  of  the  Association,  with  Dr.  William  H. 
Edwards,  Speaker  of  the  House  of  Delegates  and 
Dr.  Allen  S.  Edmonson,  Vice  Speaker,  presiding. 

The  invocation  was  rendered  by  Dr.  Paul  E. 
Hawkins,  Chattanooga: 

“Our  Heavenly  Father,  we  pause  at  the  begin- 
ning of  this  140th  meeting  of  the  Tennessee 
Medical  Association  to  ask  Thy  blessings.  We 
would  echo  the  prayer  of  Solomon  to  ask  that 
You  give,  therefore,  Thy  servants  understanding 
hearts  to  judge  Thy  people  that  we  may  discern 
between  good  and  bad.  We  would  repeat  the 
words  of  the  Psalmist  who  wrote,  except  the  Lord 
build  the  house,  they  labor  in  vain  to  build  it.  We 
ask,  oh.  Lord,  that  our  work  here  not  be  in  vain, 
but  crammed  with  achievement  and  success  ac- 
cording to  Thy  will.  We  ask,  oh,  Lord,  that  You 
bless  the  TMA  and  that  each  member  might  seek 
the  highest  goal  to  serve  Thee  better  through 
better  care  of  our  patients.  We  thank  Thee  for 
the  efforts  of  past  speakers  and  ask  that  You  con- 
tinue to  guide  those  who  take  office  at  this  time. 
Forgive  us,  Lord,  of  our  sins,  cleanse  us  from 
all  unrighteousness,  keep  us  ever  mindful  of  our 
Great  Physician  who  loved  us  and  gave  himself 
for  us,  even  Our  Lord  and  Savior,  Jesus  Christ,  in 
whose  name  we  pray.  Amen.” 

REPORT  OF  THE  COMMITTEE 
ON  CREDENTIALS 

Dr.  Paul  E.  Hawkins,  Chattanooga,  Chairman 
of  the  Committee  on  Credentials,  reported  that 
seventy-five  registered  duly  elected  members  of 
the  House  of  Delegates  were  present  and  repre- 


sents a quorum.  The  Speaker  declared  the  House 
was  in  session. 

1974  MINUTES  APPROVED 
The  Speaker  announced  that  an  abstract  of  the 
Minutes  of  the  last  regular  session  of  the  House 
of  Delegates  were  reproduced  in  the  June,  1974 
issue  of  the  Journal  of  TMA.  It  was  moved  and 
seconded  that  the  abstracted  Minutes  of  the  1974 
regular  session  of  the  House  of  Delegates  be 
approved  as  published  in  the  June,  1974  issue 
of  the  Journal.  The  motion  was  adopted. 

REFERENCE  COMMITTEES 
The  Speaker  announced  the  personnel  of  Refer- 
ence Committees  to  consider  reports,  resolutions, 
amendments,  and  all  matters  requiring  action  by 
the  House  of  Delegates. 

REFERENCE  COMMITTEE 
ON  CREDENTIALS 

Paul  E.  Hawkins,  M.D.,  Chattanooga,  Chairman 
Carl  T.  Stubblefield,  M.D.,  Shelbyville 
John  D.  Peeples,  Jr.,  M.D.,  Memphis 

REFERENCE  COMMITTEE  ON 
AMENDMENTS  TO  THE  CONSTITUTION 
AND  BY-LAWS 

John  H.  Burkhart,  M.D.,  Knoxville,  Chairman 
James  H.  Donnell,  M.D.,  Alamo 
H.  T.  Lavely,  Jr.,  M.D.,  Nashville 

REFERENCE  COMMITTEE  A 
Hamel  B.  Eason,  M.D.,  Memphis,  Chairman 
George  R.  Mayfield,  Jr.,  M.D.,  Columbia 
Jack  S.  Phelan,  M.D.,  Maryville 

REFERENCE  COMMITTEE  B 
Thomas  L.  Buttram,  M.D.,  Chattanooga,  Chair- 
man 


JUNE,  1975 


455 


Robert  L.  Bomar,  Jr.,  M.D.,  Nashville 
S.  Lane  Bicknell,  M.D.,  Jackson 

REFERENCE  COMMITTEE  C 

W.  O.  Tirrill,  III,  M.D.,  Nashville,  Chairman 

John  D.  Young,  M.D..  Memphis 

Joseph  K.  Maloy,  M.D.,  Kingsport 

REFERENCE  COMMITTEE  D 

Joseph  L.  Willoughby,  M.D.,  Franklin,  Chairman 

Hugh  Francis,  Jr.,  M.D.,  Memphis 

George  Wood,  M.D.,  Knoxville 

REFERENCE  COMMITTEE  ON 

OUTSTANDING  PHYSICIAN 

OF  THE  YEAR  AWARD 

John  H.  Saffold,  M.D.,  Knoxville,  Chairman 

William  T.  Satterfield,  Sr.,  M.D.,  Memphis 

Morse  Kochtitzky,  M.D.,  Nashville 

NOMINATING  COMMITTEE 
As  required  in  the  By-Laws,  the  Board  of 
Trustees  in  its  January  meeting,  appointed  a 
Nominating  Committee  with  representatives  from 
each  of  the  three  grand  divisions  of  the  state.  The 
Speaker  announced  the  personnel  of  the  Com- 
mittee. 

EAST  TENNESSEE: 

David  P.  McCallie,  M.D.,  Chattanooga 
John  H.  Burkhart,  M.D.,  Knoxville 
Gilbert  A.  Rannick,  M.D.,  Johnson  City 

MIDDLE  TENNESSEE: 

John  K.  Wright,  M.D.,  Nashville 
Clarence  R.  Sanders,  M.D.,  Gallatin 
Carl  E.  Adams,  M.D.,  Murfreesboro 

WEST  TENNESSEE: 

Tinnin  Martin,  Jr.,  M.D.,  Memphis 
Thomas  K.  Ballard,  M.D.,  Jackson 
Arden  J.  Butler,  Jr.,  M.D.,  Ripley 


ELECTION  OF 

OFFICERS  AND  COUNCILORS 
APRIL  12,  1975 


The  report  of  the  Nominating  Committee  was 
presented  in  the  second  session  of  the  House  of 
Delegates  on  Saturday,  April  12.  Nominees  sub- 
mitted by  the  Committee  were  voted  upon  in- 
dividually and  in  each  instance,  the  Speaker  called 
for  additional  nominations  from  the  floor.  Those 
elected  were: 
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President  Elect — C.  Gordon  Peerman,  Jr.,  M.D., 
Nashville 

Speaker — House  of  Delegates — William  H.  Ed- 
wards, M.D.,  Nashville 

Vice  Speaker — House  of  Delegates — Allen  S. 

Edmonson,  M.D.,  Memphis 
Vice  President  (Middle  Tennessee) — James  C. 

Bradshaw,  Jr.,  M.D.,  Lebanon 
Vice  President  (East  Tennessee) — Mary  B.  Duffy, 
M.D.,  Knoxville 

Vice  President  (West  Tennessee) — James  O. 
Fields,  M.D.,  Milan 

AM  A Delegate  (Middle  Tennessee) — Tom  E. 
Nesbitt,  M.D.,  Nashville  (January  1,  1976- 
December  31,  1977) 

AMA  Alternate  Delegate  (Middle  Tennessee)  — 
Morse  Kochtitzky,  M.D.,  Nashville  (January  1, 
1976-December  31,  1977) 

AMA  Delegate  (West  Tennessee) — A.  Roy 
Tyrer,  Jr.,  M.D.,  Memphis  (January  1,  1976- 
December  31,  1977) 

AMA  Alternate  Delegate  (West  Tennessee)  — 
Hamel  B.  Eason,  M.D.,  Memphis  (January  1, 
1976-December  31,  1977) 

TRUSTEES 
Middle  Tennessee: 

Joseph  L.  Willoughby,  M.D.,  Franklin  (1978) 
West  Tennessee: 

John  B.  Dorian,  M.D.,  Memphis  (1978) 

W.  David  Dunavant,  M.D.,  Memphis  (1978) 
East  Tennessee: 

Nat  E.  Hyder,  Jr.,  M.D.,  Erwin  (1978) 
COUNCILORS: 

Second  District — Felix  G.  Line,  M.D.,  Knoxville 
(1977) 

Fourth  District — Donald  H.  Bradley,  M.D., 
Sparta  (1977) 

Sixth  District — Olin  O.  Williams,  M.D.,  Mur- 
freesboro (1977) 

Eighth  District — James  H.  Donnell,  M.D.,  Alamo 
(1977) 

Tenth  District — James  B.  Witherington,  M.D., 
Memphis  (1977) 

Nominees  for  Public  Health  Council:  (Three  from 
West  Tennessee,  one  of  which  will  be  subse- 
quently appointed  by  the  Governor.) 

Thomas  K.  Ballard,  M.D.,  Jackson 
Lee  Rush,  Jr.,  M.D.,  Somerville 
James  A.  Phillips,  M.D.,  Jackson 
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(Three  from  Middle  Tennessee,  one  of  which  will 
be  subsequently  appointed  by  the  Governor.) 
George  W.  Holcomb,  Jr.,  M.D.,  Nashville 
Charles  B.  Thorne,  M.D.,  Nashville 
Sarah  H.  Sell,  M.D.,  Nashville 

Nominees  for  Advisory  Board  for  Tuberculosis 
Control:  (Three  from  East  Tennessee,  one  of 
which  will  be  subsequently  appointed  by  the 
Governor.) 

Robert  H.  Cofer,  M.D.,  Cleveland 
William  P.  Aiken,  M.D.,  Chattanooga 
William  L.  Headrick,  Jr.,  M.D.,  South  Pittsburg 
(Three  from  West  Tennessee,  one  of  which  will 
be  subsequently  appointed  by  the  Governor.) 
R.  David  Taylor,  M.D.,  Dyersburg 
Lamb  B.  Myhr,  M.D.,  Jackson 
Leland  M.  Johnston,  M.D.,  Jackson 
THE  ABOVE  NOMINEES  WERE  NOMI- 
NATED BY  THE  HOUSE  OF  DELEGATES. 

AMENDENTS  TO 
CONSTITUTION  AND  BY-LAWS 

The  Speaker  called  for  action  on  any  amend- 
ments to  the  Constitution  and  By-Laws. 

AMENDMENTS  TO  THE  BY-LAWS 
BA-NO  1-75 

This  amendment  was  introduced  to  amend 
Chapter  XII,  Section  3 of  the  By-Laws  of  the 
Tennessee  Medical  Association  to  provide  what 
is  presently  not  spelled  out  in  the  By-Laws  that 
only  licensed  and  registered  physicians  who  are 
Active,  Veteran,  or  Intern  or  Resident  members 
in  good  standing  of  the  Tennessee  Medical  Asso- 
ciation may  be  elected  to  office  in  a component 
Society  or  may  be  elected  by  that  Society  to  repre- 
sent it  in  the  House  of  Delegates  of  the  Tennessee 
Medical  Association. 

As  amended,  By-Law  Amendment  No.  1-75  is 
as  follows: 

Section  3.  Each  component  Society  shall  judge 
the  qualifications  of  its  members.  Every  reputable 
and  legally  licensed  and  registered  physician,  who 
is  practicing  or  who  will  agree  to  practice  non- 
sectarian medicine,  shall  be  entitled  to  member- 
ship. Only  licensed  and  registered  physicians 
who  are  Active,  Veteran,  or  Intern  or  Resident 
members  and  who  are  members  in  good  standing 
of  the  Tennessee  Medical  Association  may  be 
elected  to  office  in  a component  Society  or  to 
represent  it  in  the  House  of  Delegates  of  the 


Tennessee  Medical  Association.  Each  component 
Society  of  this  Association  may  amend  its  con- 
stitution and/or  by-laws  to  provide  that  the  pay- 
ment of  dues  to  the  American  Medical  Associa- 
tion shall  be  a condition  of  active  membership  in 
that  society.  Before  a charter  is  issued  to  any 
component  Society,  full  and  ample  notice  and 
opportunity  shall  be  given  to  every  such  phy- 
sician in  the  County  to  become  a member. 
ACTION:  ADOPTED 

BA-NO.  2-75 

The  Reference  Committee  on  Amendments  to 
the  Constitution  and  By-Laws  amended  Chapter 
VIII  in  a number  of  Sections  for  the  purpose  of 
reducing  the  number  of  members  on  committees 
for  economy  measures  by  keeping  the  number  of 
members  on  each  committee  to  a minimum.  The 
result  is  a savings  on  committee  expenses.  This 
amendment  also  included  the  request  from  the 
Board  of  Trustees  to  eliminate  the  Committee  on 
Socio-Economics  of  Health  Care  from  the  list  of 
standing  committees  on  the  grounds  that  this  com- 
mittee has  been  primarily  a research  committee 
which  is  not  presently  required.  By  eliminating 
this  committee,  it  will  be  necessary  for  Sections 
21  and  22  to  be  renumbered. 

As  amended,  By-Laws  Amendment  No.  2-75  is 
as  follows: 

Section  8.  (a)  The  Committees  of  this  Associ- 
ation shall  be  Standing  and  Special  Committees. 
The  Standing  Committees  shall  be  as  follows: 

1.  Committee  on  Scientific  Affairs 

2.  Committee  on  Legislation 

3.  Liaison  Committee  to  the  Public  Health 
Department 

4.  Committee  on  Governmental  Medical  Ser- 
vices 

5.  Committee  on  Tennessee  Medical  Associ- 
ation Group  Insurance 

6.  Committee  on  Constitution  & By-Laws 

7.  Committee  on  Hospitals 

8.  Mediation  Committee 

9.  Peer  Review  Committee 

10.  Communications  & Public  Service  Com- 
mittee 

1 1 . Interprofessional  Liaison  Committee 

12.  Committee  on  Continuing  Medical  Edu- 
cation 

(b)  The  members  of  these  standing  commit- 
tees shall  be  appointed  by  the  Board  of  Trustees. 
Any  vacancy  for  any  unexpired  term  that  might 
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occur  shall  be  filled  by  the  Board  of  Trustees. 
The  terms  of  service  of  members  of  standing 
committees  shall  be  for  a period  of  three  years 
except  when  otherwise  provided  in  the  By-Laws. 

The  appointments  shall  be  made  for  such  a 
period  of  years  that  the  terms  of  not  more  than 
one-third  of  the  members  will  terminate  each 
year.  Each  standing  committee  shall  make  a re- 
port to  the  House  of  Delegates  at  each  Annual 
Session. 

Section  12.  The  Committee  on  Governmental 
Medical  Services  shall  consist  of  not  more  than 
nine  members.  The  Committee  shall  concern 
itself  and  assume  special  responsibility  in  ob- 
taining information  and  giving  counsel  and  advice 
to  the  Association  with  respect  to  all  matters  in 
which  medical  service  comes  into  contact  with 
any  existing  or  proposed  functions  of  government, 
including  medical  services  in  welfare  departments, 
maternal  and  child  health  programs  sponsored 
through  governmental  agencies,  plans  and  pro- 
grams for  medical  care  of  veterans,  medical  care 
for  dependents  of  those  in  uniformed  services 
of  the  government,  plans  and  programs  of  the 
government  for  medical  care  now  existing  or 
which  may  hereafter  be  adopted  by  any  special 
group,  and  any  and  all  programs  and  plans  for 
medical  care  to  be  provided  through  municipal, 
state  or  federal  governments. 

Section  13.  The  Committee  on  Tennessee 
Medical  Association  Group  Insurance  shall  con- 
sist of  not  more  than  six  members  representing 
the  three  grand  divisions  of  the  state. 

It  shall  be  the  duty  of  this  Committee  to  attend 
to  all  group  insurance  in  which  this  Association 
is  or  may  become  interested.  It  shall  have  power 
to  select  insuring  companies,  accept  or  reject 
master  policies,  arrange  premium  rates,  and  act 
as  trustees  for  this  Association  in  the  matter  of 
such  group  insurance. 

All  actions  of  the  Committee  shall  be  subject 
to  the  approval  of  the  Board  of  Trustees. 

The  Chairman  of  the  Committee  shall  be 
designated  by  the  Board  of  Trustees.  He  shall 
report  to  the  House  of  Delegates  at  each  Annual 
Session  upon  the  activities  of  the  Committee 
during  the  preceding  year.  All  necessary  expenses 
of  the  Committee  in  the  performance  of  its  duties 
shall  be  paid  by  the  Treasurer  of  this  Association 
upon  certification  of  its  expenses  by  the  Chair- 
man of  the  Committee,  but  this  shall  not  apply 
to  attendance  at  meetings  held  at  the  Annual 
Meeting. 
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Section  14.  The  Committee  on  Constitution 
and  By-Laws  shall  consist  of  six  members.  The 
Board  of  Trustees  shall  name  the  Chairman  of 
the  Committee  for  the  period  of  the  appointee’s 
term  of  office.  The  composition  of  the  Committee 
should  consist  of  at  least  one  member  from  each 
Grand  Division  of  the  State. 

The  Committee  on  Constitution  and  By-Laws 
shall  keep  in  contact  with  the  development  and 
changes  in  procedures  in  carrying  on  the  work 
of  this  Association;  shall  suggest  revisions  neces- 
sary to  keep  the  Constitution  and  By-Laws  always 
in  accord  with  the  practices  and  procedures  of  the 
Association  consistent  with  the  provisions  from 
time  to  time  contained  in  the  Constitution  and 
By-Laws — to  the  end  that  all  members  of  the  pro- 
fession, by  reference  to  the  Constitution  and  By- 
Laws,  may  be  able  to  obtain  accurate  information 
regarding  procedure  and  practice  within  the  Asso- 
ciation, and  that  hampering  of  such  procedure 
and  practice  by  obsolete  provisions  in  the  Consti- 
tution and  By-Laws  may  be  avoided. 

Section  18.  The  Communications  and  Public 
Service  Committee  shall  consist  of  not  more  than 
nine  members,  representing  the  three  grand  di- 
visions of  the  state.  The  Editor  of  the  Journal 
will  be  ex-officio,  a member  of  this  Committee. 

It  shall  be  the  duty  of  the  Communications  and 
Public  Service  Committee  to  enlighten  and  direct 
public  opinion  in  regard  to  the  problems  of  health 
and  medical  care,  and  the  promotion  of  under- 
standing between  the  public  and  the  medical  pro- 
fession. 

Section  19.  The  Interprofessional  Liaison  Com- 
mittee— The  Committee  shall  consist  of  not  more 
than  nine  members  to  be  appointed  by  the  Board 
of  Trustees,  the  members  to  serve  terms  of  three 
years  each. 

The  Committee  shall  continually  seek  to  find 
the  best  methods  of  maintaining  on  the  highest 
and  most  satisfactory  levels  physicians’  profes- 
sional relations  with  attorneys,  dentists,  pharma- 
cists, nurses,  pharmaceutical  maufacturers,  veteri- 
narians, nursing  homes,  and  all  other  professional 
groups  with  which  the  practice  of  medicine  comes 
into  contact. 

Section  20.  Committee  on  Continuing  Medical 
Education — The  Committee  shall  consist  of  the 
appropriate  number  of  members  as  determined 
by  the  Board  of  Trustees.  Members  of  the  Com- 
mittee should  be  knowledgeable  of  and  interested 
in  Continuing  Medical  Education. 

The  Committee  shall  have  as  its  duty  the  de- 
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velopment  and  implementation  of  a Continuing 
Medical  Education  program  for  the  physicians  of 
Tennessee.  This  program  shall  have  as  its  ulti- 
mate objective  the  improved  health  care  of  the 
patient  and  it  should  make  it  possible  for  each 
physician  to  use  in  his  practice  the  modern  med- 
ical knowledge  that  continually  becomes  available. 

Section  21.  Special  Committees  shall  be  es- 
tablished by  the  Association  to  conduct  specific 
work  and  studies,  such  special  committees  shall 
be  placed  in  the  proper  Division.  The  special 
committees  shall  consist  of  members  as  appointed 
by  the  President,  with  approval  of  the  Board  of 
Trustees.  The  terms  of  office  shall  be  designated 
to  the  members  of  such  committees  upon  their 
appointment. 

The  function  of  special  committees  is  for  a 
specific  project  as  determined  by  the  House  of 
Delegates,  the  Board  of  Trustees  or  the  President. 
ACTION:  ADOPTED 

BA-NO.  3-75 

This  amendment  to  Chapter  IV,  Section  5 of 
the  By-Laws,  proposed  a change  in  the  method 
by  which  Delegates  and  Alternate  Delegates  to 
the  American  Medical  Association  are  now 
elected  by  the  Tennessee  Medical  Association’s 
House  of  Delegates  on  nomination  by  the  Nomi- 
nating Committee  or  from  the  floor.  It  proposed 
that  Delegates  and  Alternates  to  AMA  be  elected 
by  direct  ballot  of  all  of  the  active  TMA  and 
AMA  members  within  a given  grand  division  of 
the  state  and  that  where  more  than  three  Dele- 
gates are  authorized,  as  is  now  the  case,  the 
fourth  Delegate  be  elected  by  the  membership 
across  the  state.  Under  the  proposed  change,  an 
elected  Delegate  would  be  responsible  only  to  his 
constituents  in  the  area  he  represents,  not  to  any 
other  part  of  the  state,  not  to  the  TMA  House 
of  Delegates,  not  to  the  TMA  Board  of  Trustees 
which  is  the  interim  policymaking  body  of  the 
Tennessee  Medical  Association. 

As  amended,  By-Law  Amendment  No.  3-75 
is  as  follows: 

Section  5.  It  shall  ratify  representatives  to  the 
House  of  Delegates  of  the  American  Medical 
Association  in  accordance  with  the  Constitution 
and  By-Laws  of  that  body,  for  a period  of  two 
years,  no  two  residing  in  the  same  grand  divi- 
sion of  the  state,  except  when  mofe  than  three 
Delegates  are  authorized.  Each  Delegate  and  Al- 
ternate from  each  of  the  three  grand  divisions 
of  the  State  shall  be  elected  by  ballot  of  all  of 


the  active  TMA  and  AMA  members  within  that 
division  whenever  a vacancy  occurs.  If  for  valid 
reason  the  TMA  House  of  Delegates  does  not 
ratify  a Delegate  to  the  AMA,  the  Alternate  shall 
be  voted  upon  as  a Delegate  and  an  Alternate 
elected  from  that  grand  division  by  ballot  as  soon 
as  practical  and  ratified  at  the  next  meeting  of  the 
Board  of  Trustees.  In  the  event  more  than  three 
Delegates  are  authorized  for  the  State  of  Tennes- 
see a Delegate  and  Alternate  shall  be  elected  by 
ballot  by  every  active  member  of  the  TMA  and 
AMA  in  the  State.  The  largest  number  of  votes 
shall  in  all  instances  determine  the  Delegate  and 
the  second  largest  Alternate.  Ratification  shall  be 
by  majority  vote  of  the  TMA  House  of  Delegates. 
The  Association  shall  pay  the  expenses  of  each 
Delegate  representing  the  Association  at  the 
American  Medical  Association  meetings,  and  the 
extent  of  payment  of  expenses  to  Alternate  Dele- 
gates shall  be  determined  by  the  Board  of 
Trustees. 

ACTION:  By  a vote  of  79  to  27,  the  amend- 
ment was  NOT  ADOPTED 

RESOLUTIONS 

The  Reference  Committees  have  the  option  of 
recommending  a resolution  for  adoption  or  rejec- 
tion, for  adoption  as  amended  or  substituted  for 
referral,  or  for  no  action.  The  resolutions  that 
follow  are  as  amended,  and  in  the  form  in  which 
the  House  of  Delegates  adopted,  referred  or 
rejected  them. 

RESOLUTION  NO.  1-75 
Prevailing  Fee  Schedules 
By:  Board  of  Trustees 
Tennessee  Medical  Association 

WHEREAS,  There  are  five  areas  for  physician  pay- 
ment recognized  by  the  insurance  carriers  for  the  Medi- 
care and  Medicaid  Program  in  the  State  of  Tennessee, 
set  up  according  to  geographic  factors  and  in  which 
provision  is  made  for  the  payment  of  certain  prescribed 
fees  which  vary  from  area  to  area;  and 

WHEREAS,  This  has  resulted  in  lower  payments  for 
physicians  in  certain  rural  areas;  and 

WHEREAS,  The  perpetuation  of  the  discrimination 
against  the  rural  physician  is  regressive  in  nature  and 
discourages  the  location  of  physicians  in  those  areas 
where  they  are  most  needed;  and 

WHEREAS.  The  physician's  compensation  should  be 
based  on  factors  other  than  geography.  Now.  therefore 
be  it 

RESOLVED , That  the  Tennessee  Medical  Association 
recommend  to  the  Medicare  carrier  (Equitable  Life  As- 
surance Society  of  the  United  States)  that  separate  areas 
not  be  recognized  and  that  payment  be  based  on  the 
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physician's  usual,  reasonable  and  customary  fee  ac- 
cording to  professional  service  rendered  and  medical 
specialty  qualification,  and  not  according  to  his  geo- 
graphic location. 

Reference  Committee  C — recommended  adop- 
tion of  the  resolution. 

ACTION:  ADOPTED 

RESOLUTION  NO.  2-75 
Advertising  By  Physicians 
By:  Board  of  Trustees 
Tennessee  Medical  Association 

WHEREAS.  There  is  much  current  controversy  re- 
lated to  advertising  by  physicians,  prepaid  health  ser- 
vices. and  free-standing  abortion,  acupuncture  facilities; 
and 

WHEREAS.  Confusion  may  develop  concerning 
ethical  principles  related  to  advertising  these  medical 
services.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
and  its  component  county  medical  societies  re-empha- 
size and  insist  upon  the  ethical  practice  of  medicine, 
that  physicians  may  not  advertise  their  services  indi- 
vidually or  collectively;  and  be  it  further 

RESOLVED , That  continued  efforts  concerning 
ethical  practice  be  a constant  theme  in  our  appropriate 
state  and  county  publications. 

Reference  Committee  D — recommended  adop- 
tion of  the  resolution. 

ACTION:  ADOPTED 

RESOLUTION  NO.  3-75 
Direct  Election  of  TMA  Alternates 
And  Delegates  to  AMA 
By:  Thomas  G.  Dorrity,  M.D. 

WHEREAS,  The  Tennessee  Medical  Association's 
Alternates  and  Delegates  to  the  American  Medical 
Association  do  not  now  represent  specific  groups  of 
doctors;  and 

WHEREAS.  It  would  be  desirable  to  give  doctors 
of  Tennessee  specific  liaison  with  their  own  elected 
representatives  to  the  American  Medical  Association; 
and 

WHEREAS.  Election  by  geographic  area  does  fix  re- 
sponsibility and  allow  a helpful,  mutual  and  specific 
two-way  communication  between  physicians  and  their 
representatives;  and 

WHEREAS,  It  is  traditional  at  all  levels  of  gov- 
ernment to  have  elected  officials  represent  specific  areas. 
Now.  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the 
Tennessee  Medical  Association  directs  the  Council  to 
develop  districts,  based  on  a county  and  physician- 
population  basis  and  thereby  assign  Delegates/Alternates 
to  the  American  Medical  Association  on  a geographic 
basis;  and  be  it  further 

RESOLVED,  That  appropriate  changes  be  made  in 
the  By-Laws  to  allow  for  such  districting  and  times 
set  for  nomination,  balloting  and  tabulating  procedures 
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for  direct  election  of  the  American  Medical  Association 
Delegates  and  Alternates  by  district  or  area;  and  be  it 
further 

RESOLVED,  That  the  vote  on  these  changes  be  car- 
ried on  by  secret  mailed  ballot  to  the  entire  membership 
and  the  vote  tabulated  so  that,  if  passed  in  the  affir- 
mative, nominations  and  elections  can  be  completed  be- 
fore the  next  session  of  this  House. 

Reference  Committee  A — recommended  the 
resolution  not  be  adopted. 

ACTION:  NOT  ADOPTED 

RESOLUTION  NO.  4-75 
Professional  Standards  Review  Organization 
(PSRO’s) 

By:  Thomas  G.  Dorrity,  M.D. 

WHEREAS,  Public  Law  92-603,  Section  249F,  Title 
XI,  Part  B,  requires  the  establishment  of  Professional 
Standards  Review  Organizations  by  the  Secretary  of  the 
Department  of  Health.  Education  and  Welfare  through- 
out the  Nation;  and 

WHEREAS,  These  PSRO's  exist  as  the  pleasure  of  the 
Secretary  of  HEW  and  will  function  as  directed  by  him 
or  will  be  abolished  and  replaced  by  him  whenever  he 
determines  that  they  are  incapable  of  performing  their 
designated  duties;  and 

WHEREAS,  These  PSRO’s  will  be  required  to  set 
and  judge  national  norms  of  medical  care,  diagnosis 
and  treatment,  have  authority  to  determine  in  advance 
any  elective  admission  of  any  Federally  subsidized 
patient  to  any  health  care  facility  or  any  admission 
of  said  patient  for  extended  or  costly  courses  of  treat- 
ment, will  review  the  professional  activities  of  phy- 
sicians and  other  providers  of  health  care  in  hospitals 
and  in  their  offices  as  to  the  necessity,  quality  and 
economy  of  such  health  care,  will  maintain  and  re- 
view profiles  of  care  and  services  provided  said  patients 
and  profiles  on  each  health  care  practitioner  and  pro- 
vider as  regards  quality  and  need  for  service  rendered 
in  institutions  and  in  private  offices,  and  will  perform 
other  duties  under  this  law;  and 

WHEREAS,  Physicians  that  are  providers  of  health 
care  who  do  not  comply  regularly  in  their  treatment 
of  Federally  subsidized  patients  with  the  norms  and 
standards  determined  by  PSRO’s  and  approved  by  the 
Secretary  of  HEW  may  have  sanctions  and  fines  up  to 
$5,000.00  levied  against  them  and  their  unapproved 
activity  or  behavior  publicized  by  the  Secretary  of 
HEW;  and 

WHEREAS,  These  PSRO’s  and,  indeed,  all  physicians 
treating  Federally  subsidized  patients,  if  they  volunteer 
to  assist  in  establishing  said  PSRO’s  will  in  effect  be- 
come the  agents  of  the  Federal  Government  under 
virtual  dictatorial  control  of  the  Secretary  of  HEW;  and 

WHEREAS,  The  establishment  of  PSRO’s  under  this 
law.  for  the  reasons  noted  above,  directly  interferes 
with  the  actual  practice  of  medicine  and  is  not  in  the 
best  interests  of  our  profession  or  of  our  patients. 
Now,  therefore  be  it 

RESOLVED , That  the  Tennessee  Medical  Association 
and  the  Tennessee  Foundation  for  Medical  Care,  Inc., 
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take  no  action  to  establish  any  Professional  Standards 
Review  Organization  under  Public  Law  92-603. 

Reference  Committee  C — recommended  the 
resolution  not  be  adopted. 

ACTION:  NOT  ADOPTED 

RESOLUTION  NO.  5-75 
Ethical  Requirements  in  the  Professional 
Relationship  of  Physicians  to  Certain 
Ancillary  Personnel 
By:  Judicial  Council 
Tennessee  Medical  Association 

WHEREAS.  In  response  to  increasing  demands  for 
augmentation  and  extension  of  medical  services  out- 
side the  physician's  office,  many  training  programs  for 
new  types  of  ancillary  personnel,  including  nurse  prac- 
titioners, nurse  clinicians,  and  physician's  assistants,  have 
been  developed:  and 

WHEREAS.  Some  of  these  programs  are  relatively 
new  and  in  some  measure  experimental,  and  their  con- 
tent and  the  expertise  of  their  trainees  variable;  and 

WHEREAS,  Physicians  practicing  in  Tennessee  will 
have  increasing  professional  contact  with  these  ancillary 
personnel;  and 

WHEREAS,  The  diagnosis  and  treatment  of  disease 
is  the  practice  of  medicine  and  may  not  legally  be  under- 
taken by  non-physicians  nor  be  delegated  by  physicians 
to  the  extent  that  the  exercise  of  independent  medical 
judgment  is  allowed;  and 

WHEREAS.  The  Medical  Practice  Act  of  the  State 
of  Tennessee  was  amended  in  1973  to  contain  the  fol- 
lowing paragraph:  “Nothing  in  this  chapter  shall  be 
so  construed  as  to  prohibit  service  rendered  by  a phy- 
sician’s trained  assistant,  registered  nurse,  or  licensed 
practical  nurse,  if  such  service  is  rendered  under  the 
supervision,  control,  and  responsibility  of  a licensed 
physician.”  Now,  therefore  be  it 

RESOLVED,  That  the  following  ethical  guidelines 
shall  be  observed  by  all  physicians  in  their  professional 
relationships  with  nurse  clinicians,  nurse  practitioners, 
physician’s  assistants  and  other  specially  trained  ancillary 
medical  personnel  working  under  the  supervision,  con- 
trol, and  responsibility  of  the  physician  but  outside  of 
his  office,  hospital,  or  personal  presence. 

1.  The  supervision  of  trained  ancillary  medical  per- 
sonnel implies  daily  personal  or  telephone  con- 
ference between  the  physician  and  the  ancillary 
so  that  advice  and  instruction  regarding  specific 
patients  and  problems  may  be  given  by  the  phy- 
sician in  response  to  current  data  from  the  ancil- 
lary. 

2.  Protocols  may  be  used  but  should  be  jointly  and 
specifically  developed  for  each  physician-ancillary 
team.  A protocol  written  for  a given  physician- 
ancillary  team  in  one  situation  cannot  be  com- 
pletely appropriate  to  the  function  of  another 
physician-ancillary  team  which  may  have  dif- 
ferences in  training  and  capability  and  be  work- 
ing in  a different  environment. 


3.  A physician  may  not  sign  prescriptions  in  blank 
for  the  use  of  an  ancillary  and  he  may  not  au- 
thorize the  ancillary  to  engage  in  any  activity  pro- 
scribed by  the  Medical  Practice  Act  of  the  State 
of  Tennessee. 

4.  All  participation  in  medical  care  beyond  that  which 
the  ancillary  is  licensed  to  perform  must  be  dele- 
gated by  the  physician  either  in  advanced  by 
written  protocol  or  by  current  consultation.  If  the 
physician  suspects  that  the  ancillary  is  not  follow- 
ing instructions  or  is  exceeding  authorized  au- 
thority, he  should  suspend  the  relationship  until 
the  problem  is  resolved. 

5.  A physician  should  obtain  the  advance  approval 
of  the  local  medical  society  for  any  professional 
relationship  with  nurse  practitioners,  nurse  clini- 
cians, or  other  similar  ancillary  persons  functioning 
outside  of  his  primary  office  or  hospital.  He  should 
also  submit  the  relationship  for  review  and  re- 
approval  to  the  medical  society  or  to  its  peer 
review  committee  periodically  or  whenever  re- 
quested. Appeal  of  local  decisions  should  be  made 
initially  to  the  District  Councilor. 

6.  These  guidelines  apply  equally  to  all  physician 
members  of  the  Tennessee  Medical  Association 
whether  in  private  or  institutional  practice  or 
employed  by  governmental  or  other  agencies. 

Reference  Committee  B — recommended  that 
the  above  substitute  resolution  be  adopted. 

ACTION:  ADOPTED  AS  AMENDED 

RESOLUTION  NO.  6-75 
Affiliation  of  Physicians 
With  Medical  Facilities  That  Advertise 
By:  Judicial  Council 
Tennessee  Medical  Association 

WHEREAS.  Facilities,  both  profit  oriented  and  other- 
wise, advertising  both  medical  and  pseudo-medical 
services  are  appearing  with  increasing  frequency  in 
Tennessee;  and 

WHEREAS,  The  development  of  health  maintenance 
organizations  is  being  encouraged  by  the  United  States 
Government;  and 

WHEREAS,  Many  of  these  facilities  require  the  ser- 
vices of  licensed  physicians  as  an  integral  part  of  their 
operation;  and 

WHEREAS,  Many  of  these  facilities  advertise  in  a 
commercial  manner  in  the  public  press,  on  television 
and  the  radio,  by  mail,  and  by  advertising  signs  in 
public  places;  and 

WHEREAS,  It  is  both  unethical  and  unlawful  for 
physicians  to  advertise  in  Tennessee;  and 

WHEREAS,  Recognizing  the  fact  that  there  is  a fine 
line  of  differentiation  between  advertising  and  providing 
patient  information.  Now,  therefore  be  it 

RESOLVED , That  affiliation  by  physicians  with  health 
maintenance  organizations  or  other  medical  or  pseudo- 
medical facilities  from  which  they  receive  patients  by 
referral  or  for  which  they  diagnose  and/or  treat  pa- 
tients for  a consideration  of  any  sort  is  unethical  if 
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the  facility  solicits  or  advertises  in  any  way;  and  be 
it  further 

RESOLVED,  That  the  Judicial  Council  continue  to 
study  situations  where  a conflict  with  ethical  practice 
may  exist. 

Reference  Committee  D — recommended  adop- 
tion of  the  resolution  with  the  insertion  of  an 
additional  Whereas  and  Resolve. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  7-75 
Licensed  Practitioners  in  State  Hospitals 
By:  Buffalo  River  Valley  Medical  Society 

WHEREAS.  We  are  continually  reading  about  quality 
of  medical  care  in  the  news  media  and  hearing  about 
it  on  television,  and  we  see  frequent  articles  and  items 
in  the  news  media  and  on  television  being  critical  of 
the  treatment  in  State-owned  mental  and  other  hospitals. 
Now.  therefore  be  it 

RESOLVED . That  in  an  effort  to  improve  the  quality 
of  medical  care  to  patients  in  State-owned  hospitals, 
that  the  State  not  use  doctors  who  are  not  and  cannot 
be  licensed  in  the  State  of  Tennessee,  and  that  every 
effort  be  made  to  supply  these  hospitals  with  doctors 
who  have  a license  in  Tennessee;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association 
feels  it  is  just  as  important  that  these  people  be  licensed 
in  Tennessee  as  other  practicing  physicians  in  Tennessee. 

Reference  Committee  C — recommended  adop- 
tion of  the  resolution. 

ACTION:  ADOPTED 


RESOLUTION  NO.  8-75 
Inspection  of  State-Operated  Laboratories 
By:  Buffalo  River  Valley  Medical  Society 

WHEREAS.  It  is  a recognized  fact  by  the  government 
that  self-investigation  and  evaluation  is  not  adequate. 
This  has  been  shown  by  Watergate.  It  is  also  shown 
by  the  government’s  attitude  in  the  many  and  repeated 
inspections  in  the  non-State  hospitals  and  laboratories. 
Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
recommend  that  the  State  laboratories  and  laboratories 
in  the  State  hospitals  be  inspected  by  an  independent 
group  of  pathologists  and  that  this  be  done  on  a periodic 
basis  at  least  once  a year;  and  be  it  further 

RESOLVED,  That  the  same  quality  of  performance 
should  be  expected  by  the  State  laboratories  and  hos- 
pitals as  the  other  hospitals  in  the  State,  and  since 
State-operated  laboratories  are  exempt  from  the  Medical 
Laboratory  Act,  it  is  recommended  that  the  resolution 
be  referred  to  the  Liaison  Committee  to  the  Public 
Health  Department  of  the  Tennessee  Medical  Associ- 
ation to  try  to  get  the  State-operated  hospitals  covered 
by  the  Medical  Laboratory  Act. 
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Reference  Committee  B — recommended  that 
the  Resolve  refer  the  resolution  to  the  TMA 
Liaison  Committee  to  the  Public  Health  Depart- 
ment rather  than  to  the  TMA  Legislative  Com- 
mittee, and  with  this  amendment,  that  the  resolu- 
tion be  adopted. 

ACTION:  ADOPTED  AS  AMENDED 

RESOLUTION  NO.  9-75 

Time  of  Submission  of  Resolutions  to  the 
Tennessee  Medical  Association  for 

Consideration  by  the  House  of  Delegates 
By:  Washington-Carter-Unicoi  County 
Medical  Association 

WHEREAS,  Many  resolutions  are  submitted  to  the 
Tennessee  Medical  Association  for  consideration  by  the 
House  of  Delegates  too  late  to  permit  distribution  of 
such  resolutions  to  the  component  societies  of  TMA 
for  proper  and  adequate  consideration  by  the  component 
societies  prior  to  the  Annual  Meeting  of  TMA;  and 
WHEREAS,  Active  and  intelligent  participation  by 
component  societies  in  the  affairs  of  TMA  requires 
that  component  societies  have  opportunity  to  review 
such  resolutions  prior  to  action  by  the  House  of  Dele- 
gates. Now,  therefore  be  it 
RESOLVED: 

1.  That  all  resolutions  to  be  considered  by  the 
House  of  Delegates  of  the  TMA  at  its  Annual  Meet- 
ing must  first  be  submitted  to  TMA  headquarters  no 
less  than  six  weeks  prior  to  the  date  of  the  Annual  Meet- 
ing; and 

2.  That  such  resolutions  be  promptly  distributed 
to  component  societies  by  the  TMA  staff  no  less  than 
five  weeks  prior  to  the  date  of  the  Annual  Meeting, 
except 

3.  That  such  resolutions  as  may  represent  matters 
of  an  urgent  nature  may  be  introduced  to  the  House  of 
Delegates  at  the  Annual  Meeting  without  prior  distribu- 
tion to  the  component  societies  only  by  approval  of  no 
less  than  fifty-one  per  cent  of  the  membership  of  the 
House  of  Delegates. 

Reference  Committee  B — recommended  that 
fifty-one  per  cent  of  the  membership  be  required 
to  approve  introduction  of  urgent  resolutions  in 
the  House  of  Delegates  rather  than  seventy-five 
per  cent,  and  with  this  amendment,  that  the  reso- 
lution be  adopted  with  the  recommendation  that 
it  be  referred  to  the  TMA  Committee  on  Consti- 
tution and  By-Laws  for  consideration  of  ap- 
propriate changes  in  the  Constitution  and  By- 
Laws. 

ACTION:  ADOPTED  AS  AMENDED  WITH 
REFERRAL  TO  THE  COMMIT- 
TEE ON  CONSTITUTION  AND 
BY-LAWS 
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RESOLUTION  NO.  10-75 
A Current  Definition  of  Death 
By:  Memphis-Shelby  County 
Medical  Society 

WHEREAS,  It  is  to  the  wellbeing  of  the  public  to 
cease  all  artificial  life  supports,  respiratory  and  circula- 
tory, after  a human  body  is  dead;  and 

WHEREAS,  It  is  currently  medically  established  that 
irreversible  cessation  of  total  brain  function  is  deter- 
minative of  death;  and 

WHEREAS,  In  the  current  technology  of  organ 
transplants,  it  is  vital  that  the  donor’s  gift  be  in  the 
best  cellular  condition,  and  that  stringent,  current 
criteria  regarding  donors  of  organ  transplants  be  ob- 
served. Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Associ- 
ation's Delegates  to  the  American  Medical  Association 
hereby  be  instructed  to  introduce  a resolution  in  the 
American  Medical  Association’s  House  of  Delegates  for 
a current  definition  of  death  as  follows: 

For  all  purposes,  a human  body  with  irreversible 
cessation  of  total  brain  function,  according  to  usual 
and  customary  standards  of  medical  practice,  shall 
be  considered  dead. 

Reference  Committee  B — recommended  that 
the  above  substitute  resolution  be  adopted. 

ACTION:  ADOPTED  AS  AMENDED 

RESOLUTION  NO.  11-75 
Malpractice  Commission  and  Assessment 
By:  A.  Roy  Tyrer,  Jr.,  M.D. 

WHEREAS.  Satisfactory  and  ample  medical  liability 
insurance  is  unavailable  to  a large  segment  of  the 
medical  profession;  and 

WHEREAS,  Even  when  available  its  cost  is  exces- 
sively high  thus  adding  to  health  care  costs;  and 

WHEREAS,  In  the  present  climate  of  malpractice 
claims  it  is  inconceivable  to  practice  medicine  without 
satisfactory  medical  liability  protection;  and 

WHEREAS,  Shelby  Mutual  Insurance  Company  has 
advised  that  they  will  not  write  medical  malpractice 
insurance  in  Tennessee  next  year;  and 

WHEREAS,  Business  and  industry  has  for  many  years 
experienced  liability  protection  against  personal  injury 
through  the  legislative  mechanism  of  Workmen’s  Com- 
pensation laws.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
establish  an  ongoing  Malpractice  Commission  to  be 
composed  of  at  least  six  persons  to  continue  the 
work  of  the  present  “ad  hoc”  malpractice  committee, 
including  the  investigation  of  all  legislative  avenues  and 
other  means  to  improve  and  correct  the  present  intol- 
erable medical  liability  situation;  and  be  it  further 

RESOLVED,  That  the  Board  of  Trustees  of  TMA 
be  authorized  to  assess  the  active  membership  of  the 
Tennessee  Medical  Association  up  to  $100  which  funds 


shall  be  used  solely  for  the  purposes  and  activities 
of  the  Malpractice  Commission  with  fiscal  responsibility 
to  the  TMA  Board  of  Trustees;  and  be  it  further 

RESOLVED,  That  the  Malpractice  Commission  shall 
report  its  activities  and  progress  to  the  TMA  House 
of  Delegates  as  well  as  at  each  meeting  of  the 
TMA  Board  of  Trustees,  who  in  turn  shall  provide 
regular  interim  reports  to  the  membership:  and  be  it 
further 

RESOLVED,  That  the  Malpractice  Commission  shall 
be  continued  in  effect  until  such  time  as  its  mission  is 
accomplished  and  it  is  discontinued  by  action  of  the 
TMA  Board  of  Trustees  or  House  of  Delegates;  and  be 
it  further 

RESOLVED,  That  any  residual  funds  which  may 
exist  at  such  time  as  the  Malpractice  Commission  is 
discontinued  shall  be  transferred  to  the  general  revenue 
of  TMA. 

Reference  Committee  C — felt  that  the  thoughts 
and  concepts  of  this  resolution  are  excellent,  but 
inappropriate  at  this  time  because  (1)  the  present 
Ad  Hoc  Committee  is  doing  and  will  continue  to 
do  the  work  requested  in  the  resolution,  and  (2) 
this  Committee  is  presently  adequately  funded 
from  TMA  reserves,  and  therefore  recommended 
the  resolution  not  be  adopted. 

ACTION:  NOT  ADOPTED 


RESOLUTION  NO.  12-75 
Nursing-Medical  Staff  Relationships 
By:  A.  Roy  Tyrer,  Jr.,  M.D. 

Chairman,  TMA  Committee  on  Hospitals 

WHEREAS,  Good  communication  and  close  working 
relationship  between  nursing  personnel  and  hospital  medi- 
cal staff  is  not  only  desirable  but  essential  to  good 
patient  care  and  hospital  performance;  and 

WHEREAS,  Failure  to  maintain  good  working  rela- 
tionship not  only  reduces  quality  of  care,  but  lends 
to  individual  dissatisfaction,  and  accompanying  support 
of  labor’s  efforts  to  unionize  hospital  employees;  and 

WHEREAS,  This  is  neither  in  the  best  interest  of  the 
patient,  the  public,  or  the  medical  profession.  Now, 
therefore  be  it 

RESOLVED,  That  hospital  medical  staffs  be  encour- 
aged to  develop  sundry  and  various  means  to  establish 
and  maintain  good  rapport  and  close  communication 
with  departments  of  nursing  and  hospital  nursing  per- 
sonnel; and  be  it  further 

RESOLVED,  That  medical  staffs  be  encouraged  to 
include  nursing  representation  at  medical  staff  meetings 
referable  to  those  matters  that  pertain  to  nursing. 

Reference  Committee  C — recommended  adop- 
tion of  the  resolution. 

ACTION:  ADOPTED 
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RESOLUTION  NO.  13-75 
Malpractice  Suits  Regarding  Contingency  Fees 
By:  Consolidated  Medical  Assembly 
of  West  Tennessee 

WITHDRAWN 

RESOLUTION  NO.  14-75 
Coaches  and  Trainers  Required  to  Complete 
16-Hour  Emergency  Medical  Care  Course 
By:  Daniel  J.  Scott,  M.D. 

WHEREAS,  Contact  sports  are  engaged  in  and  en- 
dorsed by  most  school  systems  in  the  State  of  Tennessee; 
and 

WHEREAS,  Bodily  injury  frequently  results  from 
such  activity  which  oftentimes  is  of  such  serious  nature 
as  to  require  hospitalization;  and 

WHEREAS,  Such  injury  could  sometimes  be  reduced 
considerably  if  coaches  and  trainers  were  more  familiar 
with  good  acceptable  first  aid  procedures.  Now,  there- 
fore be  it 

RESOLVED , That  county  medical  societies  urge  local 
Boards  of  Education  to  require  all  coaches  and  trainers 
to  enroll  in  and  successfully  complete  the  16-hour 
emergency  medical  care  course  offered  by  the  Ten- 
nessee Department  of  Public  Health,  Division  of 
Emergency  Medical  Services. 

Reference  Committee  A — recommended  adop- 
tion of  the  resolution. 

ACTION:  ADOPTED 

RESOLUTION  NO.  15-75 
First  Aid  Course  Prerequisite  for 

Tennessee  Drivers  License 
By:  Daniel  J.  Scott,  Jr.,  M.D. 

WHEREAS,  Tennessee  highways  continue  to  be  the 
scene  of  needless  slaughter  and  maiming  of  our  resi- 
dents as  well  as  those  visiting  in  our  state;  and 

WHEREAS,  There  is  currently  no  ongoing  first  aid 
training  program  offered  on  a statewide  basis;  and 
WHEREAS,  Tennessee  motorists  properly  trained  in 
the  basic  principles  of  first  aid  could  conceivably  save 
dozens  of  lives  annually  on  our  highways.  Now,  there- 
fore be  it 

RESOLVED,  That  the  Tennessee  Medical  Associ- 
ation's Committee  on  Legislation  be  instructed  to  intro- 
duce legislation  which  would  require  all  future  applicants 
for  a Tennessee  drivers  license  to  successfully  complete 
minimum  first  aid  training  of  Red  Cross  standards  or 
equivalent  before  such  drivers  licenses  are  issued. 

Reference  Committee  A— recommended  the 
resolution  not  be  adopted. 

ACTION:  NOT  ADOPTED 

RESOLUTION  NO.  16-75 
First  Aid  Courses  Required  in  Tennessee 
School  Systems 

By:  Daniel  J.  Scott,  Jr.,  M.D. 
WHEREAS,  In  the  interest  of  minimizing  serious 
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bodily  injury  and  possibly  death  resulting  from  acci- 
dents on  highways,  at  home  and  elsewhere;  and 

WHEREAS,  Properly  trained  individuals  can  often- 
times preserve  life  by  simple  procedures  acquired 
through  first  aid  training.  Now,  therefore  be  it 

RESOLVED,  That  this  House  of  Delegates  strongly 
urge  local  medical  societies  to  actively  encourage  local 
Boards  of  Education  to  offer  a progressive  first  aid 
and/or  medical  self-help  training  of  Red  Cross  stan- 
dards or  equivalent  for  all  students  from  grades  one 
through  twelve  on  an  ongoing  basis. 

Reference  Committee  A — recommended  that 
the  resolution  be  adopted  with  the  amendment 
that  the  Boards  of  Education  offer  the  course 
rather  than  require  it. 

ACTION:  ADOPTED  AS  AMENDED 

RESOLUTION  NO.  17-75 
Liability  Insurance 
By:  Bennett  Y.  Cowan,  M.D. 

WHEREAS,  There  is  an  immediate  national  emergen- 
cy affecting  all  segments  of  our  society:  the  impending 
collapse  of  malpractice  insurance  programs;  and 

WHEREAS,  Physicians  will  not  and  cannot  practice 
medicine  without  equitable  and  reasonable  insurance 
coverage;  and 

WHEREAS,  The  Commission  to  Study  Malpractice 
Laws,  established  by  the  Federal  Government  in  1973, 
neither  recognized  nor  understood  the  problems  and 
their  ramifications  and  thereby  was  unable  to  present 
any  real  or  concrete  steps  towards  a viable  solution; 
and 

WHEREAS,  The  AMA  can  and  should  develop  and 
present  a specific  national  program  on  which  the 
individual  states  can  act,  in  order  to  provide  the 
physician  a basis  for  dialogue  with  his  elected  represen- 
tatives; and 

WHEREAS,  The  AMA,  long  recognized  by  the  public 
as  being  against  all  government-regulated  medical  pro- 
grams would  be  in  the  position  of  encouraging  and 
developing  a positive  movement  designed  to  prevent 
the  rise  of  medical  costs  to  the  public;  and 

WHEREAS,  By  in  depth  consultations  with  represen- 
tative members  from  the  insurance  companies,  the 
Federal  Government,  the  medical  and  legal  professions 
as  well  as  the  public  sector,  the  AMA  would  bring 
together  outstanding  authorities  in  the  related  fields  to 
resolve  what  can  become  a national  disaster;  and 
WHEREAS,  Such  a major  undertaking  will  require 
additional  resources  possibly  necessitating  a temporary 
assessment  expressly  for  this  study.  Now,  therefore 
be  it 

RESOLVED , First,  that  this  resolution,  with  any  ap- 
propriate amendments,  be  presented  to  the  AMA  House 
of  Delegates  for  consideration  in  June:  and  be  it  further 
RESOLVED,  Second,  that  the  AMA  set  up  a Com- 
mission on  Liability  Insurance  to  formulate  a program 
which  will  be  a stated  policy  of  the  AMA  and  which 
we,  the  medical  profession,  can  offer  to  our  respective 
State  Legislatures;  and  be  it  further 

RESOLVED , Third,  that  since  the  Commission  may 
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need  financial  resources  to  implement  this  program,  the 
AMA  may  assess  each  member  a fee  for  one  year  for 
this  specific  purpose;  and  be  it  further 

RESOLVED,  Fourth,  that  this  Commission,  realizing 
no  single  segment  of  society  or  combination  of  segments 
(physicians,  lawyers,  government  or  individuals)  should 
profit  at  the  expense  of  another  segment  or  combination 
of  segments,  shall  develop  a reasonable  and  impartial 
solution  satisfactory  to  all  parties  represented;  and  be 
it  further 

RESOLVED , Fifth,  that  after  a stated  length  of 
time,  this  Commission's  recommendations  be  presented 
to  the  AMA  House  of  Delegates  for  approval  and 
adoption. 

Reference  Committee  A — felt  that  this  resolu- 
tion comes  at  a time  too  late  to  be  effective  in 
solving  the  professional  liability  problem,  since 
there  is  a committee  of  the  AMA  Board  of 
Trustees  that  has  been  working  to  solve  this 
problem. 

ACTION:  NOT  ADOPTED 

RESOLUTION  NO.  18-75 
Public  School  Comprehensive  Health  Education 
By:  Knoxville  Academy  of  Medicine 
Delegation 

WHEREAS.  Personal  knowledge  and  responsibility 
can  serve  to  lower  disease  incidence  and  severity,  in. 
for  and  by  the  health  consumer;  and 

WHEREAS,  Public  school  health  education,  beginning 
in  Kindergarten  and  continuing  annually  in  the  curric- 
ulum until  high  school  graduation  is  a powerful  tool 
in  providing  knowledge  and  reinforcing  behavior;  and 

WHEREAS.  Tennessee  has  not  provided  separate 
teacher  training  in  (CHE)  health  education,  separate 
school  courses  in  Comprehensive  Health  Education,  in- 
service  postgraduate  teacher  or  supervisory  training  in 
(CHE),  adequate  modern  curriculum,  comprehensive 
pupil  textbook  statewide,  available  to  all  public  school 
children;  and 

WHEREAS.  Tennessee  public  schools  currently,  ran- 
domly delegate  such  health  education  as  is  offered  to 
overburdened  and/or  untrained  teachers  of  non-health 
subjects  (specifically,  to  coaches,  home  economics 
teachers,  science  and  biology  teachers,  social  studies 
teachers,  school  nurse  or  other  visitors),  and  often 
neglecting  to  offer  health  education  at  all  for  part  or 
all  of  one  or  more  school  years;  and 

WHEREAS.  The  American  Association  of  Health. 
Physical  Education  and  Recreation  teachers  and  other 
national  professional  educator  groups  have  published 
useful  position  statements  in  behalf  of  Comprehensive 
Health  Education  since  1970,  advocating,  for  example, 
instruction  in  health  problems  on  a “need  to  know” 
basis,  including  physical  fitness,  personal  hygiene,  emo- 
tional and  mental  health,  family  and  community  health, 
nutrition,  communicable  diseases,  sexuality  and  human 
development,  accident  prevention  and  consumer  educa- 
tion; and 

WHEREAS.  Federal  Government  support  is  not  a 


steady  source  of  funds,  being  in  the  nature  of  tem- 
porary and  categorical  grants  rather  than  supportive 
of  unified,  continuing  Comprehensive  Health  Education 
at  all  levels  of  instruction,  including  teacher  certification 
requirement,  curriculum  planning  and  timely  revision, 
and  of  useful  requirements  for  high  school  graduation; 
and 

WHEREAS,  Abundant  data  are  at  hand  from  studies 
in  the  Tennessee  Department  of  Education.  Department 
of  Public  Health,  the  Tennessee  Congress  of  Parents 
and  Teachers,  the  American  Academy  of  Pediatrics  and 
elsewhere,  to  support  the  above  contentions  and  as- 
sumptions, and  to  suggest  the  urgency  and  direction 
for  change;  and 

WHEREAS,  Pilot  programs  in  Dental  Health  and 
Comprehensive  Health  Education  have  been  imple- 
mented in  two  Tennessee  counties  already,  with  tem- 
porary support  only.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
encourage  and  support  the  development  of  active,  stand- 
ing committees  at  state  and  local  levels,  by  which 
medical  societies  and  physicians  may  join  other  health 
professionals  in  assisting  our  State  toward  prompt: 
(1)  legislation  of  mandate  for  CHE  in  Tennessee  public 
schools,  (2)  participation  in  teacher  training  in  CHE  in 
colleges  and  universities,  (3)  assisting  in  curriculum 
development  and  revision  every  five  years  in  CHE  at 
State  level  and  (4)  assisting  other  community  agencies, 
including  PTA,  nursing,  dental  and  pharmacy  groups, 
church  and  civic  groups  and  others,  to  coordinate  and 
provide  broad  local  community  support  for  and  par- 
ticipation in  CHE  in  the  public  schools  of  Tennessee. 

Reference  Committee  B — recommended  adop- 
tion of  the  resolution. 

ACTION:  ADOPTED 

RESOLUTION  NO.  19-75 
Efficiency  and  Energy  Conservation  by  the 
Tennessee  Medical  Association 
By:  George  R.  Mayfield,  Jr.,  M.D. 

WHEREAS,  All  of  us  are  plagued  by  excessive  paper- 
work and  meetings  of  all  kinds;  and 

WHEREAS,  The  workload  of  medical  practice  and 
the  necessary  business  of  our  Tennessee  Medical  Associ- 
ation require  much  time,  money  and  effort;  and 

WHEREAS,  Our  human  energies  and  energy  supplies 
of  the  earth  are  being  depleted  at  an  alarming  rate;  and 
WHEREAS,  There  are  limits  to  the  endurance  even 
of  our  loyal  and  tireless  TMA  staff.  Now,  therefore 
be  it 

RESOLVED,  That  we  do  everything  possible  to  limit 
the  paperwork  generated  by  our  Association;  and  be  it 
further 

RESOLVED , That  we  hold  only  those  meetings  which 
are  vital  and  necessary  to  the  effective  functioning  of 
the  TMA;  and  be  it  further 

RESOLVED,  That  we  encourage  the  TMA  staff  to 
continue  their  efforts  toward  efficiency,  so  that  we  will 
have  the  resources  to  carry  on  our  work  and  give 
appropriate  compensation  to  our  staff  without  inordinate 
increases  in  our  dues  structure. 
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Reference  Committee  C — recommended  adop- 
tion of  the  resolution. 

ACTION:  ADOPTED 

RESOLUTION  NO.  20-75 
PSRO  and  Confidentiality  of  Health  Care  Data 
By:  TMA  Committee  on  Socio-Economics 

of  Health  Care 
Phil  E.  Orpet,  M.D.,  Chairman 

WHEREAS.  These  PSRO  organizations  and  other 
health  care  entities  collect,  store,  and  evaluate  health 
care  data.  Now,  therefore  be  it 

RESOLVED,  That  all  health  care  data  gathered  by 
all  Tennessee  physician  organizations  shall  be  con- 
fidential and  its  primary  use  restricted  to  meeting  the 
requirements  of  the  PSRO  Law.  Such  data  may  be 
used  for  the  education  of  physicians  and  released  to 
other  physician  organizations  subject  to  approval  by 
the  appropriate  Board  of  Directors,  and  be  it  further 
RESOLVED,  That  the  Tennessee  Foundation  for 
Medical  Care,  Inc.,  and  the  Shelby  County  Foundation 
for  Medical  Care,  Inc.,  provide  an  annual  report  to 
the  Tennessee  Medical  Association  detailing  budget, 
expenditures,  activities,  accomplishments,  and  future 
plans. 

Reference  Committee  C — recommended  the 
above  substitute  resolution  be  adopted.  The 
House  added  an  amendment. 

ACTION:  ADOPTED  AS  AMENDED 

RESOLUTION  NO.  21-75 
Mandatory  Reporting  of  Cancer 
By:  Nashville  Academy  of  Medicine 
William  H.  Hartmann,  M.D. 

WHEREAS,  There  is  considerable  state  and  national 
interest  in  cancer  as  a chronic  disease,  taking  the  lives 
of  many  of  the  citizens  of  our  state;  and 

WHEREAS,  Planning  for  medical  facilities  to  treat 
cancer  patients  can  only  be  accomplished  by  having 
valid  statistics  on  the  occurrence  and  type  of  cancer 
occurring  in  the  State  of  Tennessee;  and 

WHEREAS,  Awareness  of  changing  patterns  in  cancer 
and  a possible  relationship  to  environmental  factors  need 
to  be  continually  investigated  so  as  to  insure  the  greatest 
degree  of  protection  of  our  citizens.  Now,  therefore 
be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
and  its  component  county  medical  societies  support  the 
mandatory  reporting  of  cancer  by  the  physicians  in  the 
State  of  Tennessee;  and  be  it  further 

RESOLVED,  That  the  Department  of  Public  Health 
and  the  Legislature  of  the  State  of  Tennessee  accomplish 
this  by  whatever  means  are  necessary. 

Reference  Committee  B — felt  that  the  intent 
of  this  resolution  is  laudable  but  under  present 
circumstances  it  was  impractical  and  unworkable 
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as  stated,  and  therefore  recommended  that  the 
resolution  not  be  adopted. 

ACTION:  NOT  ADOPTED 

RESOLUTION  NO.  22-75 
Solicition  of  Charitable  Funds 
By:  Nashville  Academy  of  Medicine 

Malcolm  R.  Lewis,  M.D. 

WHEREAS,  Various  agencies  involved  in  solicitation 
of  charitable  funds  in  Middle  Tennessee  have  recently 
been  alleged  mishandling  of  funds  and  inadequate  ac- 
counting for  disposition  of  funds;  and 

WHEREAS,  Many  such  allegations  appear  to  have 
substantial  merit  and  basis  in  fact;  and 

WHEREAS,  Many  charitable  fund-raising  agencies 
involve  the  health  field;  and 

WHEREAS,  The  citizens  of  Tennessee  need  and  de- 
serve protection  from  fraudulent  practices  by  charitable 
fund  agencies  and  need  assurance  that  practices  of  es- 
tablished agencies  are  acceptable.  Now,  therefore  be  it 
RESOLVED , That  the  House  of  Delegates  of  the 
Tennessee  Medical  Association  recommend  to  the  Legis- 
lature of  the  State  of  Tennessee  passage  of  “Solicitation 
of  Charitable  Funds  Act”;  and  be  it  further 

RESOLVED , That  such  Act  should  follow  guidelines 
set  out  by  the  National  Health  Council,  Inc.,  in  their 
“View-points  on  State  and  Local  Legislation  Regulating 
Solicitation  of  Funds  from  the  Public.” 

Reference  Committee  A — felt  that  abuses  of 
solicitation  by  charitable  organizations  is  a prob- 
lem for  organized  medicine,  and  with  a minor 
amendment  added,  recommended  the  adoption  of 
the  resolution. 

ACTION:  ADOPTED  AS  AMENDED 

RESOLUTION  NO.  23-75 
Establishment  of  TMA  Newsletter 
By:  Nashville  Academy  of  Medicine 
David  R.  Pickens,  Jr.,  M.D.,  President 

WHEREAS,  There  are  numerous  issues  of  timely 
import  (i.e.,  professional  liability,  medical  licensure, 
fees,  physician  distribution,  medical  education,  pro- 
fessional ethics,  medical  legislation  in  toto,  etc.)  which 
continually  affront  the  practice  of  medicine  in  Tennessee 
and  are  of  great  interest  and  concern  to  the  membership 
of  the  TMA;  and 

WHEREAS,  All  actions  of  the  TMA  in  response 
to  these  issues  are  of  the  utmost  importance  to  the 
membership;  and 

WHEREAS,  It  is  paramount  that  printed  accounts 
of  all  such  TMA  actions  be  expeditiously  disseminated 
to  all  members  directly  so  that  effective  communication 
may  be  attained;  and 

WHEREAS,  Effective  communication  (clear,  open, 
direct,  and  quick)  enhances  greater  understanding,  co- 
operation, and  support;  and 

WHEREAS,  There  is  currently  no  publication  of  the 
TMA  distributed  on  a regular  basis  which  provides  all 
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members  with  timely,  near  spontaneous  accounts  of 
current  issues;  and 

WHEREAS,  The  information  provided  in  the  Yellow 
Pages  of  the  Journal  of  the  Tennessee  Medical 
Association  and  the  quarterly  TMA  News  is  prepared 
in  a highly  professional  manner  but  is  no  longer  news- 
worthy when  it  is  actually  received  by  the  membership 
due  to  the  two  to  six-week  lag  in  production  time  im- 
posed by  the  printing  and  mailing  processes;  and 

WHEREAS,  It  has  been  the  experience  of  many  state 
and  county  medical  societies  to  prepare,  reproduce 
(offset  process  or  mimeograph),  address  (address- 
graph),  and  mail  (non-profit  bulk  rate)  a newsletter 
at  a reasonable  cost  and  in  a period  of  one  to  three 
days;  and 

WHEREAS,  It  is  not  necessary  that  such  a newsletter 
include  photographs,  art  work,  or  elaborate  make-up 
and  design  but  rather  a series  of  brief,  concise,  and 
timely  news  capsules  on  one  page  (front  and  back). 
Now,  therefore  be  it 

RESOLVED,  That  the  staff  of  the  Tennessee  Medical 
Association  proceed  immediately  to  publish  a news- 
letter similar  to  the  above  description  to  all  members 
of  the  TMA  on  a timely  basis,  under  the  direction  of 
the  Board  of  Trustees,  and  be  it  further 

RESOLVED , That  the  yellow  pages  of  the  Journal 
of  the  Tennessee  Medical  Association  be  deleted,  after 
a study  by  the  TMA  Board  to  determine  if  desirable. 

Reference  Committee  D — recommended  the 
addition  of  the  amendment  that  the  Newsletter 
be  published  on  a timely  basis,  under  the  direction 
of  the  Board  of  Trustees  and  that  the  yellow  pages 
now  in  the  Journal  of  TMA  be  deleted,  after  a 
study  of  this  by  the  TMA  Board,  and  with  this 
amendment  that  the  resolution  be  adopted. 
ACTION:  ADOPTED  AS  AMENDED 

RESOLUTION  NO.  24-75 
Organized  Support  for 
Professional  Liability  Legislation 
By:  Marshall  County  Medical  Society 

WHEREAS,  Malpractice  insurance  rates  and  limited 
availability  are  adversely  affecting  both  the  cost  and 
type  of  medical  care;  and 

WHEREAS,  The  unlimited  multi-million  dollar  jury 
malpractice  verdicts,  and  the  lack  of  a fixed  statute 
of  limitations  makes  actuarial  estimates  impossible,  and 
granting  of  insurance  at  reasonable  rates  unfeasible;  and 

WHEREAS,  A physician  must  defend  all  cases  no 
matter  how  frivolous;  and 

WHEREAS,  The  present  crisis  is  forcing  older  doctors 
to  retire  prematurely,  and  making  the  profession  less 
attractive  for  the  younger  physicians.  Now.  therefore 
be  it 

RESOLVED,  That  each  component  medical  society 
encourage  its  membership  to  attend  at  least  one  session 
of  the  1975  Tennessee  State  Legislature  to  show 
organized  support  for  realistic  professional  liability 
legislation  and  emphasize  its  necessity,  the  welfare 
of  our  patients  demanding  it. 


Reference  Committee  A — supported  the  intent 
of  the  resolution  but  felt  that  it  would  be  difficult 
for  component  societies  to  require  large  segments 
of  its  membership  to  attend  legislative  sessions  as 
a group,  and  substituted  the  above  Resolve  for 
the  one  in  the  original  resolution.  It  was  also 
preferred  the  term  “professional  liability  legis- 
lation” be  used  rather  than  “malpractice  legis- 
lation.” With  these  amendments,  the  Committee 
recommended  adoption  of  the  resolution. 
ACTION:  ADOPTED  AS  AMENDED 

RESOLUTION  NO.  25-75 
Adoption  of  National  Code  System 
By:  Board  of  Trustees 
Tennessee  Medical  Association 

WHEREAS,  The  American  Medical  Association  has 
published  the  third  edition  of  Physicians’  Current  Pro- 
cedural Terminology;  and 

WHEREAS,  The  proliferation  of  organizations  in- 
volved in  the  processing  of  medical  information,  both 
private  and  governmental  at  national,  state  and  local 
levels  are  growing  in  number;  and 

WHEREAS,  The  continued  use  of  non-standardized 
and  limited  systems  of  designating  service  acts  to  the 
detriment  of  the  patient  and  the  physician.  Now,  there- 
fore be  it 

RESOLVED , That  the  TMA  Delegation  to  the  Ameri- 
can Medical  Association’s  House  of  Delegates  submit  a 
resolution  calling  on  the  AMA  to  continue  its  efforts 
to  have  the  Current  Procedural  Terminology  adopted 
as  the  universal  system  for  identifying  and  reporting 
the  services  provided  by  physicians;  and  be  it  further 

RESOLVED , That  the  TMA  inform  the  Tennessee 
Congressional  Delegation  of  this  action  and  seek  their 
support  in  having  the  Bureau  of  Health  Insurance  of 
the  Social  Security  Administration  adopt  the  Current 
Procedural  Terminology  as  its  reporting  system. 

Reference  Committee  A — recognized  the  need 
for  unified  terminology  for  communication  with 
a number  of  agencies  by  computer,  and  rec- 
ommended adoption  of  the  resolution. 

ACTION:  ADOPTED 

RESOLUTION  NO.  26-75 
Professional  Liability  Insurance  Crisis 
By:  Knoxville  Academy  of  Medicine 

WHEREAS,  The  medical  liability  insurance  coverage 
in  Tennessee  has  reached  crisis  proportions;  and 

WHEREAS,  The  Knoxville  Academy  of  Medicine 
recognizing  this  problem,  has  conducted  an  Educational 
Seminar  addressing  the  problem,  attended  by  the  mem- 
bership of  this  Academy  and  physicians  from  sur- 
rounding counties;  and 

WHEREAS,  There  were  participating  a circuit  court 
judge,  attorneys,  hospital  administrators,  insurance  ex- 
ecutives, as  well  as  medical  consumers;  and 
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The  Distinguished  Service  Award  is  presented  an- 
nually by  the  Board  of  Trustees  of  the  Tennessee 
Medical  Association  to  physician  members  who  have 
made  eminent  contributions  to  the  public  welfare  or 
to  the  advancement  of  medical  science.  At  the  140th 
Annual  Meeting  of  TMA  on  April  11,  the  Chairman 
of  the  Board  of  Trustees  announced  that  there  were 
three  recipients  of  the  award  in  1975.  The  following 
are  those  who  received  the  award. 

Hartcell  Wilson , M.D. , Memphis,  is  a physician 
who  for  the  past  27  years  has  been  a professor  and 
chairman  of  the  Department  of  Surgery  at  the  Uni- 
versity of  Tennessee  College  of  Medicine  in  Memphis. 
His  abilities  in  the  teaching  of  young  surgeons  is 
unsurpassed.  Countless  numbers  of  medical  students 
have  had  the  privilege  of  training  under  him  and  have 
become  some  of  the  best  surgeons  known  today. 

A native  of  Lincoln,  Alabama,  he  received  his  M.D. 
degree  from  Vanderbilt  University  in  1932,  after 
which  he  took  an  internship  and  residency  at  the 
University  of  Chicago.  During  World  War  II,  he 
was  a Lieutenant  Colonel  and  chief  of  surgery  at  the 
225th  Station  Hospital  in  the  Mediterranean  Theatre. 
For  his  service  and  dedication,  he  received  the  Legion 
of  Merit  award. 

He  began  a private  practice  in  surgery  at  Memphis 
in  1939  which  he  maintains  today.  He  has  been 
surgeon-in-chief  of  the  City  of  Memphis  Hospitals 
since  1948  and  is  a past  president  of  the  staff  at 
Baptist  Hospital.  He  serves  as  a consultant  to  the 
Kennedy  Veterans  Hospital,  Lebonheur  Childrens 
Hospital  and  the  Hospital  for  Crippled  Children  in 
Memphis. 

His  skills  as  a practicing  surgeon  and  teacher  are 
matched  by  his  literary  talents.  He  has  contributed 
more  than  140  papers  to  surgical  literature  through 
research  studies,  clinical  articles,  surgical  conferences, 
editorials,  exhibits  and  surgical  teaching  motion 
pictures. 

A board  certified  surgeon  since  1940,  he  holds 
membership  in  numerous  surgical  societies,  including 
the  Society  of  Clinical  Surgery,  Society  of  Vascular 
Surgery,  Excelsior  Surgical  Society  and  International 
Society  of  Surgery.  He  has  served  many  other  pro- 
fessional organizations  in  leadership  capacities  in- 
cluding presidencies  of  the  Tennessee  Chapter  of  the 
American  College  of  Surgeons,  Southern  Surgical 
Association  and  is  immediate  past  chairman  of  the 
Advisory  Council  for  General  Surgery  of  the  Ameri- 
can College  of  Surgeons. 

In  addition,  Dr.  Wilson  has  been  honored  nation- 
wide holding  numerous  guest  lectureships  at  medical 
schools  and  universities.  He  was  recently  honored 
with  the  first  annual  Distinguished  Service  Award  by 
the  Memphis-Shelby  County  Medical  Society  in 
December,  1974. 

The  Board  of  Trustees  was  pleased  to  present  this 
award  to  Dr.  Wilson. 

^ ^ 

John  H.  Burkhart , M.D.,  Knoxville,  is  a phy- 
sician who  for  over  25  years  has  been  continuously 


DISTINGUISHED  SERVICE  AWA 

involved  in  the  affairs  and  concerns  of  h 
community  as  a physician  and  as  a responsi ,,, 
leader.  For  an  equal  number  of  years  he  he 
and  actively  supported  the  efforts  of  organiz 
icine  on  the  local,  state  and  national  level  te 
and  project  the  delivery  of  medical  care  in  a 
best  suited  to  the  public  interest  and  needs. 

Dr.  Burkhart  has  been  president  of  the  b \ 
Academy  of  Medicine,  chairman  of  its  Judicii  1 
cil,  and  chairman  of  the  Building  Committed 
in  1969  erected  a beautiful  and  functional  t;j, 
to  its  older  historical  home  and  museum,  j 
been  vice  president,  secretary,  trustee,  chaiii 
the  Board  of  Trustees,  and  president  of  the  T u 
Medical  Association,  and  for  eight  years  a a 
of  its  delegation  to  the  American  Medical 
tion’s  House  of  Delegates.  He  has  also  s<  a 
president  of  the  Board  of  Directors  of  tl  \ 
Student  Education  Fund  since  its  inception  ] 
Even  after  attaining  the  highest  offices  in  th\ 
ville  Academy  of  Medicine  and  in  TMA,  D fij 


hart’s  interest  and  devotion  have  not  waned  A 
has  continued  to  serve  actively  on  various  cor, 
He  helped  organize  and  wrote  the  Constituoi 
By-Laws  for  the  Tennessee  Valley  Academy  o7i 
Physicians,  and  was  its  first  secretary  and  lai 
dent.  He  was  vice  president  of  the  Tennessee  Jjs 
of  Family  Physicians  and  was  chosen  by  this  ra 
tion  as  General  Practitioner  of  the  Year  in  1 4 
is  a diplomate  of  the  American  Board  of:n 
Practice  and  a charter  fellow  of  the  ^ ei 
Academy  of  Family  Physicians. 

He  is  a diligent  member  of  the  American 
Association’s  House  of  Delegates,  vice  chai  ai 
the  Council  on  Constitution  and  By-Laws,  a)  cil 
man  of  the  AM  A Committee  on  Health  Cain! 


Poor,  one  of  AMA’s  most  active  and  respec 


oj 


mittees.  He  has  been  chief-of-staff  of  St 
Hospital  in  Knoxville  and  was  the  first  chit 
Department  of  General  Practice  for  the  L 
of  Tennessee  Memorial  Research  Center  and  U 
in  1956-1959. 

i 

Dr.  Burkhart  has  served  the  City  of  Kno.ilh 
a member  of  the  Board  of  Education  for  einj 
during  some  of  its  most  critical  times  and  or 
last  seven  of  these  years  as  its  chairman,  la 
completed  this  service,  the  Knoxville  Chabei 
Commerce  presented  him  a special  award  fe  se 
in  education.  He  has  served  as  Knoxvilh  Sc 
Phvsician  since  1970  and  Knoxville  Pensio  Bi 

m 

Physician  since  1971. 

He  is  a member  and  ruling  Elder  of  tin 
Presbyterian  Church  of  Knoxville  and  h 
many  pulpits  in  Knoxville  and  other  cities  n 
occasions  as  a lay  speaker.  He  is  past  pre  Jen 
the  Nortliside  Knoxville  Kiwanis  Club. 

He  is  a member  of  Kappa  Sigma  Social  F 'er 
Phi  Chi  Medical  Fraternity,  and  Omicrc  l 
Kappa  National  Leadership  Fraternity.  He  i,U 
ante  of  the  University  of  Tennessee  and  thefn\ 
sity  of  Tennessee  College  of  Medicine,  and  / W 
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r 

( ire r to  the  University  of  Tennessee  Department  of 

4 hropology  and  Department  of  Religious  Studies  on 

5 cal  and  Philosophical  Considerations  in  Medicine, 
i April,  1974,  Governor  Winfield  Dunn  appointed 

? a member  of  the  State  of  Tennessee  Board  of 

V lical  Examiners. 

e is  married  to  the  former  Marjorie  Blaylock  of 

V nphis,  Tennessee  and  they  are  the  parents  of 
i e sons. 

he  Board  of  Trustees  took  great  pleasure  in  pre- 
v ing  the  award  to  Dr.  Burkhart. 

* * * 

erry  T.  Francisco , M.D.,  Memphis,  is  a physician 
a > almost  single-handedly  has  caused  the  Medical 
f miners  system  in  Tennessee  to  do  an  about  face, 
f narily  through  his  initiative,  vast  improvements  in 
?,  County  Medical  Examiner  system  has  been 
i ieved  and  the  necessary  coordination  between 
5 sicians  and  law  enforcement  is  reaching  its  peak 
i Tennessee.  However,  as  he  himself  has  expressed, 
' lere  is  still  a lot  of  work  to  be  done  and  plenty 
t worn  for  further  improvement .” 
le  is  recognized  nationally  for  his  expertise  in 

! c 

/ ?nsic  pathology  and  toxicology.  He  serves  as  a 
i sultant  to  the  U.S.  Naval  Hospital  in  Millington, 
f Tennessee  Bureau  of  Investigation  and  the  Gov- 
t or’s  Highway  Safety  Program. 

lor  the  past  fifteen  years  Dr.  Francisco  has  served 
hgnphis  and  Shelby  County  as  County  Medical 
baminer  and  continues  to  serve  the  Memphis  Police 
apartment  and  Shelby  County  Sheriff’s  Department 
i a consultant  in  the  forensic  sciences.  Like  many 
\v sicians  who  serve  their  counties  in  a similar 
hion,  the  extra  hours  and  time  spent  too  often  go 

i xoticed  and  the  job  itself  is  a thankless  one. 

h addition  to  his  local  responsibilities  in  Memphis, 

ii  is  the  Chief  Medical  Examiner  and  director  of  the 
. nsion  of  Medical  Ecology  and  Toxicology  for  the 

te  of  Tennessee.  Under  his  leadership,  the  State 

? been  able  to  de-centralize  its  activities  and  now, 

'■ough  regional  offices  in  every  area  of  the  State, 

icology  services  are  being  provided  for  physicians 

i law  enforcement  authorities. 

4 native  of  Huntingdon,  Tennessee  he  received  his 

dical  education  at  the  University  of  Tennessee 

liege  of  Medicine,  followed  by  an  internship  and 

j idency  at  the  City  of  Memphis  Hospitals.  He  now 

ves  as  professor  of  pathology  at  the  University  of 

nnessee  Center  for  the  Health  Sciences.  He  is 

>ard  certified  in  anatomic,  clinical  and  forensic 

thology  by  the  American  Board  of  Pathology. 

He  has  been  active  in  specialty  society  organiza- 

ns,  serving  the  Tennessee  Society  of  Pathology  as 

I ’sident  and  secretary,  the  Southern  Medical  Asso- 
i . 

tion  as  president  of  the  pathology  section,  and  he 
a member  of  the  Board  of  Governors  of  the 
itional  Association  of  Medical  Examiners. 

He  has  been  a frequent  contributor  to  the  TMA 
urnai  as  well  as  national  publications. 

The  Board  of  Trustees  was  proud  to  present  this 
I ard  to  Dr.  Francisco. 


WHEREAS,  The  Knoxville  Academy  of  Medicine 
believes  this  to  be  an  effective  and  timely  method  of 
informing  the  general  public  and  the  State  Legislators 
of  this  crisis.  Now,  therefore  be  it 

RESOLVED , That  the  other  county  medical  societies, 
under  the  direction  of  the  Board  of  Trustees,  be  en- 
couraged to  hold  similar  seminars  and  disseminate  in- 
formation to  their  patients  in  an  effort  to  solve  this 
problem. 

Reference  Committee  D — felt  that  this  matter 
should  be  under  the  direction  and  study  of  the 
TMA  Board  of  Trustees,  and  recommended  adop- 
tion as  amended. 

ACTION:  ADOPTED  AS  AMENDED 

REPORTS  OF  OFFICERS 

REPORT  OF  THE  PRESIDENT 
E.  Kent  Carter,  M.D. 

The  abstract  of  the  President’s  report  states 
that:  “TMA  has  had  a successful  year.  Our  mem- 
bership has  grown.  Our  participation  in  IMPACT 
while  still  not  good,  has  increased.  We  have 
reasonably  good  communications  between  the 
staff  office  and  the  component  societies.  The 
Tennessee  Foundation  for  Medical  Care  has  been 
designated  as  the  PSRO  organization  for  Area  II 
comprising  most  of  the  state.  It  is  organized  and 
functioning.  For  the  remainder  of  my  report  I will 
indulge  in  analysis,  forecasting  the  future,  and 
prescribing  possible  solutions  for  some  problems. 

“During  my  year  as  President,  I have  devel- 
oped some  definite  ideas  and  feelings  concerning 
Medicine  and  what  faces  it  in  the  future.  Ideas 
developed  at  meetings,  leadership  conferences, 
and  reading  more  than  is  my  usual  habit.  Five 
areas  in  particular  have  drawn  my  attention  and 
I believe  should  be  our  areas  of  greatest  concern.” 

The  report  discussed  in  detail  the  following 
five  topics: 

1.  Cost  of  Health  Care 

During  the  past  years,  costs  in  all  areas  of 
the  economy  have  skyrocketed.  Medical  costs 
have  been  no  exception.  The  cost  of  health  care 
creates  a particular  problem  because  without  good 
health,  the  nation’s  citizens  cannot  enjoy  any  of 
the  other  fruits  of  their  endeavors. 

“In  the  past  ten  years,  health  care  costs  have 
increased  175%.  Last  year  $80  billion  was  spent 
on  medical  care.  Hospital  costs  have  tripled. 
Doctors’  fees  leaped  forty  per  cent  providing  the 
doctors  with  the  highest  median  income  in  the 
land,  nearly  $50,000  a year.  A $45  hospital  bed 
in  1965  now  costs  $115.  The  health  expenditure 
per  individual  per  year  in  1950  was  $78.35.  Now 


it  is  $400.  Overall  insurance  coverage  will  cover 
only  thirty-seven  per  cent  of  each  consumer’s 
dollar  spent  on  health  care.  When  this  kind  of  in- 
formation is  circulated  to  union  members  and 
legislators,  is  there  any  wonder  that  cost  of  med- 
ical care  is  a major  issue.” 

2.  Distribution  and  Quality  of  Health  Care 
“These  are  lumped  together,  because  no 
matter  how  high  the  quality  of  care,  if  it  is  not 
available  often  enough,  it  is  not  good  care,  and 
vice  versa.  If  care  is  of  poor  quality,  availability 
means  nothing.  Distribution  and  quality  are  prob- 
lems because  the  news  media  has  generally 
focused  on  the  worst  areas  in  the  field  and 
trumpeted  their  findings  as  though  they  were 


typical.  The  President  of  the  United  States  said 
we  need  50,000  more  physicians.  In  1973  this 
goal  was  met  by  increased  physician  production 
with  larger  medical  classes,  new  medical  schools 
and  not  least,  by  importing  foreign  physicians.” 
The  report  reminded  physicians  of  the  two  epics 
of  mis-information  and  damnation  seen  on  the 
tube,  “Don’t  Get  Sick  in  America”  and  “What 
Price  Health?” 

“Labor  unions  trot  out  statistics  that  portray 
our  health  care  as  follows:  We  rank  seventeenth 
among  nations  in  infant  mortality,  eleventh  in 
maternal  mortality,  eighth  in  doctors  per  popula- 
tion, and  twenty-second  in  life  expectancy.  Based 
on  1970  statistics  there  were  4,017  physicians  in 
Tennessee,  881  in  medical  specialties,  1,420  in 


TENNESSEE’S  OUTSTANDING  PHYSICIAN  OF  THE  YEAR 

Hollis  E.  Johnson,  M.D. 


Each  year  county  medical  societies  in  Tennessee  are 
given  the  opportunity  to  present  candidates  for  one 
of  the  Tennessee  Medical  Association’s  highest  honors 
— the  Outstanding  Physician  of  the  Year.  The  candi- 
dates may  represent  any  specialty  and  may  be  selected 
for  service  to  the  community , a civic  project,  scientific 
and  medical  achievement,  or  any  other  activity  which 
a county  medical  society  determines  the  candidate  to 
be  outstanding. 

For  the  eighteenth  year  the  House  of  Delegates  oj 
TMA  elected  from  three  worthy  candidates,  a truly 
outstanding  physician  for  this  high  honor. 

Hollis  E.  Johnson.  M.D. , Nashville,  in  a period 
of  50  years  has  made  significant  contributions  as  a 
specialist  and  primary  care  physician,  a medical 
teacher  and  clinical  researcher,  and  leader  of  organ- 
ized medicine. 

He  graduated  from  medical  school  prior  to  the  era 
of  resident  staffs  and  extended  residency  training 
leading  to  specialization.  He  served  one-year  intern- 
ships at  the  Davidson  County  Tuberculosis  Hospital 
and  the  old  Vanderbilt  Hospital  before  entering  the 
practice  of  medicine.  His  training  from  that  point  in 
time  came  from  his  own  efforts  and  initiative. 

He  was  one  of  the  first  to  introduce  Pneumothorax 
Treatment  for  TB,  Collapse  Therapy  in  treatment  of 
TB,  and  Bronchography.  In  1923  he  organized  and 
directed  the  Clinic  for  Tuberculous  Children  for  the 
City  of  Nashville  and  served  the  Clinic  the  following 
12  years.  Further,  in  1926,  he  organized  the  Chest 
Clinic  at  the  Vanderbilt  University  Hospital  and  was 
its  director  for  the  following  32  years. 

In  the  1930’s,  Dr.  Johnson  collaborated  with  Dr. 
Alfred  Blalock  when  chest  surgery  and  Thoracoplasty 
for  TB  was  first  offered  to  this  area.  Dr.  Johnson  also 
contributed  materially  to  the  modern  management  of 
TB  complicating  pregnancy.  During  and  after  World 
War  II,  he  was  a consultant  in  diseases  of  the  chest 


to  the  Thayer  General  V A Hospital. 

Many  students  have  derived  great  educational 
benefit  and  guidance  from  this  outstanding  teacher. 
The  appreciation  of  these  students,  most  of  whom 
are  now  practicing  physicians,  was  one  of  the  motiva- 
tions for  Dr.  Johnson’s  candidacy  for  this  award. 

He  u’fls  on  the  faculty  at  Meharry  Medical  College 
from  1921  to  1943  and  at  Vanderbilt  from  1925  to 
1958  when  he  was  appointed  Professor  Emeritus  of 
Clinical  Medicine,  a post  he  currently  holds. 

His  contributions  to  clinical  research  included  numer- 
ous scientific  papers,  particularly  on  chest  diseases, 
for  publication  in  textbooks  and  medical  journals  and 
for  presentation  at  state,  national,  and  international 
meetings.  He  was  among  the  first  to  recognize  and 
clarify  the  clinical  picture  of  Histoplasmosis  in  man. 

Dr.  Johnson  has  been  a leader  and  participant  in 
some  30  professional  organizations.  He  is  a diplo- 
mate  of  the  American  Board  of  Internal  Medicine,  a 
fellow  in  the  American  College  of  Physicians,  a fellow 
and  past  president  of  the  American  College  of  Chest 
Physicians,  past  president  of  the  Southern  Chapter  of 
the  American  College  of  Chest  Physicians,  former 
Board  member  of  the  National  Tuberculosis  Associa- 
tion, and  former  member  of  the  House  of  Delegates 
of  the  American  Medical  Association. 

He  is  a founder  and  past  president  of  both  the 
Nashville  and  Tennessee  Thoracic  Societies,  and  has 
also  been  president  of  the  Nashville  Academy  of 
Medicine,  Nashville  Society  of  Internists,  Middle  Ten- 
nessee Medical  Association,  and  Vanderbilt  University 
Medical  Association.  For  many  years,  Dr.  Johnson 
served  the  Tennessee  Medical  Association  as  a com- 
mittee chairman  and  active  member. 

Because  of  his  outstanding  work,  the  Nashville 
Academy  of  Medicine  was  proud  to  recommend  Dr. 
Johnson  for  this  award. 
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surgical  specialties,  876  in  other  specialties,  and 
840  in  Family  Practice.  Of  these,  3,065  were 
office  based,  not  in  teaching  or  full-time  positions; 
of  these  3.065,  2,252  were  in  one  of  the  specialty 
groups  and  813  in  Family  Practice.  There  were 
nine  counties  in  Tennessee  with  no  hospital  facil- 
ities with  population  ranging  from  23,300  down 
to  5,000.  There  were  seventeen  counties  with 
less  than  three  physicians  with  a total  of  twenty- 
four  physicians  serving  a population  of  143,500.” 

3.  Malpractice  Insurance 

'‘This  problem  was  impressed  upon  the  Ten- 
nessee physicians  by  the  recent  rate  increase.  We 
felt  the  increases  were  unjust  but  the  more  we 
investigated  malpractice  suits  in  the  state,  the 
more  we  were  amazed.  Checking  on  malpractice 
suits  is  nearly  impossible,  but  only  scratching  the 
surface  made  it  clear  that  suits  in  Tennessee 
were  increasing.  The  amount  of  damage  asked 
was  on  the  increase.  If  this  trend  is  not  checked, 
rates  will  continue  to  rise  or  coverage  will  be 
dropped.  If  rates  increase,  then  cost  of  care  will 
increase  proportionately  or  worse,  care  may  be- 
come unavailable  at  any  price.” 

4.  Government  Legislation 

“It  is  a foregone  conclusion  that  National 
Health  Insurance  will  come  to  pass.  The  Health 
Planning  and  Facilities  Act  is  already  through 
both  houses  of  Congress.  It  is  far-reaching  and 
affects  not  only  new  facilities  and  services,  but 
will  regulate  existing  facilities  and  services.  We 
can  see  regulations  to  distribute  physician  man- 
power; regulate  institutional  costs;  regulate  pro- 
vider fee  or  encourage  fee  regulation  by  states 
by  giving  a bonus  of  Federal  money  to  states  who 
pass  fee  regulatory  legislation;  further  regulations 
on  control  of  quality  of  care  over  and  above  or 
implementing  the  present  PSRO  laws,  including 
relicensure;  and  regulate  the  production  of  phy- 
sicians or  at  least  the  postgraduate  training  and 
specialization  training  of  physicians.  Coercive, 
discriminatory,  unconstitutional — yes,  regardless 
the  threat  of  each  and  every  item  is  hanging  over 
us.” 

5.  Cultist  Into  the  Practice  of  Medicine 

“Chiropractors  are  demanding  hospital  priv- 
ileges, demanding  the  right  to  do  physician 
examinations,  laboratory  work  and  in  other  words, 
infringe  on  the  practice  of  medicine.  Optometrists 
are  pushing  for  the  right  to  prescribe  drugs  and 


are  working  hand  in  glove  with  the  chiropractor 
to  help  both  gain  their  objectives.” 

The  report  set  forth  some  recommendations  on 
costs  of  care.  It  called  for  getting  the  truth  to 
the  public,  and  the  President  submitted  statistics 
to  supplement  his  reasons.  The  report  stated  that 
all  of  the  items  component  of  the  economy  in- 
creased 21.4%  and  legal  fees  increased  32.8%. 
Even  after  the  removal  of  Phase  IV  controls,  in 
an  adjustment  period  of  May,  June  and  July, 
1974,  physicians’  fees  increased  4.4%.  All  items 
increased  3%,  and  the  all-item  group  was  not  an 
adjustment  period,  having  been  removed  from 
Federal  price  controls  for  many  months.  There 
are  local  areas  of  cost  abuse  by  physicians  and 
hospitals.  The  physician  community  must  seek 
out  these  areas  of  abuse  and  eliminate  them  either 
by  negotiation  or  if  this  fails,  by  publically  de- 
nouncing the  offending  physician  or  hospital.  The 
report  stated  that  the  President’s  belief  was  that 
most  physicians  render  quality  care  to  their 
patients.  The  report  also  revealed  that  the  Presi- 
dent did  not  feel  that  there  was  a physician 
shortage,  and  that  production  of  physicians  need 
not  be  increased.  The  government  would  have 
physicians  so  numerous,  that  “we  would  fight 
each  other  for  patients.” 

The  President’s  report  stated  that  Medicine 
must  put  pressure  on  our  teaching  institutions  to 
direct  their  admissions  program  toward  those 
students  most  likely  to  settle  in  the  rural  or  in 
the  city  center  areas,  to  direct  their  educational 
efforts  to  prepare  the  medical  student  to  practice 
in  those  settings  and  not  in  specialty  or  research 
settings.  In  addition,  Medicine  should  seek  to 
attract  physicians  to  ( 1 ) consult  with  community 
leaders  in  medically  needy  areas  and  help  them 
provide  the  things  that  would  attract  the  young 
physicians,  and  (2)  provide  consultation  and 
relief  coverage  for  the  rural  physician  so  that  he 
does  not  feel  isolated. 

In  further  discussion,  the  report  revealed  some 
recommended  solutions  on  the  professional  liabil- 
ity insurance  issue.  These  were:  (1)  the  forma- 
tion of  an  underwriter  association  in  which  all 
liability  carriers  in  the  state  would  write  some 
malpractice  insurance  and  share  in  losses  from 
litigation,  (2)  legislation  to  encourage  more  in- 
surers to  participate  in  the  medical  liability  mar- 
ket, (3)  relaxing  the  present  stringent  informed 
consent  doctrine,  (4)  passage  of  a definite  and  en- 
forceable Statute  of  Limitations  Law,  (5)  estab- 
lishment of  a medical  injury  compensation  system 
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much  like  Workmen’s  Compensation,  and  (6) 
abolishing  the  legal  contingency  fee  system.  The 
President’s  report  also  urged  that  physicians  and 
their  societies  mount  a public  education  campaign 
informing  the  patient  what  the  cost  of  malpractice 
adds  to  his  bill  and  the  effect  it  will  have  on  the 
availability  of  care.  Also,  the  profession  must 
police  quality  of  care  to  ferret  out  those  phy- 
sicians who  are  high  risk  in  respect  to  malpractice 
actions,  and  above  all,  enlist  the  support  of  the 
public  in  any  legislative  effort  to  combat  the 
professional  liability  problem. 

The  report  revealed  that  government  interven- 
tion in  Medicine  directly  reflects  the  state  of  dis- 
content between  doctor  and  patient.  Whether 
this  discontent  is  real  or  fed  by  false  information 
as  supplied  by  reformists  and  activists  who  would 
dominate  us,  the  discontent  is  real  and  present. 
We  must  seek  out  and  support  the  best  political 
candidates  available.  The  report  stated  that  our 
last  resort  may  be  converting  our  national  and 
state  medical  associations  from  federations  whose 
chief  purpose  is  the  distribution  of  medical  knowl- 
edge to  more  tightly  knit  organizations,  one  of 
whose  chief  purpose  would  be  collective  bargain- 
ing on  the  part  of  the  physicians. 

The  report  concluded  by  stating  that,  “I  am 
sick  of  hearing  about  the  affluence  of  the  hard 
working  physician  from  the  slob  who  either  won’t 
work  or  has  no  skill.  I am  tired  of  hearing  about 
quality  care  for  all.  There  is  nothing  else  equal 
in  this  country.  You  get  where  you  are  because 
you  work  harder  and  have  more  ability  than  your 
competitor.  We  don’t  all  eat  steak,  drive  Cadil- 
lacs, and  we  all  can’t  get  medical  care  at  the 
mecca.” 

“Most  of  all,  I am  sick  of  the  physicians  who 
are  too  busy,  too  lazy,  too  selfish,  or  too  dis- 
interested or  for  whatever  reason,  are  not  willing 
to  familiarize  themselves  with  problems  in  Med- 
icine in  his  sphere  of  practice,  and  take  steps  to 
correct  these  problems.  If  all  the  local  problems 
were  ferreted  out  and  solved  we  would  have  no 
national  problems.  To  sum  it  up — physicians 
diagnose  your  ills  and  treat  them.  Heal  thyself.” 

REFERENCE  COMMITTEE  D — commended  the 
President  for  his  most  informative  and  frank  report, 
and  thanked  him  for  his  efforts  and  achievements  for 
the  past  year. 

THE  HOUSE  accepted  the  report. 

REPORT  OF  THE  BOARD  OF  TRUSTEES 
James  W.  Hays,  M.D.,  Chairman 

The  report  pointed  out  that  the  Board  of 
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Trustees  presents  this  informational  report  to  the 
House  in  order  to  set  forth  specific  business  for 
consideration  and  action.  The  report  consists  of 
an  overview  of  the  Association’s  activities.  The 
Board  reported  that  the  last  year  had  been  one 
of  the  most  active,  demanding  years  in  the  Asso- 
ciation’s history.  It  was  a year  that  saw  medical 
care  go  under  Klieg  lights  in  the  House  and 
Senate  of  the  United  States,  before  TV  cameras 
and  crowded  press  tables.  It  was  a year  that  your 
state  medical  association  in  many  instances  was 
asked  for  our  best  efforts  to  meet  new  chal- 
lenges. The  Board  tried  to  respond  with  energy 
and  effectiveness. 

The  Board  closely  followed  plans  in  legislation 
and  law  regulation  in  areas  related  to  health.  Six 
meetings  of  the  Board  were  held  during  the  past 
year,  one  of  these  being  a two-day  meeting.  At- 
tendance of  Board  members  is  practically  always 
100%. 

The  report  revealed  that  the  Trustees  acted 
upon  119  items  of  business  in  the  sessions  held 
during  the  last  twelve  months.  This  did  not  in- 
clude telephone  conference  calls  and  much  busi- 
ness conducted  by  mail.  The  Board  dealt  with 
matters  of  all  kinds  arising  out  of  its  responsibil- 
ities that  was  brought  to  its  attention  in  business 
affecting  the  Association,  actions  of  component 
medical  societies,  from  the  AMA,  from  govern- 
ment, and  from  numerous  outside  organizations, 
related  to  health. 

The  Board  continues  to  emphasize  TMA  must 
take  a stand  and  voice  its  policy  statements  on 
many  issues  that  affect  Medicine.  Matters  such 
as  daily  administration,  personnel,  TMA  mem- 
bership, Annual  Meeting,  exhibits,  Journal  ad- 
vertising and  many  other  day-to-day  activities, 
are  included  in  the  Executive  Director’s  report, 
and  reports  of  the  Committees.  Finances  are 
presented  in  the  report  of  the  Secretary-Treasurer. 
In  all  of  these  activities,  the  Board  is  the  final 
authority  in  those  areas  where  official  policy  action 
is  required. 

The  Board  of  Trustees  assumes  the  responsibil- 
ity for  interim  policy  decisions  between  sessions 
of  the  House  of  Delegates,  and  frequently,  of 
necessity,  must  act  for  the  profession,  based  upon 
policy.  The  Constitution  and  By-Laws  clearly 
stipulates  such  action  is  the  responsibility  of  the 
Board. 

The  many  problems  faced  by  Medicine  today 
have  required  the  Board  to  give  more  time  to 
representing  the  Association  than  in  any  previous 
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years.  The  formation  by  the  Tennessee  Medical 
Association  of  the  Tennessee  Foundation  for 
Medical  Care,  Inc.,  has  been  completed  and  the 
Foundation  is  proceeding  with  the  implementation 
of  the  professional  standards  review  law  (P.L. 
92-603).  Liaison  with  State  and  Federal  repre- 
sentatives has  been  continued.  Testimony  and 
appeals  to  the  Department  of  Health,  Education 
and  Welfare  have  been  submitted  pertaining  to 
regulations  on  health  issues  published  in  the 
Federal  Register.  The  Board  approved  conduct- 
ing the  biennial  Legislative  Conference  on  Feb- 
ruary 1 6 this  year.  Therefore,  the  Board  intended 
with  their  report  to  provide  a broad  overview  of 
the  Association’s  activities. 

The  report  pointed  out  that  the  Board  ad- 
ministers its  business  through  the  Executive  Com- 
mittee and  eleven  other  Board  Committees.  These 
are:  Finance,  Publications,  Committee  for  the 

AMA-ERF,  Memoirs,  Medical  Licensure,  Man- 
agement-Consultant to  the  Executive  Director, 
Malpractice,  Fuel  Allocation  for  Physicians,  Ex- 
hibits, Confidentiality,  and  TMA-TNA  Joint  Prac- 
tice Committee.  The  Board  is  kept  informed  daily 
by  the  TMA  staff  on  a number  of  issues.  The 
Trustees  are  responsible  for  policy  management  of 
the  TMA  Journal.  It  serves  the  House  of  Dele- 
gates as  an  implementing  body  on  programs 
adopted  by  the  House.  The  Board  at  all  times 
seeks  to  maintain  with  funds  available,  the  fiscal 
soundness  and  control  of  the  financial  affairs  of 
the  Association. 

The  following  are  abstracted  highlights  of  some 
of  the  more  important  items  of  business  acted 
upon  at  each  Board  meeting  during  the  past 
twelve  months.  The  Board: 

— Appointed  Standing  and  Special  Committees  of  TMA. 
— Confirmed  actions  of  the  Executive  and  Finance  Com- 
mittees of  the  Board. 

— Appointed  the  Directors  of  the  Tennessee  Medical 
Foundation. 

— Appointed  the  Board  of  Directors  of  the  Tennessee 
Foundation  for  Medical  Care.  Inc. 

— Again  considered  the  TMA  Student  Education  Fund 
and  took  action  endorsing  the  recommendation  that 
TMA-SEF  use  available  interest  money  for  scholar- 
ships up  to  $1,000  per  year,  and  that  the  award  be 
made  only  to  deserving  Tennessee  students  as  de- 
termined by  the  Board  of  Directors  of  the  Student 
Education  Fund,  with  a written  agreement  that  the 
student  upon  graduation,  will  practice  a minimum 
of  two  years  in  an  under-advantaged  area  of  Ten- 
nessee as  determined  by  the  Tennessee  Department 
of  Public  Health,  such  practice  to  begin  no  later 
than  three  years  after  graduation.  It  is  intended  that 
scholarship  funds  will  be  derived  from  the  interest 


earned  on  the  repayment  of  existing  loans. 

— Studied  a lengthy  report  dealing  with  the  National 
Blood  Policy,  and  approved  the  recommendations 
as  reviewed  by  the  TMA  Committee  on  Blood 
Banks  and  Medical  Laboratories. 

— Acted  on  Resolution  10-74,  dealing  with  separate  bill- 
ing, and  requested  the  Judicial  Council  to  prepare 
a pamphlet  on  appropriate  issues  that  might  be 
questionable  in  interpretation  when  a new  physician 
begins  practicing,  and  further  that  the  pamphlet  be 
made  available  if  possible  through  the  State  Li- 
censing Authority. 

— Directed  the  staff  to  contact  the  news  media  regarding 
a workshop-type  meeting  with  TMA  in  order  that 
frank  discussions  could  take  place  and  suggestions 
passed  along  to  the  Committee  on  Communications 
and  Public  Service. 

— Adopted  the  CPA’s  audit  of  the  fiscal  affairs  of  TMA 
for  1973. 

— Reviewed  the  Health  Project  Contest  and  recom- 
mended change  in  format. 

— Reviewed  TMA’s  press  relations. 

— Acted  to  fill  TMA  Committee  vacancies,  and  heard 
a report  on  conflicts  in  AMA  membership. 

— Recommended  two  physicians’  names  to  the  United 
States  Pharmacopeial  Convention  to  serve  on  ap- 
propriate committees,  and  advise  on  the  standards, 
strength,  quality  and  purity  of  the  drugs  for  the 
United  States  Pharmacopeial’s  Committee  on  Revi- 
sions. 

— Approved  having  major  repairs  made  on  the  roof  of 
the  Tennessee  Medical  Association’s  headquarters 
office  building. 

— Approved  action  to  co-sponsor  a Symposium  on  Con- 
fidentiality with  the  State  Mental  Health  Depart- 
ment, and  the  Tennessee  Bar  Association. 

— Directed  the  TMA  President  to  present  testimony  be- 
fore a General  Assembly  Committee  of  the  effects 
of  marihuana  on  health  and  law  enforcement. 

— Directed  a letter  to  be  written  to  the  Regional  Direc- 
tor of  the  Medicare  Intermediary  dealing  with  Reso- 
lution No.  11-74,  concerning  physician  charges  for 
services  when  the  amount  is  less  than  the  “allowable 
charge.” 

— Approved  the  dates  of  April  12-15  for  the  1978  An- 
nual Meeting  to  be  held  in  Knoxville.  Also  sub- 
mitted the  names  of  physicians  to  be  recommended 
to  the  Governor  to  serve  on  the  State  Electrolysis 
Examining  Board. 

— Recommended  names  to  be  sent  to  the  Governor  for 
appointment  to  the  Crippled  Children's  Advisory 
Committee  of  the  State,  and  the  Medicaid  Medical 
Advisory  Committee. 

— Approved  and  adopted  the  Second  Quarter  Financial 
Statement  of  TMA. 

— Directed  appropriate  legislation  or  an  amendment 
to  the  appropriate  statute  to  formulate  legislation 
relative  to  physicians  serving  on  medical  audit  com- 
mittees be  implemented. 

— Studied  three  bills  in  Congress  that  dealt  with  fund- 
ing of  RMPs,  and  opposed  those  bills  which  have 
the  effect  of  making  Medicine  a public  utility-type 
entity.  Letters  of  protest  on  these  bills  were  sent  to 
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the  congressional  sponsor  with  copies  to  all  mem- 
bers of  the  Tennessee  Congressional  Delegation. 

—Discussed  idea  of  conducting  a seminar  with  represen- 
tatives of  the  news  media. 

—Adopted  action  concerning  diagnostic  procedures  per- 
formed by  a hospital  resident. 

—Directed  the  Committee  on  Communications  and  Pub- 
lic Service  to  look  into  the  possibilities  of  making 
awards  yearly  to  newspaper  writers  in  appreciation 
of  news  to  improve  medical  care  that  might  have 
appeared  in  their  publications  during  the  year.  Also 
suggested  that  the  Committee  look  into  making  an 
award  to  a deserving  layman  in  business,  other 
professions,  Senator  or  Representative  from  Ten- 
nessee, for  his  input  into  health  programs. 

— Directed  Committee  on  Legislation  to  seek  to  obtain 
a seat  on  the  State  Commission  on  Law  Enforce- 
ment for  the  State's  Chief  Medical  Examiner. 

— Voted  to  contribute  funds  for  the  reception  in  1975  at 
which  time  Mrs.  E.  E.  Wilkinson.  Nashville,  will  be 
installed  as  President  of  the  AMA  Woman’s  Aux- 
iliary in  June. 

— Adopted  action  recommended  that  the  Tennessee 
Delegation  to  the  AMA  House  of  Delegates  develop 
a resolution  to  be  presented  at  the  clinical  session 
to  clarify  the  ethical  payment  of  procedures  per- 
formed by  a resident  that  is  under  the  direct  super- 
vision of  the  attending  physician. 

— Appointed  members  of  the  Board  of  Directors  of 
IMPACT  for  1975. 

— Adopted  action  to  have  TMA  officers  and  Board  of 
Trustees  to  visit  county  medical  societies  through- 
out the  State  whenever  invited.  This  would  be  for 
the  purpose  of  information  to  county  society  mem- 
bers. 

— Heard  a lengthy  report  of  proposed  increase  on  liabil- 
ity and  malpractice  insurance  rates  regarding  a 
filing  for  a 250%  increase  in  premium  rates.  The 
Board  urged  TMA  representatives  to  impress  upon 
legislators  the  seriousness  of  this  matter,  to  explore 
the  possibility  of  statutory  relief,  and  to  seek  further 
information  from  other  states  that  have  taken  this 
approach. 

— Directed  the  Committee  on  Group  Insurance  to  con- 
tinue to  protest  the  liability  insurance  rates  and 
diligently  seek  any  relief  on  steps  that  were  possible, 
even  to  the  extent  of  finding  another  carrier,  plus 
legislative  relief  aspects.  The  Insurance  Commit- 
tee has  been  closely  working  with  the  Insurance 
Commissioner  in  all  of  these  proceedings. 

— Urged  physicians  to  use  the  Uniform  Insurance  Claim 
Form. 

— Reviewed  in  detail  legislative  programs  proposed  for 
the  General  Assembly,  covering  such  issues  as 
amendments  to  the  Healing  Arts,  Basic  Science  and 
Medical  Examiners  Acts,  and  studied  the  changes 
recommended  by  the  Board’s  Ad  Hoc  Committee 
on  Medical  Licensure. 

— Reviewed  and  directed  as  to  how  these  proposed 
amendments  should  be  implemented.  Withdrew 
TMA's  original  position  to  bring  a physician's  as- 
sistant bill  to  the  General  Assembly  in  1975. 

— Approved  the  Third  Quarter  Financial  Statement  for 
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fiscal  affairs,  and  approved  the  proposed  budget  for 
the  1975  fiscal  year  as  submitted  by  the  Executive 
Director  and  recommended  by  the  Finance  Com- 
mittee. 

— Heard  a definitive  report  on  the  communications 
(MEDIX)  TV  series,  and  the  Board  endorsed  the 
program  to  be  aired  in  Tennessee  TV  station 
areas. 

— Heard  an  up-to-date  report  on  the  1975  Health 
Project  Contest  and  announced  that  some  forty- 
five  individuals  or  schools  plan  to  enter. 

— Considered  a report  on  the  TEL-MED,  program, 
which  consists  of  prepared  tapes  for  use  by  the 
public  calling  into  a central  answering  service,  thus 
giving  the  public  vital  information  on  almost  any 
health  subject  selected. 

— Accepted  a report  from  the  chairman  of  the  Commit- 
tee on  Rehabilitation  covering  its  activities  in  the 
rehabilitation  program. 

— Accepted  a report  wherein  the  law  is  to  be  amended 
to  permit  the  State  Medical  Examiner  to  become  a 
member  of  the  State  Commission  on  Law  Enforce- 
ment. 

— Reviewed  for  two  hours  the  serious  liability  and 
malpractice  insurance  status,  rates  and  difficulties  of 
obtaining  coverage.  The  subject  was  discussed  as 
related  to  legislation  and  the  variations  in  State  laws 
as  well  as  the  difficulty  in  knowing  exactly  what 
approach  could  be  taken  that  would  result  in  relief. 
The  Board  could  not  find  one  single  bill  that  would 
solve  this  problem.  The  recommendation  was  ac- 
cepted wherein  TMA  should  use  its  influence  and 
powers  to  get  the  Insurance  Commissioner  to  obtain 
from  all  companies,  a report  of  any  suits  that  exist 
or  any  cases  they  have  that  are  pending  in  court. 

— Appointed  Nominating  Committee  for  1975. 

— Selected  three  physicians  for  Distinguished  Service 
Awards  for  1975,  the  recipients  to  receive  the 
awards  at  the  Annual  Meeting. 

— Recommended  Joseph  L.  Willoughby,  M.D.,  Franklin, 
to  be  reappointed  for  a four-year  term  on  the 
Hospital  Licensing  Board. 

— Appointed  members  to  serve  on  the  TMA  Standing 
and  Special  Committees  in  1975. 

— Submitted  the  names  of  physicians  for  appointments 
to  the  State  Health  Planning  Council  (CHP).  Also 
confirmed  recommendations  of  four  physicians  for 
reappointment  to  the  Medicaid  Medical  Advisory 
Committee. 

— Reappointed  the  attorney  and  accountant  for  the  Asso- 
ciation for  1975. 

— Acted  to  co-sponsor  with  the  Tennessee  Hospital 
Association,  a workshop  for  hospital  trustees,  ad- 
ministrators, attorney  and  medical  staff,  the  meet- 
ing to  be  held  May  23-24  in  Gatlinburg. 

— Established  nominal  travel  expenses  to  be  shared  by 
those  members  of  the  Board  attending  the  AMA 
National  Leadership  Conference  on  January  24-26. 

— Approved  and  adopted  the  Fourth  Quarter  Financial 
Statement. 

— Accepted  recommendations  for  1975  budget  amend- 
ments submitted  by  the  Executive  Director. 
Amendments  for  additional  funds  were  the  result 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


of  inflation  and  large  increases  in  postage,  printing, 
travel  expense,  Committee  expenses,  higher  insur- 
ance property  premiums,  additional  expense  for 
legislative  activities,  and  others. 

— Established  a Joint  Practice  Committee  with  the  Ten- 
nessee Nurses  Association. 

—Heard  a final  report,  and  after  discussion,  approved 
licensure  law  amendments  and  directed  the  Com- 
mittee on  Legislation  to  introduce  these  in  the 
Tennessee  General  Assembly. 

—Appointed  a rural  physician  to  serve  on  the  State 
Health  Planning  Council’s  task  force  to  review, 
evaluate  and  make  recommendations  for  the  im- 
provement of  health  services  in  shortage  areas. 
—Adopted  a motion  to  accept  the  sponsorship  of  out- 
standing scientific  speakers  to  TMA’s  Annual  Meet- 
ing from  pharmaceutical  companies. 

The  Board  reported  that  all  directives  of  the 
1974  House  had  been  processed.  The  Trustees 
have  studied  and  administered  other  matters 
through  the  Executive  Committee. 

The  report  concluded  by  stating  that  the  Trus- 
tees and  officers  had  worked  tirelessly  with  the 
purpose  to  keep  the  best  interest  of  the  members 
of  the  Association  uppermost  in  their  delibera- 
tions, and  had  acted  in  every  instance  with  dedi- 
cation and  personal  responsibility. 

REFERENCE  COMMITTEE  D — commended  the 
Board  of  Trustees  for  their  diligent  and  valuable  work 
throughout  the  year  and  their  most  informative  report. 

THE  HOUSE  accepted  the  report. 

REPORT  OF  THE 
SECRETARY-TREASURER 

Olin  O.  Williams,  M.D. 

The  purpose  of  this  report  is  to  present  an 
accounting  of  income  and  expenditures  made  to 
conduct  the  business  activities  and  meet  financial 
requirements  of  the  Tennessee  Medical  Associa- 
tion. 

The  annual  audit  for  the  fiscal  and  calendar 
year  ending  December  31,  1974  has  been  com- 
pleted. The  accountant’s  report  contains  a sum- 
mary of  accounting  policies  and  the  basis  of 
accounting.  Included  are  the  notes  to  financial 
statements  and  I call  your  attention  to  these  items. 
The  accountant’s  annual  audit  for  1974  is  avail- 
able for  examination.  The  statement  of  revenue, 
expenditures  and  reserves  presents  the  transactions 
of  the  Association  for  the  twelve -month  period 
ending  December  31,  1974. 

A part  of  this  report  is  a condensed  financial 
statement  prepared  in  a format  similar  to  the 
annual  audit  in  order  to  show  the  assets,  liabilities, 
fund  balance,  operating  revenue,  reserves,  and 


expenditures  of  the  Association.  The  Association 
uses  the  fund  accounting  method  by  specific  pur- 
poses. 

No  provision  exists  for  possible  losses  on  notes 
receivable.  You  will  note  that  no  provision  has 
been  made  for  any  unrelated  income  tax  that 
might  be  assessed  by  the  Internal  Revenue 
Service. 

The  report  stated  that  these  are  times  of  un- 
certainty in  the  economy,  and  with  the  increasing 
demands  for  funds  for  the  business  of  the  Asso- 
ciation, the  Board  must  determine  TMA's  financial 
requirements  from  a minimum  of  two-to-three 
years  into  the  future.  Due  to  the  expanding 
membership  and  income  from  our  reserves,  the 
Association  has  been  able  to  meet  the  additional 
expenditures,  escalating  costs,  and  rapid  inflation 
taking  place.  In  these  times,  our  reserves  can 
rapidly  be  depleted.  Accountants  advise  and 
recommend  that  at  least  one  year's  budget  in 
reserve  is  necessary  for  sound  operation.  The 
1975  budget  is  the  first  deficit  budget  that  we 
have  had  to  live  with  in  any  recent  time. 

Your  Secretary-Treasurer's  considered  opinion 
is  that  by  the  meeting  one  year  from  now  in 
1976,  an  increase  in  membership  dues  for  the 
Association  to  operate  will  be  mandatory.  TMA 
is  the  seventeenth  largest  association  in  the  United 
States  in  membership,  yet  we  are  forty-ninth  in 
the  dues  structure  of  state  associations,  only  one 
being  lower.  The  average  for  the  southeast  states 
is  approximately  $125  per  member. 

A condensed  financial  statement  taken  from  the 
operating  fund  report  of  the  official  audit  is  in- 
cluded as  a part  of  this  report.  The  Internal 
Revenue  Service  requires  the  Association  to  al- 
locate a stipulated  amount  of  membership  dues 
to  the  Journal,  and  a separate  breakdown  of 
Journal  income  and  expense  is  included  in  this 
report.  The  operating  fund  is  the  active  day-to- 
day  accounting  for  expenditures  on  the  Associ- 
ation's financial  operations,  organizational  and  ad- 
ministrative activities.  The  deficit  in  the  1975 
budget  amounts  to  just  over  $5,000  and  this 
amount  will  have  to  be  withdrawn  from  reserves. 
All  income  is  in  the  operating  fund  for  ongoing 
expense.  For  TMA  to  do  the  job  that  you  expect 
and  demand,  we  must  provide  the  funds  needed 
to  do  it. 

The  1975  budget  was  adopted  by  the  Board 
of  Trustees  at  its  October  meeting.  Again,  there 
is  no  allowance  in  the  1975  budget  for  any  con- 
tingencies. The  budget  is  $352,670.00  and  esti- 
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mated  income  at  $347,650.00.  Increased  ex- 
penditures are  unavoidable  since  taxes,  postage, 
Social  Security  tax,  travel  expense,  services, 
supplies  and  multiple  items  used  by  the  Associ- 
ation, costs  more  now  and  will  continue  in  this 
trend. 

The  Board  of  Trustees  and  the  Secretary- 
Treasurer  welcomes  the  opportunity  to  present 
this  accounting  of  the  financial  affairs  of  TMA. 
Expenditures  are  made  carefully,  and  the  finances 
receive  the  highest  priority  of  management,  and 
are  continually  before  the  Board  at  each  meeting. 
The  Executive  Director  submits  a monthly  sum- 
mary of  income  and  expenses  for  review  by  the 
Secretary-Treasurer,  and  the  Board  of  Trustees 
has  complete  detailed  reports  presented  to  it 
quarterly. 


TENNESSEE  MEDICAL  ASSOCIATION 

CONDENSED  BALANCE  SHEET 
Dscember  31,  1974 


ASSETS  1974 

1.  Operating  Fund — General 

Business  $ 74.974.75 

2.  Reserve  Fund: 

Savings  263,774.86 

Investments  220,000.00 

3.  Student  Education  Fund 

(Interfund  Notes 

Receivable)  79,200.00 

4.  Property  Fund — Fixed  Assets 

(Land,  Building, 

Equipment — Less 

Depreciation)  232,610.56 

LIABILITIES 

Accounts  Payable  $ 110.00 

Accrued  Payroll  Taxes  51.56 


1973 

$ 89,965.19 

192,428.22 

220.000.00 

79.200.00 

236  068.31 

$ 165.00 

46.20 


OPERATING  STATEMENT 
YEAR  ENDED  DECEMBER  31,  1974 

(Condensed  Financial  Statement — 
January  1-Deeember  31,  1974) 


INCOME 

Exhibits  and  Annual 
Meeting 
*TMA  Dues 
** Journal  Advertising 
($29,322.59) 
Investment  Income 
Building  and 
Miscellaneous 
Income 


1974 

$ 10,522.00 
268,555.00 

30,212.19 

8,882.75 


1973 

$ 10,640.00 
258,145.00 

24,550.47 

8,911.10 


TOTAL 

EXPENDITURES 

Administrative  and 
Auditing 


$318,171.94  $302,246.57 

1974  1973 

$160,432.88  $140,103.34 


***AMA  Delegates  and 
Hospitality 


Annual  Meeting — TMA 

16,889.58 

18,396.90 

Attorney 

Board  of  Trustees — 

7.650.00 

7,650.00 

Committees-Council 

5,055.93 

4,854.30 

#Continuing  Medical 

Education 

30,000.00 

10,000.00 

Headquarters  Building 

12,286.86 

8,722.09 

Health  Careers 

1,250.00 

1,250.00 

IMPACT 

3.000.00 

3,000.00 

* * Journal — TMA  (See 

Separate  Report) 
Legislative  Expense 

4,382.30 

5,185.81 

**Staff  Salaries  and 

Employee  Insurance 
Taxes 

6,274.65 

5,554.06 

Staff  Travel 
Miscellaneous  and 

10,343.42 

10,093.97 

Other  Expenses 

1,528.00 

1,220.15 

TOTAL 

$259,093.62 

$216,030.62 

Excess  Journal  Costs 
Excess  of  Revenue 

($  15,003.40) 

($  15,031.68) 

Over  Expenditures 

44,074.92 

71,184.27 

*Addiiional  Amount  of  $19,730.00  of  dues  allocated 
to  Journal.  (See  report.) 

**See  Journal  Income  and  Expense  Report  ($29,322.59 
from  Advertising). 

***Included  in  Administrative  Expense. 

#Includes  $10,000  pre-payment  for  1975. 

REFERENCE  COMMITTEE  D — recommends  accep- 
tance of  the  report. 

THE  HOUSE  accepted  the  report. 

REPORT  OF  THE  JUDICIAL  COUNCIL 

Clarence  C.  Woodcock,  Jr.,  M.D.,  Chairman 

The  report  stated  that  the  Council  was  highly 
successful  in  dealing  with  ethical  questions  arising 
in  the  Districts  of  the  state  and  only  three  allega- 
tions of  unethical  conduct  against  physicians  were 
considered  by  the  Council.  These  involved  the 
question  of  whether  a physician  had  refused  to 
render  emergency  service,  employment  by  a phy- 
sician of  an  unlicensed  physician,  and  a physician 
who  was  publicly  critical  of  colleagues. 

The  physician  employing  an  unlicensed  phy- 
sician assured  the  Council  that  at  no  time  was 
the  employee  allowed  to  prescribe  or  treat  with- 
out his  persona]  supervision  or  to  exercise  in- 
dependent medical  judgment  in  assisting  him  in 
his  practice.  The  Council  warned  the  physician 
that  it  was  his  ethical  responsibility  to  see  that 
his  employees  stay  within  very  strict  boundaries 
of  activity  which  the  Council  outlined.  It  was 
the  opinion  of  the  Council  that  it  is  improbable 
that  actions  of  an  unlicensed  physician  could  be 
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controlled  closely  enough  to  prevent  infractions 
of  law  and  ethics,  however  unplanned.  In  the 
final  instance,  the  physician  was  reprimanded  for 
unprofessional  conduct  and  was  advised  of  the 
proper  means  in  trying  to  solve  the  difficulties 
with  colleagues. 

The  Council  prepared  a compendium  of  recent 
opinions  of  the  House  of  Delegates  and  the  Ju- 
dicial Council  on  matters  of  ethics.  This  is  to  be 
mailed  to  all  new  members  of  TMA  and  if 
possible  to  new  applicants  for  licensure  in  Ten- 
nessee. 

The  Council’s  report  stated  that  it  is  continuing 
its  efforts  to  ensure  that  Tennessee  physicians  bill 
their  patients  in  a manner  that  identifies  the 
physician  as  the  provider  of  the  service,  and 
requested  them,  especially  pathologists  and  radi- 
ologists, to  notify  it  of  any  hospitals  and/or 
physicians  who  are  still  parties  to  unethical  con- 
tracts. A means  of  bringing  pressure  to  bear 
on  hospitals  so  involved  through  the  Joint  Com- 
mittee on  Accreditation  of  Hospitals  has  been 
developed.  The  Council  has  received  no  notifi- 
cation of  violation  during  the  past  year. 

A pathologist  requested  the  Council  to  study 
the  Opinions  of  the  Judicial  Council  of  the  AMA 
on  the  question  of  advertising  and  solicitation  of 
patients  by  physicians.  Ethical  guidelines  were 
developed  and  published  in  the  September,  1974 
TMA  Journal  and  circulated  to  pathologists 
through  their  specialty  society. 

The  Council’s  attention  was  called  to  the  fact 
that  laboratories  outside  of  Tennessee  regularly 
advertise  in  this  manner.  The  Council  has  subse- 
quently requested  the  assistance  of  several  other 
state  medical  associations  in  bringing  pressure  to 
bear  on  physicians  residing  in  those  states  who 
are  involved  in  this  type  of  unehtical  activity. 

The  Council  reported  on  the  ethical  question  of 
an  attending  physician  charging  a fee  for  a service 
rendered  to  his  patient  by  a house  officer  at  his 
instruction,  but  in  his  absence.  This  practice  was 
felt  to  be  in  conflict  with  the  ethical  position  of 
the  Judicial  Council  of  the  House  of  Delegates 
of  the  AMA. 

The  Council  studied  the  question  of 
itinerant  surgery  and  concurred  in  the  following 
definition  adopted  by  the  American  College 
of  Surgeons:  “Itinerant  Surgery  is.  the  per- 

formance of  surgical  operations  under  circum- 
stances in  which  the  responsibility  for  diagnosis 
or  care  of  the  patient  is  delegated  to  another 
who  is  not  fully  qualified  to  undertake  it.  An 


exception  is  made  for  emergency  procedures  when 
the  patient’s  chances  for  recovery  would  be  jeop- 
ardized by  moving  him.  The  distance  between 
the  surgeon  and  the  patient  is  not  emphasized. 
What  is  important  is  that  the  operating  surgeon 
be  able  to  guarantee  the  patient  the  same  quality 
of  supervision  and  care  that  he  would  receive 
if  he  were  in  the  operating  surgeon’s  own  hospital 
. . . Itinerant  surgery  as  so  defined  constitutes 
inadequate  care.  . . .” 

The  report  pointed  out  that  the  Council  worked 
with  the  Healing  Arts  Board  and  the  Department 
of  Public  Health  with  regard  to  acupuncture 
clinics,  weight  reduction  clinics,  abortion  clinics, 
and  other  pseudo-medical  facilities.  The  Council 
thanked  these  State  offices  for  their  continued 
assistance  in  suppressing  unlawful  activities  by 
such  organizations. 

The  report  stated  that  the  Council  discontinued 
its  efforts  to  develop  a “Sick  Doctor  Law”  when 
this  issue  was  made  an  official  project  of  the 
AMA. 

The  report  concluded  with  the  Council  stating 
that  steady  support  and  careful  observance  in 
principles  of  medical  ethics  as  interpreted  by  the 
Judicial  Councils  of  the  Tennessee  and  American 
Medical  Associations  is  a strong  defense  against 
those  who  would  reduce  the  profession  of  medi- 
cine to  the  status  of  a trade.  Familiarity  with 
the  Principles  of  Medical  Ethics  is  basic  and  the 
profession  would  be  well  served  if  its  members 
would  read  them  over  twice  a year. 

REFERENCE  COMMITTEE  D— recommended  ac- 
ceptance of  the  Judicial  Council  report. 

THE  HOUSE  accepted  the  report. 

REPORT  OF  THE 
EXECUTIVE  DIRECTOR 
Mr.  J.  E.  Ballentine 

The  Executive  Director  abstracted  his  report, 
stating  that  it  is  a frustrating  chore  to  try  and 
convey  the  unlimited  number  of  activities  that 
go  through  one’s  mind  when  there  is  such  a strong 
desire  to  convey  to  the  membership  the  volume 
of  work  centering  around  the  headquarters  office 
and  staff. 

The  report  set  forth  seven  major  issues  that 
stand  out  for  the  coming  year  and  will  require 
TMA’s  special  attention.  These  are:  (1)  profes- 
sional liability  insurance,  (2)  peer  review 
(PSRO),  (3)  National  Health  Insurance,  (4) 
National  Health  Planning  and  Resources  Devel- 
opment Act,  (5)  disciplinary  and  grievance  func- 
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tions,  (6)  effective  legislative  grass  roots  support 
from  the  profession,  and  (7)  effective  communi- 
cations. 

The  report  stated  TMA’s  decisions  and  policies 
influence  the  entire  medical  and  health  industry 
in  Tennessee.  It  was  revealed  that  TMA  mem- 
bership is  now  in  excess  of  4,000  members.  The 
report  in  some  detail  explained  the  establishment 
of  a special  Ad  Hoc  Committee  on  Professional 
Liability  and  its  activities  during  the  year. 

In  review,  the  report  stated  that  staff  activities 
is  always  to  a great  degree  repetitive  of  previous 
years.  The  staff  is  constantly  involved  with  the 
ongoing  business  of  the  Association. 

Admin  istrative  R esponsi  b i liti  es 
Some  of  the  responsibilities  of  the  TMA 
Executive  Director  and  staff  are: 

— Development  and  continuous  monitoring  of  the  budget. 
— Membership  administration. 

— Staffing  AMA  Delegation. 

— Service  to  TMA  officers.  Trustees  and  committees. 

— Staffing  of  the  Judicial  Council. 

— Development  of  information  and  material  to  officers 
and  committees. 

— Services  to  component  medical  societies. 

— Leadership  development. 

— Cooperation  with  specialty  societies. 

— Publication  of  the  Journal,  TMA  Newsletter,  and 
other  publications. 

— Administration  and  implementation  of  TMA’s  legis- 
lative program. 

— Liaison  with  allied  professions. 

— Liaison  with  governmental  agencies  (state  and  Fed- 
eral). 

— Coordination,  planning,  and  staffing  of  the  Annual 
Meeting,  House  of  Delegates,  and  other  conferences, 
seminars  and  meetings. 

— Maintenance  of  all  TMA  records,  including  financial 
and  membership. 

— Dues  collection. 

— Providing  informational  service  to  the  public  and 
various  agencies. 

— Reproduction  of  information  for  distribution  to 
members. 

— Maintaining  building  and  property. 

— Services  to  members. 

The  Executive  Director  is  responsible  for  the 
management  of  the  headquarters  staff.  The  staff 
assists  county  societies,  particularly  in  obtaining 
physicians’  viewpoints  and  conducting  the  work 
of  the  Association  at  the  county  level.  A con- 
tinuous effort  by  staff  to  assist  physicians  to  find 
suitable  locations  consumes  considerable  time  and 
effort.  Communities  seeking  physicians  along  with 
medical  groups  and  established  physicians  de- 
siring associates  are  assisted.  TMA  gives  a 
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high  priority  in  its  program,  projects  and  efforts 
to  help  fulfill  identified  needs  in  rural  areas. 

Staff  Organization 

The  report  included  an  addendum  covering 
staff  responsibilities  and  management  and  ad- 
ministrative responsibilities  called  for  in  the  Table 
of  Organization.  In  several  areas,  one  staff  mem- 
ber is  responsible  for  more  than  one  departmental 
activity.  The  staff  management  and  responsi- 
bilities were  spelled  out  in  the  addendum  to  the 
report. 

Funds  and  Financial  Management 

The  report  revealed  that  inflation  and  the 
economy  are  major  problems  that  must  be  con- 
sidered in  conducting  the  business  of  the  Associ- 
ation. Materials  and  supplies  to  operate  the 
Association  include  a myriad  of  items  and  these 
are  costing  TMA  more  and  more  in  the  operation 
of  its  business.  Increases  are  occurring  in  the 
Annual  Meeting  production,  publications,  taxes, 
salaries  and  many  other  items.  The  Executive 
Director  and  staff  are  at  all  times  conscious  about 
finances  and  expenditures  for  the  Association’s 
operation.  The  year  1975  called  for  every  pos- 
sible economy  as  directed  by  the  Board  of 
Trustees.  Financial  planning  must  be  on  a sched- 
ule of  at  least  two  years  in  advance.  TMA’s 
dues  structure  is  49th  out  of  the  fifty  state 
medical  associations  in  the  United  States. 

The  report  revealed  that  the  Executive  Di- 
rector disburses  funds,  subject  to  the  aoproval 
of  the  Secretary-Treasurer,  arranges  for  the  an- 
nual audit,  prepares  quarterly  financial  statements 
for  the  Board  of  Trustees,  and  monthly  state- 
ments to  the  Treasurer.  Only  dues  for  the  number 
of  new  members  especially  have  kept  the  Associ- 
ation at  a level  where  it  could  operate  without 
a dues  increase.  The  dues  of  $80  for  TMA  con- 
tinues through  1975.  The  report  stated  that  the 
House  must  realize  the  financial  problems  are 
ever-expanding,  and  in  the  not  too  distant  future, 
additional  financing  will  be  necessary. 

The  budget  for  consideration  by  the  Finance 
Committee  and  the  Board  of  Trustees  is  pre- 
pared and  presented  by  the  Executive  Director. 
The  1975  budget  is  $352,670.00  compared  with 
$347,650.00  in  expected  income. 

Membership 

In  the  area  of  membership  services  and  bene- 
fits, the  report  detailed  the  advantages  to  TMA 
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members.  Membership  increased  in  the  year 
1974.  Active  members  of  the  Association  totaled 
3,946.  Of  this  number,  279  were  in  a dues 
exempt  status  which  includes  Veteran  members 
(over  age  70),  some  postgraduate  and  military 
members.  The  increase  in  membership  for  1974 
over  1973  was  a net  gain  of  197. 

Journal  of  the  Tennessee  Medical  Association 

The  report  stated  the  Journal  included  ac- 
tivities, achievements,  continuing  medical  educa- 
tion, editorials,  yellow  pages,  and  provides  sci- 
entific papers  of  importance  to  the  membership. 
The  report  also  included  the  printing  and  distribu- 
tion costs  of  the  Journal  in  1974  which  totaled 
$34,408.20.  Total  direct  and  indirect  cost  of 
producing  the  Journal  in  1974  amounted  to 
$65,306.72.  This  latter  figure  includes  overhead 
items  allocated  to  the  Journal.  The  Journal 
subscription  income  totaled  $1,250.75 

TMA  Sponsored  Tours 

The  report  stated  that  sponsored  tours  for  TMA 
members  continues  to  be  extremely  popular.  The 
summer  tour  for  1975  will  be  a two-week  ad- 
venture to  the  British  Isles  including  Ireland, 
England  and  Holland.  An  extremely  interesting 
trip  has  been  sold  out  for  an  eight-day  trip  to 
Hawaii  during  the  clinical  session  of  the  Ameri- 
can Medical  Association  in  December. 

The  Executive  Director’s  report  concluded  with 
the  statement  that  major  problems  confront  mem- 
bers of  this  Association  and  will  require  our  best 
efforts  in  1975.  Physicians  should  recognize  that 
government  generally,  legislators  at  the  state  and 
national  level,  consumers,  representatives  of  labor, 
minority  groups,  planners  and  innumerable  liberal 
organizations  with  their  input,  are  changing  not 
only  medical  care  but  the  very  way  of  life  of 
the  American  public.  Never  before  has  Medicine 
needed  its  best  leadership.  The  staff  stands  ready 
to  take  its  place  in  this  endeavor. 

The  report  ended  with  an  expression  of  appreci- 
ation to  the  officers,  Board  of  Trustees,  and  com- 
mittees for  their  help  and  cooperation,  and  also 
a grateful  commendation  to  the  TMA  staff  who 
daily  use  the  best  of  their  abilities  and  efforts 
to  get  the  job  done  as  the  membership  rightfully 
should  expect. 

REFERENCE  COMMITTEE  D— commended  the 
Executive  Director  for  his  tireless  work  and  the  members 


of  the  staff  for  their  excellent  work  and  this  very  infor- 
mative report. 

THE  HOUSE  accepted  the  report. 

COMMITTEE  REPORTS 

The  following  Standing  and  Special  Committees 
made  annual  reports  to  the  House  of  Delegates: 

Committee  on  Scientific  Affairs 

Committee  on  Legislation 

Liaison  Committee  to  the  Public  Health  De- 
partment 

Committee  on  Governmental  Medical  Services 

Committee  on  Tennessee  Medical  Association 
Group  Insurance 

Committee  on  Constitution  & By-Laws 
Committee  on  Hospitals 
Mediation  Committee 

Committee  on  Communications  and  Public 
Service 

Interprofessional  Liaison  Committee 

Committee  on  Socio-Economics  of  Health  Care 

Committee  on  Continuing  Medical  Education 

Rural  Health  Committee 

Committee  on  Emergency  Medical  Services 

Committee  on  Occupational  Health 

Advisory  Committee  to  the  Woman’s  Auxiliary 

Committee  on  Mental  Health 

Committee  on  Medicine  and  Religion 

Committee  on  Rehabilitation 

Committee  on  Regional  Medical  Programs 

Liaison  Committee  to  Medical  Schools  in  Ten- 
nessee 

Committee  on  Comprehensive  Health  Planning 

Tennessee  Medical  Association/Tennessee 
Nurses  Association  Joint  Practice  Committee 

Committees  Not  Reporting  Were: 

Peer  Review  Committee 

Committee  on  Hospital  Accreditation 

Committee  on  Environmental  Health 

Committee  on  Blood  Banks  and  Medical  Lab- 
oratories 
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1)  Dr.  John  H.  Burkhart  (left),  receiving  Distin- 
guished Service  Award  from  TMA  Board  Chairman, 
Dr.  James  W.  Hays;  2)  Dr.  Russell  B.  Roth,  AMA 
Immediate  Past-President,  addressing  TMA  House  of 
Delegates;  3)  Dr.  Jerry  T.  Francisco  (left),  accepts 
Distinguished  Service  Award  from  Dr.  Hays;  4)  Dr. 
Harwell  Wilson  (left),  presented  Distinguished  Ser- 


vice Award  by  Dr.  Hays;  5)  Dr.  E.  Kent  Carter  (left), 
outgoing  TMA  President,  presents  gavel  to  incoming 
President  Dr.  J.  Kelley  Avery;  6)  Exhibitor  from 
A.  H.  Robins  discussing  drug  product  with  physician; 
7)  Dr.  Hollins  Johnson  (left)  and  wife  accepting  the 
“Outstanding  Physician  of  the  Year”  award  from  House 
Speaker  Dr.  William  H.  Edwards. 


1 ) Dr.  Eric  Muirhead  addressing  General  Scientific 
session;  2)  Dr.  C.  Gordon  Peerman  making  acceptance 
speech  as  President-Elect;  3)  Mrs.  Luthur  Beazley 
(left),  State  Health  Project  Contest  Chairman  pre- 
sents $500  check  to  Contest  winner  Miss  Barbara 
Lawson;  4)  Mr.  Bob  Threlkeld  (left),  exhibitor  with 


INTRAV  travel  agency  discussing  TMA-sponsored 
tours  with  physician;  5)  Dr.  John  H.  Dawson  speak- 
ing before  Medicine  and  Religion  Breakfast;  6)  State 
Representative  Larry  Bates,  speaks  to  House  of  Dele- 
gates on  malpractice  legislation;  7)  House  of  Dele- 
gates in  session. 


Abstract  of  the  Minutes  of  the  Meetings  of  the  Board  of 
Trustees , Tennessee  Medical  Association  — 
Parlor  R Read  House  Hotel  — Chattanooga ? Tennessee 

April  9 and  12 \ 1975 


The  Board  of  Trustees  of  the  Tennessee  Medi- 
cal Association  conducted  two  meetings  during 
the  Annual  Meeting  of  the  Association  in  Chatta- 
nooga. The  meetings  were  held  at  the  Read 
House  on  Wednesday,  April  9 and  Saturday, 
April  12. 

RESUME  OF  THE  BOARD  MEETING 
APRIL  9,  1975 

Members  of  the  Board  Present: 

James  W.  Hays,  M.D.,  Nashville,  Chairman 
Robert  L.  Allen,  M.D.,  Cleveland 
J.  Kelley  Avery,  M.D.,  Union  City 
E.  Kent  Carter,  M.D.,  Kingsport 
John  K.  Duckworth,  M.D.,  Memphis 
Allen  S.  Edmonson,  M.D.,  Memphis 
William  H.  Edwards,  M.D.,  Nashville 
Mark  P.  Fecher,  M.D.,  Knoxville 
Eugene  W.  Gadberry,  M.D.,  Memphis 
Nat  E.  Hyder,  Jr.,  M.D.,  Erwin,  Vice  Chair- 
man 

Morse  Kochtitzky,  M.D.,  Nashville 
Oscar  M.  McCallum,  M.D.,  Henderson 
Charles  B.  Thorne,  M.D.,  Nashville,  Assis- 
tant Secretary- T reasurer 
Olin  O.  Willliams,  M.D.,  Murfreesboro, 
Secretary-  T reasurer 

Also  attending  were:  Mr,  Charles  L.  Cor- 
nelius, Jr.,  Nashville,  TMA  Attorney,  and  mem- 
bers of  the  TMA  staff. 

( 1 ) Under  Old  Business,  the  Board  heard  di- 
vision reports  made  by  members  of  the  staff. 
The  reports  were  on  Communications  and  Public 
Service,  Medicine  and  Religion,  Socio-Economics 
of  Health  Care,  and  amendments  being  submitted 
to  the  House  of  Delegates  by  the  Committee  on 
Constitution  and  By-Laws. 

The  Board  also  considered  the  workshop  to 
“Establish  Yourself  in  Medical  Practice  in  Ten- 
nessee” for  new  physicians,  including  Interns  and 
Residents. 

(2)  The  Board  discussed  the  appointments  of 
the  various  Standing  and  Special  Committees  of 
TMA,  making  several  additions  and  deletions  as 
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they  deemed  appropriate.  (A  copy  of  the  Com- 
mittees is  contained  in  the  official  files  of  the 
Association.)  The  Board  established  a special 
committee  of  the  Association  on  Long  Term 
Medical  Services  and  directed  that  Drs.  Avery, 
Williams  and  Hyder  be  requested  to  write  the 
charge  to  this  Committee,  as  it  was  felt  that  now 
and  in  the  future  there  would  be  a great  need 
for  such  a committee,  and  that  this  charge  be 
prepared  by  the  July  meeting  at  which  time  mem- 
bers of  the  Committee  would  be  appointed  by  the 
Board. 

(3)  Due  to  emergency  business  conducted  by 
letter  and  conference  calls,  the  Board  approved 
the  Executive  Committee’s  actions  in  recommen- 
dations to  the  health  planning  areas  and  the  ap- 
proval of  the  Indiana  version  of  the  professional 
liability  legislation  to  be  used  as  a pattern  for 
TMA. 

(4)  The  Board  appointed  Drs.  McCallum, 
Thorne  and  Williams  for  a new  term  on  the 
Tennessee  Medical  Foundation  Board  of  Direc- 
tors. 

(5)  In  other  actions,  the  Board  considered 
the  Non-Discovery  Statute,  and  Mr.  Williams 
stated  that  he  and  the  TMA  attorney  had  been 
directed  to  proceed  to  present  the  Non-Discovery 
Statute.  The  legislation  was  developed  and  intro- 
duced by  the  Tennessee  Hospital  Association,  and 
TMA  had  worked  with  the  THA  attorney  in 
drafting  the  bill. 

(6)  The  Board  recommended  Dr.  Julian  K. 
Welch  for  another  four-year  term  on  the  Board 
of  Medical  Examiners. 

(7)  Mr.  Ballentine  reported  that  the  Peabody 
Hotel  in  Memphis  had  gone  bankrupt  and  had 
closed  its  doors,  and  therefore  would  not  be 
available  for  the  1976  Annual  Meeting.  The 
Board  discussed  facilities  that  could  be  used  for 
the  meeting,  and  concluded  that  space  was  avail- 
able to  conduct  the  meeting  in  Gatlinburg.  Also 
the  Board  recommended  that  if  facilities  were  not 
available  and  dates  could  not  be  attained  at 
Gatlinburg,  that  Chattanooga  be  considered  for 
the  1976  meeting.  The  action  called  for  Memphis 
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to  host  the  meeting  if  suitable  facilities  could  be 
obtained  and  that  was  the  first  priority. 

(8)  In  New  Business,  the  Board  designated 
members  of  the  Board  to  attend  the  various 
Reference  Committee  hearings  as  resource  per- 
sons for  information. 

(9)  In  other  action,  the  Board  adopted  the 
1974  annual  financial  audit  and  approved  the 
first  quarter  financial  statement  of  operations. 

(10)  Hie  Board  discussed  and  considered  a 
communication  from  the  chairman  of  the  Board 
of  Directors  of  the  Nashville  Academy  of  Medi- 
cine concerning  a lawsuit  against  the  Academy 
and  the  State  Attorney  General,  that  would  re- 
quire physicians  to  testify  in  court  in  lieu  of  a 
deposition.  The  Board  agreed  to  consider  this 
matter  since  the  outcome  could  affect  all  phy- 
sicians in  Tennessee,  and  stated  its  interest  in  the 
suit,  and  will  further  consider  commitments  from 
TMA  in  aiding  in  the  financial  aspect  at  a later 
date. 

(11)  The  Board  recommended  Dr.  M.  F. 
Langston  for  a new  term  on  the  Board  of  Ex- 
aminers for  Nursing  Home  Administrators. 

(12)  The  Board  heard  reports  from  the 
Travel  Committee’s  plans,  and  considered  a rec- 
ommendation for  a mechanism  to  be  developed 
for  the  Association  to  have  more  input  into 
drug  matters. 

RESUME  OF  THE  BOARD  MEETING 
OF  APRIL  12,  1975 

The  Board  of  Trustees  convened  immediately 
following  the  second  session  of  the  House  of 
Delegates. 

Members  of  the  Board  Present: 

Nat  E.  Hyder,  Jr.,  M.D.,  Erwin,  Elected 
Chairman 

Robert  L.  Allen,  M.D.,  Cleveland 
J.  Kelley  Avery,  M.D.,  Union  City 
E.  Kent  Carter,  M.D.,  Kingsport 
John  B.  Dorian,  M.D.,  Memphis 
W.  David  Dunavant,  M.D.,  Memphis 
Allen  S.  Edmonson,  M.D.,  Memphis 
William  H.  Edwards,  M.D.,  Nashville 
Mark  P.  Fecher,  M.D.,  Knoxville 
James  W.  Hays,  M.D.,  Nashville 
Oscar  M.  McCallum,  M.D.,  Henderson, 
Elected  Vice  Chairman 
C.  Gordon  Peerman,  Jr.,  M.D.,  Nashville 
Charles  B.  Thorne,  M.D.,  Nashville,  Elected 
Secretary-Treasurer 

Joseph  L,  Willoughby,  M.D.,  Franklin 


Also  attending  were:  Mr.  Charles  L.  Cor- 
nelius, Jr.,  Nashville,  TMA  Attorney,  and  mem- 
bers of  the  TMA  staff. 

( 1 ) The  first  action  taken  was  the  organization 
of  the  Board,  and  Dr.  Hyder  was  elected  Chair- 
man and  he  presided  over  the  remainder  of  the 
meeting.  Dr.  McCallum  was  elected  Vice  Chair- 
man and  Dr.  Thorne  was  elected  Secretary- 
Treasurer. 

(2)  As  a part  of  the  Board  organization,  the 
Trustees  named  the  Committees  of  the  Board, 
which  are:  Executive  Committee — Drs.  Nat  E. 
Hyder,  Jr.,  J.  Kelley  Avery,  E.  Kent  Carter, 
Oscar  M.  McCallum,  C.  Gordon  Peerman,  Jr., 
and  Charles  B.  Thorne;  Finance  Committee — 
Drs.  Thorne,  Mark  P.  Fecher,  and  Joseph  L. 
Willoughby;  Publications  Committee — Drs.  Addi- 
son B.  Scoville,  Jr.,  McCallum,  and  Olin  O.  Wil- 
liams; Committee  on  Medical  Licensure — Drs. 
Francis  H.  Cole,  Avery,  Fecher,  Howard  R. 
Foreman,  Eugene  W.  Fowinkle,  Harold  W. 
Jordan,  Morse  Kochtitzky,  Tinnin  Martin,  Jr., 
Tom  E.  Nesbitt,  Mr.  Charles  L.  Cornelius,  Jr., 
TMA  Attorney,  consultant,  and  Roland  H.  Alden, 
Ph.D.,  consultant;  Committee  on  Exhibits — Dr. 
James  W.  Hays;  Ad  Hoc  Committee  on  Con- 
fidentiality— Drs.  Thorne,  Robert  L.  Allen,  and 
W.  David  Dunavant;  Ad  Hoc  Committee  on  Pro- 
fessional Liability — Drs.  Kochtitzky,  Carter,  Ed- 
monson, Edwards,  Garth  E.  Fort,  Robert  H. 
Haralson,  Jr.,  Hays,  William  T.  Satterfield,  Sr., 
and  Hyder,  ex-officio. 

(3)  Following  the  organization  of  the  Board, 

appointments  were  made  for  Division  Coordi- 
nators, and  the  following  were  nominated  and 
elected:  Division  on  Scientific  Services — Dr. 

Dorian;  Division  on  Legislation  & Governmental 
Medical  Affairs — Dr.  Hays;  Division  on  Com- 
munications & Public  Service — Dr.  Allen;  Di- 
vision on  Health  Services  & Socio-Economics — 
Dr.  McCallum;  and  the  Division  on  Medical  Edu- 
cation— Dr.  Thorne. 

(4)  Several  matters  of  Old  Business  were  con- 
sidered by  the  Board.  Mr.  Ballentine  reported 
that  he  had  been  advised  by  the  TMA  Student 
Education  Fund  that  the  Student  Fund  Board  had 
taken  action  to  repay  a sizeable  amount  of  money 
previously  loaned  to  the  Fund  by  the  Tennessee 
Medical  Association.  Over  the  years  that  these 
loans  have  been  made,  the  TMA  attorney  had 
prepared  promissory  notes  in  the  event  that  when 
and  if  the  Fund  was  discontinued,  there  would 
be  a mechanism  whereby  TMA  could  recover 
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such  funds.  Loans  had  been  made  without 
interest.  The  Fund  Board  voted  to  begin  repaying 
the  money  loaned  ($79,200.00).  The  Fund  Board 
notified  the  Executive  Director  that  they  would 
repay  immediately  $50,000  of  the  total  borrowed. 

(5)  Under  New  Business,  Resolution  No.  23- 
75  (Establishment  of  TMA  Newsletter)  adopted 
by  the  House  of  Delegates,  was  referred  to  the 
Board  for  implementation.  The  Board  directed 
that  the  yellow  pages  be  discontinued  in  the 
Journal  and  that  a Newsletter  be  published 
once  a month  or  as  deemed  required,  and  at 
the  end  of  the  year  when  the  Journals  are 
bound,  that  the  Newsletters  be  incorporated  into 
the  permanent  record  with  the  Journals. 

(6)  Resolution  No.  26-75  (Professional  Li- 
ability Insurance  Crisis)  was  referred  to  the 
Board,  requiring  a quick  action  program  be 
developed  to  get  out  to  the  county  medical  so- 
cieties the  material  to  be  produced  on  a mass 
basis,  which  would  contain  a letter  or  card  where- 
by patients  and  the  public  could  write  their 
Representative  or  Senator  urging  them  to  pass 


meaningful  legislation  on  the  malpractice  prob- 
lem. The  time  factor  was  the  principal  issue  as 
it  would  be  necessary  for  the  physicians  to  mail 
out  the  material  with  their  next  statements  to  their 
patients.  This  type  of  program  had  been  acom- 
plished  by  the  Knoxville  Academy  of  Medicine, 
and  it  had  created  considerable  impact  on  the 
public.  The  Board  directed  the  TMA  staff  to 
buy  available  material,  if  it  existed,  from  the 
Knoxville  Academy  to  be  used  as  an  example  of 
what  could  be  used  in  a mailing.  It  was  directed 
to  send  the  sample  material  to  each  county  medi- 
cal society  recommending  that  the  local  society 
have  this  or  similar  material  reproduced,  getting 
the  printing  done  locally,  and  furnished  to  local 
physicians,  urging  them  to  use  this  material  in 
statements  going  to  local  physicians’  patients. 
It  was  urged  that  this  be  done  as  quickly  as 
possible. 

(7)  The  Board  set  July  12-13  for  the  next 
quarterly  meeting  date  for  the  Board  of  Trustees. 

Nat  E.  Hyder,  Jr.,  M.D.,  Chairman 

J.  E.  Ballentine,  Executive  Director 
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Abstract  of  the  Minutes  of  the  Judical  Council 

Tennessee  Medical  Association 
Chattanooga ? Tennessee  — April  9 and  12,  1975 


The  Councilors  of  the  Tennessee  Medical  Asso- 
ciation met  at  12:00  Noon  in  the  Blue  Cross-Blue 
Shield  Building  in  Chattanooga  on  April  9,  1975. 
Dr.  Clarence  Woodcock,  Chairman,  presided. 
Members  of  the  Council  present  were:  Drs.  John 
Kennedy,  Knoxville;  Gordon  Petty,  Carthage; 
Parker  Elrod,  Centerville;  James  Donnell,  Alamo; 
Robert  Clendenin,  Jr.,  Union  City. 

(1)  The  Council  discussed  the  employment  of 
unlicensed  physicians  by  a licensed  physician. 
The  employing  physician  assured  the  Council  that 
in  no  way  was  the  unlicensed  physician  exercising 
independent  medical  judgment  in  the  course  of 
his  employment.  The  Council  had  received  in- 
formation suggesting  that  supervision  is  perhaps 
not  always  adequate. 

ACTION:  The  Council  voted  to  advise  its 

successors  that  investigators  from  the  Healing 
Arts  Board  had  looked  into  the  details  in  this 
particular  case  of  the  use  of  an  unlicensed  phy- 
sician, and  were  in  possession  of  information 
that  would  be  useful  to  the  Council.  It  was  the 
Council’s  opinion  that  serious  consideration  should 
be  given  to  limiting  the  use  of  unlicensed  phy- 
sicians quite  sharply,  and  requiring  that  the  con- 
ditions of  Resolution  No.  5-75  pertaining  to  the 
delegation  of  medical  duties  to  paramedical  per- 
sonnel be  imposed  strictly  whenever  these  people 
are  utilized  as  assistants  in  a medical  practice. 

(2)  The  controversy,  accusations  and  counter- 
accusations involving  physicians  in  Fentress 
County  were  discussed. 

ACTION:  The  Council  deemed  that  no  action 
by  the  Council  was  appropriate  at  this  time  or  in 
the  future  unless  some  form  of  complaint  should 


be  filed  by  the  Fentress  County  Medical  Society 
or  by  the  physician  parties  to  the  controversy. 

(3)  Resolution  No.  5-75  introduced  by  the 
Council  in  the  House  of  Delegates,  was  discussed 
in  detail,  this  resolution  having  to  do  with  nurse 
practitioner  programs  in  urban  and  rural  areas 
and  from  the  TMA-TNA  Joint  Practice  Com- 
mittee. Council  members  were  urged  to  appear 
before  the  Reference  Committee  considering  the 
resolution. 

(4)  The  Councilors  discussed  an  AMA  Ju- 
dicial Council  letter  pertaining  to  out-of-state 
laboratories.  The  case  in  question  was  in  the 
State  of  New  Jersey.  The  letter  stated  that  it 
supports  the  stand  of  the  AMA  Judicial  Council, 
and  that  the  circulation  of  price  lists  by  pathol- 
ogists or  by  laboratories  identifying  themselves 
as  affiliated  with  physician  pathologists  should 
be  avoided. 

(5)  The  Council’s  final  action  was  a unani- 
mous vote  of  appreciation  to  Mr.  J.  R.  McGuff, 
President  of  Blue  Cross-Blue  Shield  of  Tennessee, 
for  his  hospitality  in  providing  a lunch  and  excel- 
lent meeting  place  for  the  Council. 

Second  Meeting  of  the  Judicial  Council 

The  Council  held  its  second  session  during 
the  Annual  Meeting  of  the  Association  at  the 
close  of  the  House  of  Delegates  meeting  on  April 
12,  with  its  newly  elected  members  in  attendance. 
Dr.  Robert  E.  Clendenin,  Jr.,  Union  City,  was 
elected  Chairman  of  the  Council. 

There  being  no  further  business,  the  Council 
adjourned  until  the  next  quarterly  meeting,  the 
date  and  place  to  be  announced. 
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1975  TMA  Annual  Meeting — House 
1st  Session:  April  9 / 2nd 


of  Delegates  Composition 
Session:  April  12 


EX-OFFICIO  MEMBERS 


First 

OFFICERS  Session 

President  E.  Kent  Carter  Present 

President-Elect  J.  Kelley  Avery  Present 

Vice-President  Kenneth  J.  Phelps  Present 

Vice-President  Carroll  H.  Long  Present 

Vice-President  Hugh  Francis,  Jr.  Present 

Secretary-Treasurer  Olin  O.  Williams  Present 

Speaker  William  H.  Edwards  Present 

Vice-Speaker  Allen  S.  Edmonson  Present 

ELECTED  TRUSTEES 

East  Tennessee  Nat  E.  Hyder,  Jr.  Present 

Middle  Tennessee  Joseph  L.  Willoughby  Present 

West  Tennessee  . John  B.  Dorian 
West  Tennessee  W.  David  Dunavant 

AMA  DELEGATES 

Delegate  to  AMA  John  H.  Burkhart  Present 

Delegate  to  AMA  Tom  E.  Nesbitt 

Delegate  to  AMA  A.  Roy  Tyrer,  Jr. 

Delegate  to  AMA  Julian  K.  Welch,  Jr. 

PAST  PRESIDENTS 
Past  President  Frances  H.  Cole 

Past  President  Tom  E.  Nesbitt 

Past  President  John  H.  Saffold  Present 

Past  President  Wm.  T.  Satterfield,  Jr 

Past  President Morse  Kochtitzkv 

COUNCILORS 

First  District  James  H.  Boles 

Second  District  John  O.  Kennedy  Present 

Third  District  David  H.  Turner 

Fourth  District  D.  Gordon  Petty 

Fifth  District  Wm.  D.  Jones 

Sixth  District  ClarenceC.  Woodcock,  Jr.  Present 

Seventh  District Parker  D.  Elrod  Present 

Eighth  District James  H.  Donnell  Present 

Ninth  District  Robert  E.  Clendenin,  Jr.  Present 

Tenth  District  John  B.  Dorian 

OTHERS 

Commissioner, 

Public  Health  Eugene  W.  Fowinkle  Present 


DELEGATES 

EAST  TENNESSEE  GRAND  DIVISION 


County  Society 

BLOUNT  Jack  S.  Phelan  Present 

James  N.  Proffitt  (Alt.) 

H.  T.  Vandergriff  (Alt.)  Present 

BRADLEY William  I.  Proffitt 

Marvin  R.  Batchelor(Alt.)  Present 

CAMPBELL  John  S.  Burrell  Present 

CHATTANOOGA- 

HAMILTON  Thomas  L.  Buttram  Present 


Robert  C.  Coddington 

Paul  E.  Hawkins  Present 

Edward  G.  Johnson  

C.  Windom  Kimsey  Present 

Durwood  L.  Kirk  Present 

David  P.  McCallie  Present 

Don  J.  Russell  Present 

Billy  J.  Allen  (Alt.)  Present 

James  R.  Royal  (Alt.)  Present 

COCKE  David  H.  McConnell  Present 

CUMBERLAND 

GREENE  C.  D.  Huffman  Present 

HAMBLEN  C.  C.  Blake  Present 

HAWKINS 

KNOXVILLE 

ACADEMY Alfred  D.  Beasley 

Mark  P.  Fecher  Present 

Robert  B.  Gilbertson  

Felix  G.  Line 

William  O.  Miller 

Joseph  B.  Moon  Present 

John  T.  Purvis 

Richard  L.  Whittaker 

George  H.  Wood  Present 

Bruce  Avery  (Alt.)  Present 

Mary  B.  Duffy  (Alt.)  Present 

Robert  P.  Hornsby  (Alt.)  Present 

J.  H.  Waters,  Jr.  (Alt.)  Present 

J.  W.  Whittington  (Alt.)  Present 


McMINN Robert  G.  Hewgley  Present 

MONROE  James  L.  Allen  Present 

ROANE-ANDERSON  E.  E.  Kaebnick  Present 

Joe  E.  Tittle  Present 

R.  A.  Johnson  (Alt.)  

SCOTT  H.  M.  Leeds  Present 

SEVIER Charles  L.  Roach  Present 


SULLIVAN-JOHNSON  Bennett  Y.  Cowan 

Joseph  K.  Maloy  Present 

Hugh  W.  Rule  Present 

Sidney  A.  Wike  Present 

WASHINGTON- 

CARTER-U N ICOI  Charles  E.  Allen  Present 

J.  J.  Range  Present 

Gilbert  A.  Rannick  Present 
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First 

Session 

MIDDLE  TENNESSEE  GRAND  DIVISION 


BEDFORD Carl  T.  Stubblefield  Present 

BENTON- 

HUMPHREYS  Harold  L.  Blanton 

James  J.  Lawson  (Alt.) 

BUFFALO 

RIVER  VALLEY  Parker  D.  Elrod  Present 

COFFEE James  M.  King  Present 

NASHVILLE 

ACADEMY  Ben  J.  Alper 


Robert  L.  Bomar,  Jr.  Present 
George  K.  Carpenter,  Jr.  Present 
William  H.  Edwards  Present 
Burton  P.  Grant  Present 

George  W.  Holcomb,  Jr. 

H.  T.  Lavely,  Jr.  Present 

Malcolm  R.  Lewis  Present 

Ronald  E.  Overfield 
C.  Gordon  Peerman,  Jr.  Present 
David  R.  Pickens  Present 

Bruce  P’Pool,  Jr.  Present 

Sarah  H.  Sell 

Frank  W.  Stevens  Present 

David  D.  Thombs 
John  B.  Thomison  Present 

Charles  B.  Thorne  Present 

W.  O.  Tirrill,  III  Present 

C.  C.  Woodcock,  Jr.  Present 
W.  Carter  Williams,  Jr.  Present 
John  K.  Wright  Present 

H.  R.  Anderson  (Alt.)  Present 
Edmund  W.  Benz  (Alt.)  Present 
Kent  Kyger  (Alt.)  Present 

C.  W.  MacMillan  (Alt.)  Present 

DICKSON 

FENTRESS 


FRANKLIN  Dudley  C.  Fort  Present 

GILES  Armando  Foronda  Present 

J AC  KSON 

LAWRENCE  Virgil  H.  Crowder,  Jr.  Present 

LINCOLN  Anne  U.  Bolner  Present 

MACON 

MARSHALL  Hoyt  C.  Harris  Present 

K.  J.  Phelps  (Alt.) 

C.  J.  Wheeler  (Alt.)  Present 

MAURY  George  W.  Mayfield,  Jr.  Present 

MONTGOMERY 

OVERTON Jerry  L.  Shipley  Present 

PUTNAM  William  A.  Hensley  Present 

ROBERTSON 

RUTHERFORD  Carl  E.  Adams  Present 

Bernard  S.  Davison  Present 

SMITH  Melvin  Blevins  Present 

SUMNER  . Clarence  R.  Sanders  Present 

Lloyd  T.  Brown  (Alt.)  Present 

WARREN  J.  F.  Fisher  Present 

WHITE  C.  B.  Roberts  Present 

WILLIAMSON  Joseph  L.  Willoughby  Present 

WILSON  James  C.  Bradshaw,  Jr.  Present 


WEST  TENNESSEE  GRAND  DIVISION 


CONSOLIDATED  Thomas  K.  Ballard 
S.  Lane  Bicknell 
James  H.  Donnel 


HENRY  . 
MEMPHIS- 
SHELBY 


NORTHWEST 
ACADEMY.  . . 

TIPTON 


Present 

Present 

Present 

Present 


J.  Malcolm  Aste 
Boyer  M.  Brady 
Francis  H,  Cole 
Rufus  E.  Craven 
McCarthy  DeMere 
Richard  L.  DeSaussure 
Thomas  G.  Dorrity  Present 

Hamel  B.  Eason  Present 

Irvin  D.  Fleming 

Hugh  Francis,  Jr.  Present 

James  T.  Galyon  Present 

W.  H.  Gragg,  Jr.  

C.  D.  Hawkes 
Jean  M.  Hawkes 

George  R.  Livermore,  Jr.  

Tinnin  Martin,  Jr.  Present 

B.  G.  Mitchell  

Phillip  A.  Pedigo  Present 

John  D.  Peeples,  Jr.  Present 

John  D.  Pigott 
Daniel  J.  Scott,  Jr. 

A.  Roy  Tyrer,  Jr. 

J.  B.  Witherington  Present 

John  D.  Young 

F.  W.  Chappell  (Alt.)  Present 

Thomas  A.  Currey  (Alt.)  

G.  Randolph  Turner  (Alt.)  Present 

James  H.  Ragsdale  Present 

Arden  J.  Butler  Present 

Warren  A.  Alexander  Present 


The  above  information  taken  from  attendance  record  cards  signed  by  the  Delegates. 
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NEWS  OF  INTEREST  TO  DOCTORS  IN  TENNESSEE 


HOUSE  OF  DELEGATES  SUMMARY  OF  ACTIONS 

ATTENDANCE  858  AT  1975  ANNUAL  MEETING  . . . Another  sizeable  attendance 
registered  for  the  140th  Annual  Meeting  of  the  Tennessee  Medical  Associ- 
ation. Registration  in  Chattanooga,  April  9-12,  resulted  in  555,  in- 
cluding 124  Delegates  and  Ex-officio  Delegates  to  the  House,  and  21  guest 
physicians,  for  a total  of  555  Doctors  of  Medicine  . • • Others  attending 
were  24  guests  other  than  Doctors  of  Medicine,  123  exhibitors,  and  156 
members  of  the  Woman's  Auxiliary  to  TMA,  bringing  the  total  to  858. 

jjc 

1975-76  OFFICERS  ELECTED  . . . Installed  J.  Kelley  Avery,  M.D. , Union  City 
as  President;  C.  Gordon  Peerman,  Jr.,  M.D.,  Nashville,  President-Elect; 
William  H.  Edwards,  M.D.,  Nashville,  Speaker  of  the  House  of  Delegates; 
Allen  S.  Edmonson,  M.D,,  Memphis,  Vice  Speaker  of  the  House  of  Delegates; 
Vice  Presidents:  (Middle  Tennessee)  James  C.  Bradshaw,  M.D.,  Lebanon, 

(East  Tennessee)  Mary  B.  Duffy,  M.D.,  Knoxville,  (West  Tennessee)  James 
0,  Fields,  M.D.,  Milan;  Nat  E.  Hyder,  Jr.,  M.D.,  Erwin,  was  selected  by 
the  Board  of  Trustees  to  be  Chairman  of  the  Board,  Charles  B.  Thorne, 

M.D.,  Nashville,  was  named  Secretary-Treasurer. 

>[<  :{<  >}:  >}:  s}: 

FOUR  TENNESSEE  PHYSICIANS  HONORED  WITH  AWARDS  . . . Hollis  E.  Johnson, 
M.D.,  Nashville,  was  elected  by  the  House  of  Delegates  to  receive  the  1975 
Outstanding  Physician  of  the  Year  Award  • . . The  Board  of  Trustees 
presented  three  "Distinguished  Service  Awards"  to  members  who  have  made 
eminent  contributions  to  the  public  welfare  or  to  the  advancement  of 
medical  science,  service  to  the  Association  and  the  public  and  contribu- 
tions to  the  medical  profession  . . • Receiving  Distinguished  Service 
Awards  were:  John  H.  Burkhart,  M.D.,  Knoxville;  Jerry  Thomas  Francisco, 
M.D.,  Memphis;  and  Harwell  Wilson,  M.D.,  Memphis. 

* * * * * 

ACTIONS  OF  THE  HOUSE  OF  DELEGATES  ...  The  House  of  Delegates  adopted 
two  amendments  to  the  By-Laws,  and  took  action  upon  26  resolutions: 

— Adopted  Resolution  No.  1 recommending  to  the  Medicare  Carrier  that 
separate  areas  not  be  recognized  and  that  payment  be  based  on  the  phy- 
sician’s usual,  reasonable  and  customary  fee  according  to  professional 
service  rendered  and  medical  specialty  qualifications,  and  not  according 
to  geographic  location. 

— Adopted  Resolution  No.  2 urging  county  medical  societies  to  insist  upon 
ethical  practice  of  medicine  in  that  physicans  may  not  advertise. 

— Considered  Resolution  Nos.  3 and  4 on  the  subject  of  direct  election  of 
TMA  Delegates  and  Alternate  Delegates  to  AMA,  and  Professional  Standards 
Review  Organizations.  The  House  acted  to  not  adopt  these  resolutions. 

— Adopted  Substitute  Resolution  No.  5 setting  forth  in  detail  a six-part 
Resolve  that  ethical  guidelines  shall  be  observed  by  all  physicians  in 


their  professional  relationships  with  nurse  clinicians,  nurse  prac- 
titioners, physician’s  assistants  and  other  specially  trained  ancillary 
medical  personnel  working  under  physician  supervision,  and  control. 

— Adopted  Resolution  No.  6 urging  the  Judicial  Council  to  study  situations 
where  conflict  with  ethical  practice  may  exist. 

— Adopted  Resolution  No.  7 urging  all  physician  practitioners  in  state 
hospitals  be  licensed. 

— Adopted  Resolution  No.  8 calling  for  inspection  of  State  operated 
laboratories  with  inspection  to  be  by  an  independent  group  of  pathologists 
and  done  at  least  once  a year,  and  requiring  the  quality  of  performance 
equal  to  other  hospitals  in  the  State. 

— Adopted  Resolution  No.  9 setting  a deadline  of  six  weeks  prior  to  the 
opening  date  of  the  House  of  Delegates  for  the  submission  of  resolutions. 
— Adopted  Resolution  No.  10  on  current  definition  of  death.  The  reso- 
lution directed  a similar  resolution  be  presented  at  the  June  AMA  House. 

— Considered  Resolution  No.  11  on  the  subject  of  malpractice  commission 
and  assessment,  and  the  House  acted  to  not  adopt  this  resolution. 

— Adopted  Resolution  No.  12  on  the  subject  of  nursing-medical  staff  rela- 
tionships, the  resolution  calling  for  medical  staffs  to  establish  and  main- 
tain good  rapport  and  close  communication  with  Departments  of  Nursing  and 
hospital  nursing  personnel,  and  to  encourage  nursing  representation  at  med- 
ical staff  meetings  pertaining  to  nursing. 

— Adopted  Resolution  No.  14  calling  for  county  medical  societies  to  urge 
local  Boards  of  Education  to  require  coaches  and  trainers  to  enroll  in  and 
successfully  complete  a 16-hour  emergency  medical  care  course  by  the 
Department  of  Public  Health's  Division  of  Emergency  Medical  Services. 

— Considered  Resolution  No.  15  on  first  aid  course  as  a prerequisite  for 
Tennessee  drivers  license,  but  the  House  did  not  adopt  this  resolution. 

— Adopted  Resolution  No.  16  calling  for  county  medical  societies  to 
encourage  local  Boards  of  Education  to  offer  a progressive  first  aid  or 
medical  self-help  training  to  all  students  in  Grades  1 through  12. 

— Considered  Resolution  No.  17  on  liability  insurance  but  the  House  acted 
not  to  adopt  this  resolution. 

— Adopted  Resolution  No.  18  on  public  school  comprehensive  health  edu- 
cation urging  development  of  programs  at  the  state  and  local  levels. 

— Adopted  Resolution  No.  19  concerning  efficiency  and  energy  conservation 
by  the  Tennessee  Medical  Association. 

— Adopted  Resolution  No.  20  on  PSRO  re  confidentiality  of  health  care 
data,  the  resolution  requiring  the  Tennessee  Foundation  for  Medical  Care 
and  the  Shelby  County  Foundation  for  Medical  Care  to  provide  an  annual 
report  to  TMA. 

-—Considered  Resolution  No.  21  on  mandatory  reporting  of  cancer.  The 
House  acted  to  not  adopt  this  resolution. 

—Adopted  Resolution  No.  22  on  solicitation  of  charitable  funds  urging 
legislation  and  passage  of  a Solicitation  of  Charitable  Funds  Act. 

— Adopted  Resolution  No.  23  calling  for  a monthly  TMA  Newsletter.  The 
Newsletter  to  be  published  more  than  once  during  a month  if  necessary. 

— Adopted  Resolution  No.  24  on  organized  support  for  professional  lia- 
bility legislation,  calling  for  county  societies  to  encourage  their 
membership  to  attend  at  least  one  session  of  the  1975  General  Assembly. 

— Adopted  Resolution  No.  25  calling  for  adoption  of  a National  Code  System 
and  directed  that  a similar  resolution  be  presented  to  the  June  AMA  House. 
— Adopted  Resolution  No.  26  on  professional  liability  insurance  crisis 
which  urged  county  medical  societies  be  encouraged  to  hold  seminars  and 
disseminate  information  to  their  patients  in  an  effort  to  bring  it  to  the 
attention  of  the  public  and  legislators. 

(ALL  RESOLUTIONS  ARE  PUBLISHED  IN  THIS  ISSUE  OF  OF  THE  JOURNAL.) 
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The  AMA’s  new  NHI  plan  --the  Comprehen- 
sive Health  Care  Insurance  Act— was  introduced 
in  Congress  late  in  April.  It  builds  on  the  exist- 
ing structure  of  employer-employee  group  health 
insurance  plans.  Each  employer  would  be  man- 
dated to  provide  comprehensive  and  catastrophic 
benefit  coverage  and  pay  at  least  65%  of  the  cost. 
Employees  would  not  be  compelled  to  participate. 
Under  the  plan  the  self-employed  and  unemployed 
could  purchase  qualified  private  health  insurance, 
with  the  government  paying  all  or  part  of  the  pre- 
mium, depending  on  income  tax  liability.  Medi- 
care beneficiaries  could  purchase  supplemental 
insurance,  with  the  government  assisting  people 
with  limited  incomes.  Medicaid  would  be  elimi- 
nated. Small  businesses  that  would  be  burdened 
by  the  mandated  plan  would  receive  assistance 
from  the  government.- State  governments  would 
regulate  insurance,  subject  to  federal  guidelines 
established  by  a 15-member  Health  Insurance 
Advisory  Board. 

AMA  legislation  to  improve  rural  health  care 
was  also  introduced  in  April.  It  would  establish 
an  Office  of  Rural  Health  within  HEW,  to  award 
grants,  contracts,  loans  and  loan  guarantees  for 
projects  to  examine  existing  models  of  care  and 
to  assist  in  planning,  development  and  demonstra- 
tion of  rural  health  care  delivery  models.  The 
bill  authroizes  $75  million  for  fiscal  1976,  $100 
million  for  fiscal  1977,  and  $125  million  for  fiscal 
1978.  An  11-member  advisory  committee  would 
make  recommendations  on  planning,  policies  and 
priorities  to  the  HEW  office. 

“You,  the  Telephone  Manager,”  is  a tele- 
phone training  program  for  medical  office  as- 
sistants offered  to  county  medical  societies 
through  the  AMA’s  Dept,  of  Practice  Manage- 
ment. Each  is  arranged  by  the  county  society, 
which  charges  a minimum  registration  fee  of 
$1 0-$1 5 to  cover  the  cost  of  materials  and  the 
instructor’s  travel.  For  information,  contact 
Dept,  of  Practice  Management,  AMA  Headquarters. 

AMA’s  third  regional  continuing  medical  edu- 
cation program  goes  to  Minneapolis  July  26-27.  It 
is  presented  in  cooperation  with  the  U.  of  Minne- 
sota Medical  School  and  the  Minnesota  State 
Medical  Assn.  The  fourth  program  is  set  for 
Sept.  27-28  in  Williamsburg,  Va.  For  informa- 
tion, write  Dept,  of  Scientific  Assembly,  AMA 
Headquarters. 


Effective  May  1,  the  AMA  established  a new 
Dept,  of  Negoitiations  in  the  division  of  Medical 
Practice.  Initially,  it  will  focus  on  two  major 
functions—education  of  medical  society  person- 
nel in  the  art  and  science  of  negotiation,  and  de- 
velopment in  the  AMA  of  the  capability  to  respond 
to  select  negotiation  needs  of  the  federation. 

The  number  Of  HMOs  in  the  U.S.  is  declining, 
according  to  InterStudy,  a Minneapolis  research 
organization.  An  April  census  showed_181  HMOs 
delivering  care,  two  fewer  than  there  were  three 
months  earlier.  An  InterStudy  spokesman  said 
the  trend  indicates  the  need  for  amendments  to 
the  federal  law,  particularly  its  elaborate  bene- 
fit package. 

Allied  health  committees  in  state  and  county 
medical  societies  will  be  listed  in  the  next  edi- 
tion of  the  AMA's  Allied  Medical  Education  Di- 
rectory. Directors  of  medical  societies  which 
have  such  committees  are  asked  to  send  names 
and  addresses  of  chairmen  to  Cora  Benares, 
Dept,  of  Allied  Medical  Professions  and  Services, 
AMA  Headquarters. 

The  National  Assn,  of  insurance  Commission- 
ers will  establish  a central  data  collection  sys- 
tem on  medical  liability  insurance.  A serious 
roadblock  to  finding  solutions  to  the  nation’s 
medical  liability  insurance  problem  has  been  a 
lack  of  data.  Carriers  will  be  required  to  pro- 
vide the  data  in  standardized  form  in  their  annual 
reports  to  state  insurance  commissioners,  who 
will  forward  the  information  to  NAIC  head- 
quarters in  Milwaukee  for  tabulation. 

AMA-ERF  sent  checks  totaling  $1, 016,392  to 
the  nation’s  115  medical  schools  last  month. 

Available  from  AMA:  Compendium  of  Military 
Allied  Medical  Education,  providing  factual  in- 
formation on  military  training  for  all  allied  health 
occupations,  free  from  Dept,  of  Allied  Medical 
Professions  and  Services,  AMA  Headquarters... 
The  1974-75  Directory  of  Approved  Residencies. 
Cost,  for  OP-378  is  $2  in  the  U.S.  and  $2.50  in 
other  countries.  Write  Order  Dept.,  AMA  Head- 
quarters. ..A  Report  on  Professional  Health  Pro- 
vider Participation— EPSDT/  Medicaid,  free  from 
Dept,  of  Rural  and  Community  Health,  AMA  Head- 
quarters. 
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The  national  opinion  polls  continue  to  show  that  the  physician  leads  all 
other  professions  and  vocations  in  the  trust  placed  in  him  by  the  American 
people.  This  kind  of  pious  pronouncement  leaves  me  not  a little  cold! 

Year  after  year  the  same  opinion  polls  find  the  same  thing,  and  year  after 
year  the  practice  of  medicine,  as  we  have  known  it,  is  increasingly  under 
assault  from  all  quarters.  We  must,  in  all  honesty,  conclude  that  what  these 
polls  really  measure  is  the  trust  placed  in  the  physician  by  the  patient,  in 
that  he,  the  patient,  is  going  to  be  considerably  more  honest  with  his  doctor 
about  his  chest  symptoms  than  he  is  with  his  used  car  salesman  about  the 
value  of  the  old  flivver  he  is  trying  to  trade  in  on  a new  one.  So,  it  is  high 
time  for  us  as  individuals,  and  as  associations,  to  stop  polishing  our  halos 
and  observe  the  horns  and  tails  being  fitted  to  us  in  many  areas  about 
many  things. 

Permit  me  to  point  out  the  area  where  I think  we  contribute  to  the 
difficult  position  in  which  we  find  ourselves.  It  seems  to  me  that  our  general 
response  to  any  suggestion  that  there  may  be  need  for  change  in  our 
traditional  approach  to  any  perceived  problem  in  the  health  care  field,  is  to 
deny  the  existence  of  the  problem.  This  is  self-defeating!  From  this  posture 
we  insure  that  whatever  change  is  brought  about  is  not  in  the  profession’s 
best  interest.  There  are  almost  innumerable  examples  of  the  truth  of  this, 
but  perhaps  the  most  tragic  is  in  the  field  of  medical  education.  Here  we 
ignored  for  a generation  the  fact  that  primary,  front  line  doctors  are 
indispensable  to  good  medical  care  and  allowed  our  institutions  to  virtually 
abandon  their  preparation  and  training.  Now,  we  are  faced  with  almost 
certain  massive  governmental  intrusion  into  the  cornerstone  of  our  profession, 
our  medical  schools  and  training  programs.  Will  we  ever  learn?  We  must 
in  order  to  survive! 


If  we,  as  individual  physicians,  are  the  most  trusted  of  professions,  and 
we  are,  we  can  swing  this  pendulum  in  the  other  direction.  We  can  act 
rather  than  consistently  re-act!  We  can  lead  rather  than  always  follow! 

We  can  play  offense  and  not  forever  be  on  the  defensive.  In  this  page  this 
year,  I hope  to  offer  some  suggestions  as  to  areas  in  which  this  can  be  done. 


Sincerely, 
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editorial/ 


Chattanooga  ’75 

Most  of  all  I am  sick  of  the  physicians  who  are  too 
busy,  too  lazy,  too  selfish,  or  too  distinterested  or  for 
whatever  reason  are  not  willing  to  familiarize  them- 
selves with  problems  in  medicine  in  their  own  sphere 
of  practice,  and  take  steps  to  correct  these  problems. 
If  all  the  local  problems  were  ferreted  out  and  solved, 
we  would  have  no  national  problems.  To  sum  it  up — 
physicians,  diagnose  your  ills  and  treat  them.  Heal 
thyself. 

E.  Kent  Carter.  M.D. 

Report  of  the  President 

Those  Tennessee  doctors,  both  within  and  out- 
side TMA,  who  need  to  read  this  issue  of  the 
Journal — those  referred  to  by  our  past  president 
in  his  report  to  the  House  of  Delegates  at  the 
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TMA  annual  meeting — mostly  will  not.  They  will 
continue  to  go  nonchalantly  about  their  business, 
blaming  TMA  and/or  AMA  leadership  for  their 
troubles,  never  stopping  to  consider  two  things: 
that  a few  people  are  doing  the  work  that  they 
and  a lot  of  others  should  be  sharing;  and  that 
they  are,  because  of  their  indifference,  not  a part 
of  the  answer  but  a part  of  the  problem. 

However,  even  though  those  who  need  it  will 
likely  not  see  it,  I am  addressing  this  editorial  to 
those  who  are  pulling  less  than  their  share  of 
the  load.  If  you  see  yourself  in  it,  take  it  to 
heart.  If  you  see  a colleague  in  it,  show  it  to 
him. 

I continue  to  be  amazed  at  the  amount  of 
work  put  out  by  our  staff  and  a few  members, 
and  by  the  willingness  of  so  much  of  our  mem- 
bership to  assume  that  since  that’s  their  job,  no 
one  else  need  do  anything.  It  is  indeed  regrettable 
that  space  requirements  preclude  our  printing  the 
committee  reports  in  the  Journal  so  that  you 
could  see  how  much  work  is  being  done  by  your 
colleagues,  and  also  how  few  are  actually  in- 
volved in  it.  Staff  and  committees  have  a sym- 
biotic relationship — neither  could  do  it  without 
the  other. 

It  might  be  appropriate  to  say  a word  here 
about  the  TMA  staff.  They  are  paid  to  do  a job 
in  which  they  have  no  personal  stake — the  prob- 
lems are  ours,  not  theirs.  Yet  they  have  taken 
our  problems  to  themselves  as  their  own  and 
spend  many  extra  hours — beyond  the  call  of 
duty — working  to  help  solve  your  problems  for 
which  some  of  you  will  not  lift  a hand. 

Your  officers  and  your  Board  of  Trustees  work 
hard.  There  are  110  delegates  who  also  work 
hard — and  not  just  at  the  Annual  Meeting.  There 
are  twenty-odd  committees,  some  of  which  work 
hard;  some  need  to  do  very  little.  Most  of  the 
work  of  many  of  them  is  done  by  the  chairman. 
There  are  perhaps  100  or  so  working  members 
of  committees — and  many  of  these  are  also  dele- 
gates. Much  of  the  work  is  done  at  the  local 
level,  but  about  3,000  doctors  in  Tennessee  de- 
pend on  a few  hundred  to  do  all  the  work  of 
organized  medicine  for  them — state  and  local. 
Worse  still,  to  some  of  them  “organized  medicine” 
is  a dirty  word.  But  try  getting  along  without  it. 

1974-75  was  quite  a year,  well  summarized  in 
your  President’s  report.  Our  problems  fall  pri- 
marily into  three  categories:  economic,  man- 

power distribution,  and  control.  They  are  to  a 
considerable  degree  interdependent.  Everyone 
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had  better  stop  crying  about  them  or  ignoring 
them  and  get  to  work  to  help  solve  them. 

A lot  of  spade  work  is  done  by  your  officers, 
staff,  and  committees,  but  the  buck  in  this  case 
passes  not  up  but  down:  it  stops  with  you. 

JBT 

Patients’  Rights 

The  persons  who  seek  the  aid  of  the  physicians  are 
very  honest  and  sincere  in  their  wish  to  get  rid  of  their 
complaints  . . . There  is  nothing  men  will  not  do, 
there  is  nothing  they  have  not  done,  to  recover  their 
health  and  save  their  lives.  They  have  submitted  to 
be  half-drowned  in  water,  and  half-cooked  with  gases, 
to  be  buried  up  to  their  chins  in  earth,  to  be  seared 
with  hot  irons  like  slaves,  to  be  crimped  with  knives 
like  codfish,  to  have  needles  thrust  into  their  flesh, 
and  bonfires  kindled  on  their  skin,  to  swallow  all 
sorts  of  abominations,  and  to  pay  for  all  this,  as  if 
to  be  singed  and  scaled  were  a costly  privilege,  as  if 
blisters  were  a blessing,  and  leeches  were  a luxury. 

Oliver  Wendell  Holmes,  M.D. 

Occasionally  a book  comes  along  which  is  of 
sufficient  importance  to  warrant  fairly  extensive 
editorial  comment.  The  Rights  of  Hospital 
Patients  is  one  of  these.  Because  it  is  an  Ameri- 
can Civil  Liberties  Union  handbook,  written  by 
George  J.  Annas,  an  attorney  with  a bias  toward 
doctors  and  hospitals  which  is,  or  at  least  in 
this  particular  publication  appears  on  occasion  to 
be,  somewhat  unfriendly,  you  are  unlikely  to  gain 
much  comfort  from  it.  At  the  same  time,  though, 
the  author,  who  is  Director  for  the  Center  for 
Law  and  Health  Sciences  at  the  Boston  University 
School  of  Law,  and  who  has  lectured  not  only  in 
law  schools,  but  to  doctors,  nurses,  and  hospital 
administrators,  having  published  in  both  the 
legal  and  medical  literature,  has  some  things  to 
say  to  which  we  had  better  listen,  since  for  one 
thing  this  book  undoubtedly  will  have  wide 
distribution. 

The  dedication  of  a book  is  often  very  informa- 
tive. This  one  is.  It  says:  “To  the  Sick  and  the 
Healers  who  treat  them  as  Persons.”  ( Emphasis 
added.)  There  is  a message  here,  which  is  im- 
portant because  it  forms  the  basis  for  much,  if 
not  most,  of  the  criticism  to  which  doctors  and 
other  health  care  personnel  are  subjected  these 
days.  Irrespective  of  the  fact  that  we  now  have 
something  more  than  compassion  to  offer,  as 
opposed  to  the  good  old  days,  it  is  to  dehumaniza- 
tion, real  or  imagined,  that  people  are  reacting. 

A quick  rundown  of  the  chapters  is  informa- 
tive: The  Patient  Rights  Movement;  How  a Hos- 
pital Is  Organized;  Rules  the  Hospital  Must  Fol- 


low; The  Emergency  Ward;  Admission  and  Dis- 
charge; Informed  Consent  to  Treatment;  Refus- 
ing Treatment;  Consultation,  Referral,  and 
Abandonment;  Human  Experimentation;  Hospital 
Records;  Confidentiality  and  Privacy;  Children; 
Women;  The  Terminally  111;  Organ  Donation  and 
Autopsy;  Payment  of  Hospital  Bills;  Legal  Action 
Patients  Can  Take  Against  Doctors  and  Hospitals; 
and  the  Patient  Rights  Advocate.  There  you  have 
it — from  admission  to  the  final  outcome,  good  or 
bad,  and  beyond.  The  format  in  each  chapter  is 
that  of  question  and  answer.  A provocative  ques- 
tion is  stated  in  bold  face,  followed  by  a detailed 
exposition,  regrettably  sometimes  more  filled  with 
dogma  than  information.  Each  chapter  is  rather 
extensively — and  generally  soundly — documented. 

In  addition  to  the  above  chapters,  there  is  an 
appendix  which  contains  the  following:  A Glos- 
sary of  Common  Medical  Terms  (sometimes 
wrong  or  at  best  obscure);  Common  Medical 
Abbreviations  (which  only  proves  what  I have 
often  suspected — that  there  is  nothing  standard 
about  abbreviations);  Introduction  to  Medical 
and  Legal  Literature;  A Model  Patient  Bill  of 
Rights  (an  expanded  version  of  the  bill  in  Chap- 
ter III:  Rules  the  Hospital  Must  Follow,  given 
as  the  AHA  Bill  of  Rights);  and  Organizations 
Involved  in  Legal  Rights  of  Patients.  A rather 
complete  index  follows. 

So  much  for  the  nuts  and  bolts.  I now  hasten 
to  add  that  I hope  I have  not  projected  a gen- 
erally negative  attitude  toward  the  book,  because 
though  I had  some  negative  reactions  and  have 
some  reservations,  I view  this  as  a very  important 
work  and  one  with  which  for  several  reasons  you 
should  become  familiar. 

In  the  first  place,  we  have  to  face  the  fact  that 
patients  in  hospitals  do  not  always  receive  warm, 
friendly,  compassionate  care,  nor  is  it  fair  to  say 
that  this  is  always  sacrificed  for  efficiency.  Cold 
efficiency  can  sometimes,  or  even  usually  be  at 
least  tolerated,  but  too  often  what  comes  out  is 
cold  inefficiency.  (A  warm  friendly  compassion- 
ate atmosphere  can  on  the  other  hand  make  in- 
efficiency tolerable,  or  as  the  Scripture  has  it, 
“Love  covers  a multitude  of  sins.”) 

In  the  second  place,  an  informed  patient  is 
easier  to  deal  with  than  an  uninformed  one.  While 
it  is  true  that  the  whole  matter  of  informed  con- 
sent is  a real  sticky  wicket,  it  must  also  be  true 
that  in  any  fair  and  comprehensive  presentation, 
which  this  book  generally  is,  the  reader  is  bound 
to  come  away  with  a better  appreciation  of  the 
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problems  faced  by  their  doctors  and  by  the  hos- 
pital administration  and  personnel  in  trying  to 
provide  simultaneously  two  things  which  must 
often  appear  to  be  mutually  exclusive:  loving, 

compassionate  care — the  art  of  medicine — and 
the  ultimate  that  modern  technology  has  to  offer — 
the  science  of  medicine. 

In  the  third  place,  you  need  to  know  what 
information  your  patients  are  receiving.  Though 
to  talk  about  “rights  of  patients”  is  apt,  because 
of  our  current  medical  liability  situation,  to  pro- 
duce an  immediate  visceral  reaction,  this  book 
needs  to  be  read  dispassionately.  In  point  of 
fact,  it  is  unlikely  that  the  book  will  increase 
litigation,  but  may  indeed  reduce  it.  Wide 
familiarity  with  the  book  should  do  nothing  but 
improve  medical  care,  because  there  is  generally 
nothing  unreasonable  in  it,  except  possibly  in  the 
area  of  informed  consent. 

You  may  find  some  distasteful  notions  or  state- 
ments, and  while  I do  not  necessarily  subscribe 
to  the  views  expressed  (in  jest)  by  my  Phar- 
macology professor  that  to  be  successful  a 
medicine  should  be  black,  fizz,  and  taste  bad,  it  is 
a fact  that  unpleasant  medicine  can  often  do  you 
a world  of  good.  So  it  is  with  this  book. 

One  final  note — if  you  should  become  a hos- 
pital patient  yourself,  the  book  contains  a lot  of 
very  useful  information. 

JBT 
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new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association. 

BRADLEY  COUNTV  MEDICAL  SOCIETY 

Peter  Bzik,  M.D.,  Cleveland 
James  H.  Simrall,  M.D.,  Cleveland 

CAMPBELL  COUNTY  MEDICAL  SOCIETY 

E.  G.  Cline,  Jr.,  M.D.,  LaFollette 
Ronald  D.  Hall,  III,  M.D.,  Lake  City 
William  Oh,  M.D.,  Jellico 
G.  Stanley  Thompson.  M.D.,  Harrogate 
Charles  H.  Wilkens,  M.D.,  Jellico 

CHATTANOOGA  & HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Billy  Gene  Black,  M.D.,  Chattanooga 
Walter  Michael  Boehm,  M.D.,  Chattanooga 
Robert  Daniel  Braun,  M.D.,  Chattanooga 
Malcolm  Butler  Daniell,  M.D.,  Chattanooga 
Richard  A.  Hansen,  M.D.,  Georgia 

J.  Henry  Hawkins,  M.D.,  Chattanooga 
Thomas  P.  McNeill,  M.D.,  Chattanooga 
Robert  W.  Montague,  M.D.,  Georgia 
Gene  L.  Rogers,  M.D.,  Chattanooga 
James  William  Sherrell,  M.D.,  Chattanooga 
Sandford  Logan  Weiler,  M.D.,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

Chester  K.  Jones,  M.D.,  Jackson 

GREENE  COUNTY  MEDICAL  SOCIETY 

Maynard  W.  Austin,  M.D.,  Greeneville 
Bill  E.  Barry,  M.D.,  Greeneville 
Martin  W.  Durkin,  M.D.,  Greeneville 

K.  Marlin  Mathiesen,  Jr.,  M.D.,  Greeneville 

HAMBLEN  COUNTY  MEDICAL  SOCIETY 

J.  G.  Amadore,  Jr.,  Morristown 
Douglas  Andrews,  M.D.,  Morristown 
John  C.  Backe,  Jr.,  M.D.,  Morristown 
Gary  R.  Chambers,  M.D.,  Morristown 
Jerry  Crook,  M.D.,  Morristown 
Jamshed  V.  Jaq.,  M.D.,  Morristown 
David  W.  McNeil,  M.D.,  Morristown 
Raymond  B.  Yates,  M.D.,  Morristown 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Dennis  A.  Drake,  M.D.,  Knoxville 
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Kristie  H.  Hurst,  M.D.,  Knoxville 
Keith  F.  Kraemer,  M.D.,  Knoxville 
Robert  R.  Madigan,  M.D.,  Knoxville 
Edward  L.  Murray,  Jr.,  M.D.,  Knoxville 
Randall  E.  Pedigo,  M.D.,  Knoxville 
Elmer  L.  Treat,  M.D.,  Knoxville 
Michael  D.  Underwood,  M.D.,  Knoxville 
Ronald  F.  Yatteau,  M.D.,  Knoxville 
Herbert  Oxman,  M.D.,  Knoxville 

McMINN  COUNTY  MEDICAL  SOCIETY 

James  F.  Slowey,  M.D.,  Athens 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Robert  T.  Bobo,  M.D.,  Memphis 
Thornton  E.  Bryan,  Jr.,  M.D.,  Memphis 
Robert  A.  Burson,  M.D.,  Memphis 
S.  Terrance  Canale,  M.D.,  Memphis 
Thirachit  Fongwitoo,  M.D.,  Memphis 
G.  Winston  Gragg,  M.D.,  Memphis 
John  D.  Huffman,  M.D.,  Memphis 
Noah  B.  Kimball,  M.D.,  Memphis 
Kirby  Lee  Smith,  M.D.,  Memphis 
Vincent  L.  Solomito,  M.D.,  Memphis 
Jason  L.  Starr,  M.D.,  Memphis 
Lee  L.  Wardlaw,  M.D.,  Memphis 
Joseph  L.  Weems,  M.D.,  Memphis 
R.  D.  Brooke  Williams,  M.D.,  Memphis 
William  P.  Cuthbertson,  Jr.,  M.D.,  Memphis 
Willis  M.  Gooch,  III,  M.D.,  Memphis 
Harry  H.  Lippman,  M.D.,  Memphis 
Kenneth  Frank  Tullis,  M.D.,  Memphis 
William  L.  Webb,  Jr.,  M.D.,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

Stanley  J.  Bodner,  M.D.,  Donelson 
John  B.  Breinig,  M.D.,  Nashville 
Jackson  D.  Cothren,  M.D.,  Nashville 
Keith  W.  Hagan,  M.D..  Nashville 
David  A.  Jarvis,  M.D.,  Nashville 
Susan  J.  McDaniel,  M.D.,  Nashville 
Gita  Mishra,  M.D.,  Nashville 
James  P.  Murphy,  M.D.,  Nashville 
B.  S.  Paraswanath,  M.D.,  Nashville 
Rita  A.  Siler,  M.D.,  Nashville 
Taylor  M.  Wray,  M.D.,  Nashville 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

James  Ralph  Reynolds,  M.D.,  Dyersburg 

SULLIVAN- JOHNSON  COUNTY 
MEDICAL  SOCIETY 

Elmer  A.  Greene,  M.D.,  Kingsport 
William  C.  Walley,  M.D.,  Kingsport 

WARREN  COUNTY  MEDICAL  SOCIETY 

Joseph  E.  Swanton,  M.D.,  McMinnville 

WASHINGTON-CARTER-UNICOI  COUNTY 
MEDICAL  SOCIETY 

Robert  J.  Gubler,  M.D.,  Johnson  City 


pfoorom/  and  new/  of 
medical  /ocietie/ 


Nashville  Academy  of  Medicine 

The  Academy  met  on  April  13  at  Baptist  Hospital 
with  Dr.  Vernon  E.  Wilson,  Vice  Chancellor  for 
Medical  Affairs  at  Vanderbilt  as  guest  speaker.  Dr. 
Wilson  spoke  on  “The  Next  Five  Years  at  Vanderbilt.” 

It  was  reported  that  Tel-Med  of  Nashville  has  set  a 
record  for  the  number  of  calls  for  any  one  month. 
A letter  was  received  from  Tel-Med  headquarters  in 
San  Bernardino,  California  that,  “The  volume  of  calls 
you  reported  in  March  (approximately  30.000)  far 
exceeds  the  best  efforts  of  any  Tel-Med  installation 
thus  far  . . .”  Next  highest  was  San  Diego  with 
22,000. 

Knoxville  Academy  of  Medicine 

The  Society  met  on  April  8 from  1:00  p.m.  to  9:00 
p.m.  at  KAM  Headquarters  for  a discussion  on  “Pro- 
fessional Liability — Where  Do  We  Go  From  Here?” 
The  medical  education  seminar  was  well  attended  by 
both  local  and  state-wide  physicians  and  guests. 

Approximately  110,000  brochures  requesting  public 
support  for  changes  in  the  laws  of  the  State  regarding 
professional  liability  were  mailed  to  patients  in  March 
with  physician  statements.  Patients  were  also  invited 
to  attend  the  professional  liability  seminar. 

Marshall  County  Medical  Society 

(Editor’s  Note:  The  Marshall  County  Medical  Society 
has  barely  a dozen  members  yet  it  is  one  of  the  most 
active  medical  societies  in  the  state.  Following  is  an 
outline  of  how  the  Society  gained  public  acceptance 
for  malpractice  insurance  legislation.) 

The  Society  held  its  regular  monthly  meeting  on 
April  28  and  heard  a scientific  presentation  on  “Newer 
Concepts  in  Diabetes”  by  Dr.  Addison  Scoville  of  Nash- 
ville. Invited  guests  attending  the  meeting  included 
physicians  from  Williamson,  Bedford  and  Lawrence 
Counties. 

The  business  meeting  centered  around  a request  from 
the  Marshall  Bar  Association  concerning  the  establish- 
ment of  policies  for  narrative  medical  reports  which  the 
Society  discussed  and  acted  upon. 

How  Marshall  County  Medical  Society 
Gained  Public  Support 
For 

New  Malpractice  Insurance  Legislation 

1.  Briefing  by  physicians  of  health  delivery  groups. 
All  hospital  departments  were  given  individual 
briefings  by  a Medical  Society  member.  They  were 
informed  on  how  the  insurance  crisis  involved  them 
and  whom  they  could  write  to  get  the  problem  cor- 
rected. This  was  the  cheapest  and  possibly  the  most 
effective  means  of  gaining  strong  support. 
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2.  A half  page  newspaper  ad  was  purchased  in  a local 
paper.  The  ad  informed  the  public  about  how 
patient  office  visit  fees  and  operations  fees  would 
have  to  be  increased  if  reasonable  insurance  rates 
could  not  be  obtained,  and  explained  briefly  the 
three  major  problems  causing  the  crisis.  It  gave 
the  addresses  of  the  State  Senator  and  Represen- 
tative to  write  to  obtain  action. 

3.  Handbills  of  the  ad  were  obtained  for  distribution 
in  the  various  physicians  offices. 

4.  Thirty-five  (35)  radio  spots  of  1 minute,  48  seconds, 
each  were  purchased  with  a message  from  a local 
physician  explaining  the  causes  of  the  insurance  crisis 
and  telling  whom  to  write. 

5.  Talks  were  set  up  with  key  people,  such  as  the 
Chief  of  Police,  and  Mayor,  to  inform  them  of  the 
problem. 

6.  The  local  cable  TV  station  picked  up  information 
we  were  distributing  as  a news  item. 

7.  All  Society  physicians  who  personally  know  the 
state  legislators  conferred  with  them  privately  about 
the  need  for  the  passage  of  an  adequate  medical 
liability  bill. 
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THIS  MONTH  IN  WASHINGTON 
(From  Washington  Office,  AMA) 

The  American  Medical  Association  has  intro- 
duced a new  proposal  for  national  health  insur- 
ance into  the  U.S.  Congress.  Key  lawmakers  on 
both  sides  of  the  aisle  in  the  House  of  Repre- 
sentatives are  sponsors  of  the  bill — HR  6222. 

The  AMA  proposal  is  the  only  substantially 
new  approach  to  national  health  insurance  (NHI) 
presented  so  far  in  the  94th  Congress.  Called  the 
Comprehensive  Health  Care  Insurance  Act,  the 
bill  was  introduced  into  the  House  by  Reps. 
Richard  Fulton,  D-Tenn.);  Tim  Lee  Carter, 
(R-Ky.);  John  Duncan,  (R-Tenn.);  and  John 
Murphy,  (D-N.Y.). 

The  AMA’s  NHI  plan  builds  on  the  structure 
of  the  present  system  of  employer-employee  group 
health  insurance  plans,  mandating  each  employer 
to  provide  comprehensive  and  catastrophic 
benefit  coverage  with  the  employer  picking  up 
at  least  65  percent  of  the  cost.  Employees  would 
not  be  compelled  to  participate.  The  self- 
employed  as  well  as  the  non-employed  could 
purchase  qualified  private  health  insurance, 
through  pools  if  needed,  at  a cost  not  more  than 
125  percent  of  the  cost  of  group  plans.  They 
would  have  all  or  part  of  the  premium  paid  for 
by  the  federal  government  depending  upon  their 
income  tax  liability. 
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Small  businesses  that  find  the  mandated  plan  an 
added  financial  burden  would  receive  federal 
assistance. 

Medicare  beneficiaries  could  purchase  supple- 
mental insurance  to  bring  Medicare  benefits  to  a 
par  with  those  offered  elsewhere,  with  the  gov- 
ernment assisting  people  with  limited  resources. 
Medicaid  would  be  eliminated  under  the  program. 

After  a certain  level  of  co-insurance  is  reached, 
depending  upon  income,  insurance  covers  all  re- 
maining costs  as  a complete  protection  against 
catastrophic  costs. 

The  co-insurance  factor  would  deprive  no  one 
of  needed  care,  sponsors  said.  The  absolute 
maximum  that  any  individual  would  have  to  pay 
would  be  $1,500;  the  absolute  maximum  for  any 
family  would  be  $2,000  in  any  given  year. 

Fulton,  a member  of  the  House  Ways  and 
Means  Committee,  told  the  House  that  the  bill 
“represents  the  evolution  of  the  doctors’  thinking 
on  this  complex  subject;  and  it  demonstrates  that 
the  continuing  process  of  discussion  and  debate 
has  influenced  the  doctors  as,  indeed  it  has  in- 
fluenced the  thinking  of  Congress.” 

“We  must  build  on  the  structure  of  group 
health  insurance  which  is  today  providing  sound 
basic  coverage  for  a vast  majority  of  Americans 
at  no  cost  to  the  government,”  said  Fulton.  “It 
is  easier  to  remedy  whatever  deficiencies  exist  in 
this  mechanism  than  to  junk  it  in  favor  of  a new 
and  elaborate  government  structure  that  would 
have  to  be  created  from  scratch  ...  it  would 
also  be  considerably  less  traumatic  for  Americans 
to  remain  with  a familiar  system.  . . .” 

Rep.  John  Duncan,  third  ranking  Republican 
on  the  House  Ways  and  Means  Committee,  said 
in  a House  speech  that  “the  AMA  plan  does  the 
best  job  to  date  in  identifying  the  line  between 
national  bankruptcy  and  national  parsimony  in 
expenditures  for  national  health  insurance. 

“The  doctors’  plan  provides  federal  assistance 
on  the  basis  of  need.  The  most  help  goes  to 
those  who  need  it  most.  The  least  help  goes  to 
those  who  need  it  the  least.” 

He  said  the  Comprehensive  Health  Care  In- 
surance Act  removes  the  fear  of  catastrophic  ill- 
ness that  plagues  even  well-off  Americans  and 
provides  sweeping  regular  benefits,  including  365 
days  of  in-patient  hospital  care,  100  days  of  skilled 
nursing  care,  full  dental  care  for  children,  home 
health  benefits  and  many  other  services  including 
psychiatric  treatment  and  well-baby  care. 
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Rep.  Tim  Lee  Carter,  a physician-member  of 
Congress  and  ranking  minority  member  of  the 
House  Health  Subcommittee,  said  the  bill  “re- 
tains a large  measure  of  pluralism  in  the  adminis- 
tration and  financing  . . . and  it  is  precisely  this 
pluralism — the  creativity  and  sensitivity  of  the 
private  sector,  supplemented  only  where  neces- 
sary by  government — that  has  made  the  quality 
of  American  medicine  hands-down  the  finest  in 
the  world.” 

Dr.  Carter  pointed  to  the  cost  control  mecha- 
nism of  “co-insurance”  (except  for  the  poor)  in 
the  physicians’  plan.  “There  is  incontestable 
evidence  that  any  health  care  system  without 
some  regulatory  control  is  soon  bogged  down  by 
the  ‘worried-well,’  ” he  said. 

Rep.  John  Murphy  of  New  York,  a member 
of  the  Commerce  Committee,  said,  organized 
medicine's  plan  “does  about  what  the  federal  gov- 
ernment can  afford  to  do  at  this  particular  time. 
It  will  not  be  legislation  that  overpromises  and 
underperforms.” 

The  lawmaker  denied  “that  any  form  of  na- 
tional health  insurance  is  preferable  to  what  we 
have.  The  right  kind  of  program  can  accomplish 
much;  the  wrong  kind  could  actually  do  harm.” 

“The  need  is  immediate,”  declared  Murphy. 
“Because  the  program  utilizes  the  existing  struc- 
ture of  the  private  insurance  industry,  there 
can  be  a fast  start-up.  There  will  be  a minimum 
of  administrative  costs  and  bureaucratic  delays. 

“This  is  the  place  to  start:  a sound  foundation 
of  comprehensive  health  services,  available  to 
all  Americans,  and  at  a reasonable  cost.” 

>•: 

The  AMA  has  told  Congress  that  federal 
legislative  remedies  for  the  professional  liability 
crisis  could  create  a worse  situation  and  in  some 
cases  result  in  even  higher  liability  costs. 

Testifying  before  the  Senate  Health  Subcom- 
mittee headed  by  Sen.  Edward  Kennedy  (D- 
Mass.)  as  it  opened  hearings  on  the  liability  issue, 
AMA  President  Malcolm  C.  Todd,  M.D.,  de- 
clared “it  is  far  wiser  for  states  to  enact  varied 
innovative  legislative  responses  to  the  problem 
than  to  have  an  untested  and  unproved  scheme 
enacted  on  a nationwide  basis  by  the  federal  gov- 
ernment, particularly  where  such  proposals  con- 
tain elaborate  provisions  for  federal  government 
regulation  of  the  practice  of  medicine.” 

Dr.  Todd,  accompanied  by  Richard  E.  Palmer, 
M.D.,  Chairman  of  the  AMA  Board  of  Trustees, 
said  there’s  no  question  a crisis  exists  in  medical 


liability  insurance.  “The  complexity  of  the  prob- 
lem, and  its  varied  causes  convince  us,  however, 
there  is  no  single  solution,  be  it  arbitration,  ‘no- 
fault,’ or  anything  else.” 

Many  states  are  acting  on  the  liability  prob- 
lem, Dr.  Todd  pointed  out.  “Perhaps  the  eventual 
solution  in  most  states  will  be  a synthesis  of 
various  approaches.  . . . Enactment  of  a federal 
program  would  eliminate  the  state’s  initiative  and 
would  establish  a program  that  would  fail  to 
recognize  individual  state  problems,”  he  said. 

One  of  the  bills  before  the  Subcommittee 
proposes  compulsory  arbitration  tied  to  licensure 
and  relicensure  of  physicians,  review  of  all  phy- 
sicians’ services  by  Professional  Standards  Review 
Organizations  (PSRO’s),  acceptance  of  federal 
fee  schedules  under  Medicare  and  required  con- 
sultation before  surgery.  These  restrictions  “have 
no  demonstrated  relationship  to  the  problems  of 
medical  liability  or  liability  insurance,”  Dr.  Todd 
told  the  Subcommittee.  “Rather  the  crises — need 
for  remedies  for  these  problems  is  being  used  as 
a device  for  imposition  of  further  government 
meddling  in  the  practice  of  medicine.” 

A somewhat  surprised  Sen.  Edward  Kennedy 
(D-Mass.)  has  encountered  a wall  of  opposition 
from  the  major  groups  involved  in  the  medical 
liability  crisis  with  respect  to  federal  intervention 
as  a solution.  The  Administration  has  joined  the 
AMA,  the  American  Hospital  Association,  and 
the  American  Trial  Lawyers  Association  in  urging 
that  the  federal  government  keep  out  of  the 
liability  picture  at  least  for  the  time  being. 

Most  of  the  suggested  remedies  so  far  carry 
bad  news  for  some  group,  either  increased  gov- 
ernmental controls  on  physicians  and  hospitals, 
loss  of  fee  income  for  lawyers,  or  some  under- 
mining of  medical  consumers’  right  to  sue.  In 
addition,  insurance  has  always  been  very  much  a 
state  prerogative  in  this  country  and  federal  legis- 
lation that  infringes  on  states’  powers  over  insur- 
ance is  always  difficult  to  enact. 

In  the  absence  of  a clear  and  unequivocal  call 
from  some  segment  of  the  affected  public  and 
professions,  the  likelihood  of  Congressional  action 
this  year  on  a broad  liability  bill  appears  remote. 
An  undercurrent  of  opinion  on  Capital  Hill  seems 
to  be  that  the  problem  should  be  faced  when  a 
national  health  insurance  program  is  considered. 

An  Administration  proposal  to  tie  physician 
reimbursement  for  Medicare  patients  to  levels 
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related  to  but  under  “cost-of-living”  indexes  has 
drawn  an  angry  protest  from  the  AMA. 

The  new  payment  plan  would  carry  out  a 
provision  of  the  Social  Security  Amendments  law 
passed  in  1972  which  tied  physicians’  reimburse- 
ment under  Medicare  to  economic  factors  geared 
to  a cost-of-living  index.  Health,  Education  and 
Welfare  Department  Secretary  Caspar  Weinberger 
said  the  proposed  regulations  were  drafted  “so 
that  Medicare  costs  will  follow  rather  than  lead 
inflationary  trends.” 

Richard  E.  Palmer,  M.D.,  Chairman  of  the 
AMA  Board  of  Trustees,  charged  that  there  is  an 
“appalling  lack  of  the  most  elementary  and  es- 
sential information”  about  the  proposal,  which  he 
termed  “another  federal  attempt  to  cop  out  on 
previous  commitments  to  the  elderly  and  to  shift 
most  of  the  burden  onto  the  individual  patient 
and  the  physician.” 

Thirty  days  were  given  by  HEW  for  interested 
parties  to  comment  on  the  proposed  regulation 
published  in  the  Federal  Register  on  April  14. 

“We  have  been  given  just  30  days  to  respond 
to  a whole  new  set  of  HEW  regulations  to  put  a 
lid  on  Medicare  reimbursement  rates,”  Dr.  Palmer 
said.  “Since  the  proposed  regulations  relate  to 
a law  passed  over  two  years  ago,  we  think  we 
are  entitled  to  a minimum  of  60  days  to  examine 
them  and  reply. 

“Key  parts  of  the  regulations  are  not  even 
available.  HEW  has  offered  examples  of  how 
the  new  regulations  might  apply.  But  we  do  not 
know  where  the  data  come  from  nor  how  they 
were  developed. 

“These  regulations  apply  to  no  other  segment 
of  the  economy.  They  involve  price  rollbacks  to 
1971  levels.  They  also  seem  to  be  designed  to 
save  Medicare  expenditures  without  regard  to 
the  possible  impact  on  other  segments  of  medical 
cost.” 

sjs 

President  Ford  has  nominated  Theodore 
Cooper,  M.D.,  as  Assistant  Secretary  for  Health 
at  the  HEW  Department.  The  post  is  the  most 
powerful  health  job  in  the  federal  government. 

Dr.  Cooper  succeeds  Charles  C.  Edwards, 
M.D.,  who  resigned  January  5.  A native  of 
Trenton,  N.J.,  Dr.  Cooper,  46,  has  been  serving 
as  Acting  Assistant  Secretary.  He  is  a physi- 
ologist, pharmacologist  and  surgeon. 

Ford  also  nominated  Donald  S.  Frederickson, 
M.D.,  as  Director  of  the  National  Institutes  of 
Health.  Dr.  Frederickson,  50,  replaces  Robert 
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S.  Stone  who  resigned  January  31. 

Dr.  Cooper  has  served  as  Chief  Deputy  to  Dr. 
Edwards  following  a stint  as  head  of  the  National 
Heart  and  Lung  Institute.  He  is  regarded  as  a 
capable  administrator  whose  close  ties  to  the 
scientific-academic  community  will  help  him. 

Dr.  Frederickson  also  served  as  Director  of  the 
National  Heart  Institute  and  had  been  a member 
of  the  NIH  scientific  staff  since  1953.  He  is  an 
authority  on  fat  transport  in  the  circulation  and 
on  the  disease  of  lipid  metabolism. 
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East  Tennessee  State  University 

Dr.  Ronald  R.  Cowden,  Albany,  N.D.,  has 
accepted  an  appointment  to  become  associate 
dean  of  basic  sciences  and  professor  of  anatomy 
in  ETSU’s  College  of  Medicine.  The  announce- 
ment was  made  jointly  by  Dr.  D.  P.  Culp,  presi- 
dent of  the  University,  and  Dr.  Robert  E.  Jewett, 
dean  of  the  college  of  medicine. 

A Kingsport  native,  Dr.  Howard  T.  Milhorn, 
Jr.,  has  been  named  chairman  and  professor  of 
the  department  of  physiology.  Dr.  Milhorn  is  a 
professor  of  physiology  and  biophysics  and  as- 
sistant professor  of  medicine  at  the  University  of 
Mississippi  Medical  Center,  Jackson,  Mississippi. 
He  is  also  acting  director  of  the  Mississippi  Bio- 
medical Engineering  Program. 

Dr.  Joe  E.  Mitchell,  Bristol,  will  join  the 
faculty  as  a part-time  professor  in  the  department 
of  family  practice.  He  taught  at  the  University 
of  Virginia  Medical  School  and  has  been  in  pri- 
vate pediatric  practice  in  Bristol  since  1955  as 
well  as  serving  as  chief  of  Staff  in  Bristol 
Memorial  Hospital  from  1963  to  1965. 

A Bristol  physician,  Dr.  Thomas  W.  Green, 
has  accepted  a part-time  position  as  professor 
in  the  department  of  family  practice.  Dr.  Green 
is  diplomate  of  the  American  Board  of  Internal 
Medicine  and  a fellow  of  the  American  College  of 
Physicians  and  the  American  Society  of  Hema- 
tology. He  received  the  AMA  Physicians  Recog- 
nition Award  in  1973,  and  was  appointed  assis- 
tant professor  of  medicine  at  the  University  of 
Virginia  School  of  medicine  in  1974-75.  Dr. 
Green  will  assume  his  duties  immediately. 

A four-member  team  conducted  a two-day 
inspection  preparatory  to  licensing  of  the  new 
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medical  college.  The  team  represented  the  li- 
censing committee  on  medical  education  under 
the  AMA  and  the  Association  of  American 
Medical  Colleges. 

“The  team  will  report  on  its  findings  and  a 
recommendation  in  late  June,”  said  Dr.  Jewett. 
The  inspection  is  part  of  accreditation  of  the 
new  college  which  must  be  completed  before  the 
facility  can  begin  accepting  medical  students. 

New  Officers  of  Tennessee 
Medical  Auxiliary 

New  officers  of  the  Woman’s  Auxiliary  to  the 
Tennessee  Medical  Association  were  installed 
during  the  47th  Annual  Conference,  coinciding 
with  the  TMA  Annual  Meeting  and  held  at  the 
Chattanooga  Choo-Choo  on  April  10-12.  Those 
serving  include:  Mrs.  Arch  Y.  Smith  of  Signal 
Mountain,  president;  Mrs.  George  Zirkle  of 
Knoxville,  president-elect;  Mrs.  Bruce  Elrod, 
Chattanooga,  state  director;  Mrs.  John  Peebles 
of  Memphis,  regional  vice  president;  Mrs.  John 
Bowen,  Louisville,  recording  secretary;  Mrs. 
Woodruff  A.  Banks,  of  Signal  Mountain,  trea- 
surer; and  Mrs.  William  E.  Rowe,  Chattanooga, 
corresponding  secretary.  Mrs.  Rowe  also  served 
as  chairman  of  the  convention. 
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At  the  TMA  Annual  Meeting,  three  physicians  were 
recognized  for  their  contributions  to  medicine.  The 
“Distinguished  Service  Award”  went  to  DR.  JOHN 
H.  BURKHART  of  Knoxville,  DR.  JERRY  FRAN- 
CISCO and  DR.  HARWELL  WILSON,  both  of  Mem- 
phis. Dr.  Burkhart  is  a former  TMA  president,  and 
is  currently  chairman  of  the  Committee  on  Health  Care 
of  the  Poor  for  the  AMA.  Recognized  nationally  for 
his  teaching  abilities,  Dr.  Francisco  was  honored  for 
his  leadership  in  Forensic  Sciences  in  Tennessee,  and 
is  an  authority  on  Forensic  Pathology.  Dr.  Wilson 
was  cited  for  his  years  of  service  in  the  Department  of 
Surgery  at  the  University  of  Tennessee  Center  for  the 
Health  Sciences  in  Memphis.  He  has  held  the  position 
of  professor  and  chairman  of  the  Department  of  Surgery 
at  the  University  since  1948. 

DR.  J.  W.  CHRISTOFFERSON  of  Maryville,  was  re- 
cently elected  president  of  the  Tennessee  Society  of 
Anesthesiology.  Dr.  Christofferson  is  a member  of 
the  Blount  County  Medical  Society. 

The  TMA  House  of  Delegates  elected  DR.  HOLLIS 
E.  JOHNSON  of  Nashville,  as  “Outstanding  Physician 
of  the  Year.” 

DR.  C.  WINDOM  KIMSEY  of  Chattanooga  was  re- 


cently named  a Fellow  of  the  American  College  of 
Radiology. 

DR.  JOHN  H.  LILLARD  has  been  honored  by  the 
Sweetwater  Valley  Medical  Auxiliary  with  a pin  citing 
his  forty  years  of  service  to  the  McMinn  County  area. 
The  Auxiliary  also  planted  three  trees  in  memory  of 
area  doctors  and  their  service  to  the  community. 

DR.  HAROLD  P.  McDONALD,  JR.,  Memphis,  has 
been  selected  1975  president  of  the  medical  staff  at 
Doctors  Hospital.  DR.  JAMES  BRYANT,  chief  of 
family  medicine,  DR.  JEROME  N.  BARRASSO,  chief 
of  surgery,  and  DR.  PARKS  W.  WALKER,  JR.,  sec- 
retary will  serve  with  him. 

The  Dyer  County  Health  Department  recently  hon- 
ored their  medical  director,  DR.  H.  A.  MORGAN  of 
Lewisburg  with  a plaque  and  a diamond  pin  for  his 
35  years  of  service  with  the  Tennessee  Department  of 
Public  Health. 

DR.  C.  GORDON  PEERMAN,  JR.,  representing  mid- 
dle Tennessee,  was  unanimously  elected  as  President- 
Elect  of  the  TMA  at  the  Saturday  meeting  of  the 
House  of  Delegates  during  the  Annual  Meeting.  DR. 
WILLIAM  H.  EDWARDS  of  Nashville,  was  re-elected 
Speaker  of  the  House. 

DR.  RUSSELL  H.  ROBBINS  of  Jackson,  was  installed 
as  president  of  the  West  Tennessee  Heart  Association 
at  the  group’s  seventeenth  annual  meeting.  Named 
president-elect  was  DR.  JAMES  W.  SHORE  of  Martin, 
and  elected  as  first  vice  president  was  DR.  T.  JAMES 
HUMPHREYS,  also  of  Jackson. 

The  East  Tennessee  Heart  Association  has  elected 
DR.  DWIGHT  R.  WADE,  JR.,  of  Knoxville  as  presi- 
dent. The  Association  also  elected  DR.  JAMES  H. 
WATERS,  Knoxville  as  president-elect  and  DR. 
MONTE  B.  BIGGS,  Knoxville  as  first  vice  president. 
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CALENDAR  OF  MEETINGS 

NATIONAL 


June  21 
June  23-26 
July  27-30 
Aug.  8-10 
Sept.  7-12 
Sept.  11-13 
Sept.  19-26 

Sept.  20-22 
Sept.  21-25 


American  Society  for  Gastrointestinal 
Endoscopy,  San  Antonio,  Tex. 

American  Orthopaedic  Association,  Home- 
stead, Hot  Springs,  Va. 

American  Orthopaedic  Society  for  Sports 
Medicine,  Marriott  Hotel.  New  Orleans. 
American  Academy  of  Clinical  Toxicol- 
ogy, Crown  Center,  Kansas  City,  Mo. 
Flying  Physicians  Association,  Playboy 
Club  Hotel,  Lake  Geneva,  Wis. 

American  Association  for  the  Surgery  of 
Trauma,  Camelback  Inn,  Scottsdale,  Ariz. 
American  Society  of  Clinical  Pathologists 
and  College  of  American  Pathologists, 
Conrad  Hilton  Hotel,  Chicago. 

National  Cancer  Conference,  Hyatt  Re- 
gency Hotel,  Atlanta. 

American  Academy  of  Ophthalmology 
and  Otolaryngology,  Dallas  Convention 
Center,  Dallas. 
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The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  1 credit  for 
the  AM  A Physician’s  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 

Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman, 
can  plan  an  individualized  program  of  one-to-four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 

Participating  Departments  and  Divisions 

Anesthesiology  . . Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases James  D.  Snell,  M.D. 

Dermatology Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Sanford  B.  Krantz,  M.D. 

Infectious  Diseases Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology  John  S.  Zelenik,  M.D. 

Orthopaedics  Paul  W.  Griffin,  M.D. 

Pathology  William  H.  Hartmann,  M.D. 

Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 

General  H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  . . James  H.  Elliott,  M.D. 


Oral  H.  David  Hall,  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physician’s 
Recognition  Award  and  American  Academy  of  Family 
Physician’s  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

305  Medical  Arts  Building 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 

Nashville,  TN  37212  Tel.  615/322-2716 

The  University  of  Tennessee  College  of 
Medicine  Continuing  Education  Courses 
1975 

Aug.  7-8  Medical  Aspects  of  Sports 

The  American  College  of  Physicians 
Postgraduate  Courses 

ADVANCES  IN  INTERNAL  MEDICINE:  HORI- 

ZONS AND  PERSPECTIVES,  Banff,  ALTA,  CAN, 
June  23-27. 

Info:  Registrar,  Postgraduate  Courses,  ACP,  4200  Pine 
Street,  Philadelphia,  PA  19104. 

Hemolytic  Anemia  Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a four-day  postgraduate  course  entitled  “Topics 
in  Clinical  Hematology — II;  Hemolytic  Anemia”  on 
July  14-17,  1975,  in  Waterville,  Me.  The  course, 

held  in  conjunction  with  the  American  Society  of 
Hematology,  the  American  Association  for  Cancer 
Education,  Colby  College,  and  Thayer  Hospital,  will 
take  place  at  the  Dean  Medical  Center  of  Thayer 
Hospital  and  at  Given  Auditorium  on  the  Colby  campus. 

The  course  is  the  first  of  two  consecutive,  comple- 
mentary courses  designed  to  give  basic  information  of 
importance  to  hematologists  and  oncologists.  It  will 
deal  with  the  basic  principles  involved  in  the  normal 
and  abnormal  destruction  of  red  blood  cells.  Sessions 
will  cover  anemia  in  malignancy,  blood  transfusion, 
and  breast  cancer. 

Breast  Carcinoma  Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a four-day  postgraduate  course  entitled  “Topics 
in  Clinical  Oncology:  Breast  Carcinoma”  on  July  lb- 
19,  1975,  in  Waterville,  Me.  The  course,  held  in  con- 
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junction  with  the  American  Association  for  Cancer 
Education,  the  American  Society  of  Hematology,  Colby 
College,  and  Thayer  Hospital,  will  take  place  at  the 
Dean  Medical  Center  of  Thayer  Hospital  and  Colby’s 
Given  Auditorium. 

This  course  will  deal  with  oncology  (the  study  of 
tumors)  and,  specifically,  breast  carcinoma  (a  malignant 
new  growth  on  the  breast  that  tends  to  infiltrate  sur- 
rounding tissues).  It  is  designed  to  help  the  internist, 
surgeon,  oncologist,  hematologist,  and  radiotherapist 
learn  current  concepts  of  pathogenesis,  diagnosis,  and 
management.  Anemias  of  malignancy  will  be  reviewed 
by  a multidisciplinary  faculty.  A symposium  on  tumor 
immunology  and  immunotherapy  will  highlight  the 
final  day. 

The  Postgraduate  Medical  Education 
Committee  of  the  American  College  of 
Chest  Physicians  1975 
Postgraduate  Programs 

The  continuing  education  program  for  physicians 
sponsored  by  the  American  College  of  Chest  Physicians 
has  been  accredited  by  the  Council  on  Medical  Educa- 
tion of  the  American  Medical  Association  and  is 
acceptable  for  credit  toward  the  AMA  Physician’s 
Recognition  Award. 

For  further  information  contact:  Bradford  W.  Claxton, 
M.Ed.,  Director  of  Continuing  Education,  American 
College  of  Chest  Physicians,  911  Busse  Highway,  Park 
Ridge,  Illinois  60068. 

June  23-25 

“Critical  Care — A Postgraduate  Course  for  Nurses 
and  Physicians” 

Location:  Nashville,  Tennessee 

Critical  Care  Course 

The  American  College  of  Chest  Physicians  and  the 
Critical  Care  Program  of  the  University  of  Tennessee 
will  present  the  program,  “Critical  Care — A Post- 
graduate Course  in  Clinical  Assessment  for  Nurses 
and  Physicians.”  This  program  will  be  held  lune  23- 
25,  1975  at  the  Hyatt  Regency  Hotel,  Nashville,  Ten- 
nessee. Course  directors  are  Norma  Shepard.  RN  and 
Penelope  Vaughn.  RN. 

Co-sponsors  of  this  program  are  the  American 
Association  of  Critical  Care  Nurses,  Hospital  Corpo- 
ration of  America,  Middle  Tennessee  Heart  Associ- 
ation, Society  of  Critical  Care  Medicine,  Tennessee 
Lung  Association  and  the  Vanderbilt  University 
School  of  Medicine,  Department  of  Continuing  Edu- 
cation. 

This  program  will  be  devoted  to  an  understanding 
of  the  mechanisms  and  interrelationships  of  disease 
processes  and  their  manifestations  seen  at  the  bedside. 
Each  day  is  specifically  subdivided  and  will  consist  of 
lecture,  question  & answer  sessions  and  clinical  con- 
ferences. Participants  will  attend  all  of  the  clinical 
conferences,  which  will  feature  a panel  of  experts  who 
will  discuss  the  latest  advancements  in  the  care  of  the 
critically  ill  patient. 


A total  of  17  hours  credit  may  be  earned  under 
Category  1 of  the  American  Medical  Association’s 
Physicians’  Recognition  Award.  This  program  has  also 
been  approved  for  1.6  CEU  credits  by  the  University 
of  Tennessee. 

Tuition  fees  for  this  course  are:  Nurse — member 

co-sponsoring  organization,  $100;  Nurse — non-member 
co-sponsoring  organization.  $115;  Physician — member 
co-sponsoring  organization,  $115;  and  Physician — non- 
member of  co-sponsoring  organization.  $140:  this  fee 
includes  ticket  to  Opryland,  USA. 

For  further  information,  please  contact:  Bradford, 
W.  Claxton,  M.Ed.,  Associate  Executive  Director, 
American  College  of  Chest  Physicians,  911  Busse 
Highway,  Park  Ridge,  Illinois  60068. 

Self-Assessment  Examination 
In  Chest  Disease 

The  American  College  of  Chest  Physicians  announces 
its  Self-Assessment  Examination  in  Chest  Disease.  Field 
tested  in  Toronto  last  year,  this  test  is  the  result  of  over 
two  years  of  concentrated  work,  study  and  revision  by 
a committee  of  physicians  representing  the  major  dis- 
ciplines of  chest  medicine. 

Accredited  for  up  to  22  hours  of  credit  toward  the 
AMA’s  Physician  Recognition  Award  Category  5-D,  the 
examination  is  credited  for  each  hour  spent  working 
with  the  test.  Those  physicians  who  completed  the 
entire  examination  during  our  annual  meeting  in  Toronto 
did  so  in  four  to  six  hours. 

When  an  order  is  received,  the  physician  will  be  sent 
a test  booklet  containing  case  material  and  questions,  a 
response  booklet  and  return  envelope.  Upon  completion 
of  the  examination,  the  physician  will  return  his  answer 
booklet,  where  it  will  be  computer  graded  and  then 
returned  to  the  physician  accompanied  by  an  answer  key, 
a set  of  discussions  and  a bibliography  keyed  to  each 
test  case.  Scores  will  be  held  in  strict  confidence. 

To  obtain  the  test,  send  requests  to  the  American 
College  of  Chest  Physicians,  P.O.  Box  93826,  Chicago, 
Illinois  60690,  with  a check  made  payable  to  the  ACCP. 
Participation  fees  are  $35  ACCP  members,  $40  non- 
member physicians  and  $25  residents. 

University  of  Michigan 
School  of  Public  Health 
Ann  Arbor,  Michigan 

GRADUATE  PROGRAMS  IN  MATERNAL  AND 
CHILD  HEALTH 

Graduate  Programs  for  Physicians  in  Mental  Retarda- 
tion and  Related  Disabilities,  Maternal  and  Child  Health, 
Community  Pediatrics,  and  Community  Obstetrics. 

School  Term  Begins:  September- 1975,  Ianuary-1976 

Fees:  Regular  School  Tuition 

Further  Information:  Dr.  Ruben  Meyer,  Director 
School  of  Public  Health 
University  of  Michigan 
Ann  Arbor,  Michigan  48104 


JUNE,  1975 


503 


Indiana  University 

INSTITUTE  FOR  SEX  RESEARCH 
1975  SUMMER  PROGRAM  IN 
HUMAN  SEXUALITY 
JULY  23-AUGUST  1 

Lecture  course,  forums  on  sociosexual  issues,  sex 
counseling  symposium,  attitude-reassessment  program. 

Registration  fee  $285.00. 

Registration  ends  June  20. 

Write:  Institute  for  Sex  Research-Summer  Program 

416  Morrison  Hall 
. Indiana  University 
Bloomington,  Indiana  47401 

University  of  Kentucky 
College  of  Medicine 

June  26  Hypertension  1975.  Registration  Fee: 

$20.00 

June  27-28  Evaluation  and  Management  of  Cardio- 
pulmonary Emergencies.  Registration 
Fee:  $75.00 

For  further  information  about  any  of  the  above, 
contact: 

Frank  R.  Lemon,  M.D. 

Associate  Dean  for  Extramural  Affairs 
College  of  Medicine 
University  of  Kentucky 
Lexington,  KY  40506 

Cancer  Information 

D-l-A-L  A-C-C-E-S-S  S-Y-S-T-E  M 

WHAT?  A valuable  cancer  education  service  through 
toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 
WHERE?  In  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  LJniversity 
of  Texas  System  Cancer  Center. 


WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m., 
CST;  Saturday,  8:00  a.m.  to  11:00  a.m., 
CST. 

Write:  Southern  Medical  Association 
Cancer  Information  Center 
2601  Highland  Avenue 
Birmingham,  Alabama  35205 
Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 

American  Board  of  Family  Practice 
Announces  Certification  Exam  Date 

The  American  Board  of  Family  Practice  announces 
that  it  will  give  its  next  two-day  written  certification 
examination  on  November  1-2,  1975.  It  will  be  held 
at  five  centers  geographically  distributed  throughout  the 
United  States.  Information  regarding  the  examination 
may  be  obtained  by  writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 

PLEASE  NOTE:  It  is  necessary  for  each  physician 
desiring  to  take  the  examination  to  file  a complete 
application  with  the  Board  office.  Deadline  for  receipt 
of  applications  in  this  office  is  June  15,  1975. 

National  Conference  on  Gynecologic  Cancer 

American  Cancer  Society’s  National  Conference  on 
Gynecologic  Cancer,  September  18-20,  1975,  Marriott 
Hotel — Philadelphia,  Pennsylvania.  This  professional 
education  activity  is  acceptable  for: 

15  Credit  Hours  in  Category  I for  the  Physician’s 
Recognition  Award  of  the  American  Medical  Associ- 
ation. 

15  Elective  Hours  by  the  American  Academy  of 
Family  Physicians. 

For  information  write: 

Sidney  L.  Arje,  M.D. 

American  Cancer  Society 
219  East  42nd  Street 
New  York,  New  York  10017 
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LEGAL  PROTECTION: 

FACTS  YOU  SHOULD  KNOW 

Abandonent— The  Malpractice  ‘Catch-All’ 

The  theory  of  “abandonment”  in  malpractice 
litigation  encompasses  a plaintiff’s  claim  that  a 
physician  was  negligent  because  he  failed  to  take 
the  affirmative  steps  necessary  to  perform  prop- 
erly the  duty  he  owed  to  his  patient.  While  a 
plaintiff  may  sue  a physician  for  negligent  af- 
firmative action,  or  for  failure  to  secure  informed 
consent,  he  may  also  sue  the  physician  alleging 
that  there  was  a lack  of  affirmative  action,  and 
this  failure  to  properly  take  action  resulted  in 
injuries  to  the  patient. 

By  the  very  nature  of  the  term  “abandonment,” 
one  conjures  up  the  picture  of  desertion  of  a 
patient  in  his  time  of  need  by  the  physician. 
While  such  an  act  of  desertion  may  indeed  be 
abandonment,  there  are  other  areas  which  fall 
into  this  category  and  of  which  the  prudent 
physician  must  be  conscious. 

Abandonment  by  withdrawal  from  the  case 

If  a physician  finds  it  necessary  to  withdraw 
from  the  treatment  of  a patient,  he  should  notify 
that  patient  in  writing,  retain  a copy  of  the  notifi- 
cation, and  mark  the  medical  chart  appropriately. 
A physician  should  not  withdraw  from  a case 
while  the  patient  is  under  his  care  for  a course 
of  treatment  for  a specific  illness  or  injury,  except 
in  extreme  circumstances.  In  any  event,  the 
physician  should  notify  the  patient  in  advance  of 
his  withdrawal  (at  least  two  weeks)  in  order  that 
the  patient  may  secure  the  services  of  another 
physician.  If  the  patient  needs  to  secure  the 
services  of  another  physician  to  continue  treat- 
ment, this  fact  should  be  clearly  pointed  out  to 
the  patient  with  a recommendation  that  he  secure 
another  physician  immediately. 

Courts  have  held  that  a physician  abandoned 
his  patient  where  the  patient  was  not  informed 
that  on-going  treatment  was  necessary,  even 
though  such  a fact  should  have  been  evident  to 
the  patient.  A Florida  court  returned  a judgment 
of  over  $60,000  against  a doctor  for  failing  to 
inform  the  patient  that  he  needed  to  secure  the 
services  of  a physician  to  treat  a very  obvious  skin 
cancer  on  the  patient’s  face,  in  spite  of  the 


plaintiff’s  admission  that  he  was  aware  that  the 
cancer  was  visibly  spreading  after  the  physician 
had  withdrawn  from  his  case. 

Abandonment  by  failure  to  provide  proper 
coverage 

When  a physician  is  to  be  out  of  town  or  other- 
wise unavailable  for  treatment  of  the  patient,  he 
should  arrange  for  a covering  physician  who  is 
qualified  to  treat  his  patients  during  his  absence. 
Instructing  patients  to  “go  to  the  Emergency 
Room  if  you  have  a problem”  is  not  a proper 
substitute  for  arrangement  for  a covering  phy- 
sician. 

If  the  physician  uses  reasonable  and  prudent 
judgment  in  the  selection  of  the  covering  phy- 
sician, then  any  negligence  of  the  covering  phy- 
sician will  not  be  attributed  to  the  patient’s 
primary  physician.  On  the  other  hand,  if  the 
physician  makes  a poor  choice  for  the  covering 
physician,  the  patient  may  sue  both  the  covering 
physician  and  the  primary  physician  for  negli- 
gence by  the  covering  physician.  Generally,  if 
the  physician  chooses  a covering  physician  who 
is  capable  of  treating  the  patient  for  the  illness 
for  which  the  primary  physician  was  treating,  and 
the  patient  suffers  from  another  or  secondary  con- 
dition for  which  the  covering  physician  is  not 
qualified  to  treat,  the  primary  physician  would 
not  be  held  liable.  The  primary  physician  did 
not  know  and  could  not  have  known  through 
exercise  of  due  diligence  that  the  patient  would 
suffer  the  second  illness. 

In  such  cases,  the  questions  to  be  determined 
by  a jury  would  be  whether  the  covering  physician 
was  an  adequate  replacement  and  whether  the 
primary  physician  exercised  reasonable  and  ordi- 
nary care  in  the  selection  of  the  covering 
physician. 

Abandonment  by  failure  to  respond  in 
emergencies 

Courts  have  held  that  if  a physician  is  treating 
a patient  and  cannot  leave  that  patient  for  treat- 
ment of  another  with  an  emergency  medical  con- 
dition without  endangering  the  first  patient,  then 
there  is  no  liability  for  failure  to  respond.  How- 
ever, if  the  physician  could  reasonably  have  left 
the  initial  patient’s  side  and  come  to  the  aid  of 
another  in  a medical  emergency  where  the 
physician-patient  relationship  had  previously  been 
established  with  the  second  patient,  then  the 
physician  may  have  abandoned  the  second  patient. 
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One  case  held  that  a patient  who  suffered  a heart 
attack  in  the  doctor’s  office  had  been  abandoned 
by  the  physician  because  the  physician’s  recep- 
tionist did  not  notify  the  physician  that  the 
patient  in  the  reception  room  was  suffering  from 
a medical  emergency.  The  lesson  in  this  case  is 
clear:  the  physician’s  office  assistants  and  nurses 
should  be  trained  to  immediately  notify  the  phy- 
sician of  such  situations.  Under  the  legal  concept 
of  the  master  servant  relationship,  the  employees 
serve  as  the  servants  of  the  physician  who  is 
liable  for  their  acts  of  negligence. 

In  order  for  the  physician  to  be  liable  for  mal- 
practice in  emergency  situations,  the  plaintiff  has 
the  burden  of  proving  that  the  physician-patient 
relationship  existed  at  the  time  of  the  emergency, 
that  a true  medical  emergency  did  indeed  exist, 
and  that  the  physician  was  negligent  in  failing  to 
respond. 

In  this  general  area  of  failure  to  respond,  the 
physician  is  well  advised  to  notify  each  of  his 
patients  of  the  specific  limitations  he  places  upon 
his  practice.  If,  for  example,  the  physician  does 
not  make  house  calls,  such  a fact  should  be  made 
known  to  the  patient  at  the  beginning  of  the 
physician-patient  relationship.  If  such  a fact  is 
not  made  known,  and  the  patient  calls  and  re- 
quests the  physician  to  come  to  his  house,  it  is 
somewhat  “late  in  the  day”  for  the  physician  to 
to  notify  the  patient  of  this  practice  limitation  he 
has  imposed. 

Abandonment  by  retirement  or  removal  of  office 

As  incongruous  as  it  may  seem,  a physician 
may  have  legally  abandoned  his  patient  if  he 
retires  without  reasonable  notification  to  his 
patients  of  this  fact.  When  a physician  retires,  he 
should  do  so  only  after  placing  notices  in  the 
newspaper  or  utilizing  the  common  method  of 
notification  in  his  community.  He  should  have 
also  personally  notified  his  active  patients  either 
by  mail  or  telephone  that  he  was  closing  his 
office.  While  telephone  notification  may  be  more 
easily  accomplished  and  even  may  be  more  per- 
sonal, it  is  also  a great  deal  more  difficult  to 
prove  than  the  written  notification.  The  list  of 
those  to  whom  the  notices  were  sent  should  be 
retained  in  the  physician’s  office  records.  The 
same  rules,  of  course,  apply  to  a physician  re- 
moving himself  from  the  community  to  take  addi- 
tional training  or  moving  to  another  city  for  a 
permanent  practice  location. 

As  a general  rule,  in  almost  every  case  where 


a physician  has  been  accused  of  malpractice 
based  on  abandonment,  the  physician’s  defense 
is  found  in  his  properly  maintained  and  docu- 
mented medical  records.  Copies  of  letters,  nota- 
tions of  instructions  to  patients,  and  the  like, 
should  be  recorded  in  the  records. 

Sam  V.  Stone,  Jr. 

Office  of  General  Counsel 
Texas  Medical  Association 
Reprinted  from  Texas  Medicine,  April,  1975 
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Clinical  Center  Study  of  Fibrotic 
Lung  Disease 

The  cooperation  of  physicians  is  requested  in  the 
referral  of  patients  to  participate  in  a randomized  study 
of  the  therapy  of  fibrotic  lung  disease  being  conducted 
by  the  National  Heart  and  Lung  Institute’s  Pulmonary 
Branch  at  the  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland. 

Patients  who  are  admitted  to  the  study  will  be 
evaluated,  randomized,  and  followed  in  conjunction 
with  the  referring  physician. 

Previously  treated  individuals  or  those  who  are  cur- 
rently being  treated  will  also  be  considered. 

Physicians  interested  in  having  their  patients  con- 
sidered for  admission  may  write  or  telephone: 

Ronald  G.  Crystal,  M.D. 

Clinical  Center,  Room  6D-06 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 
Telephone:  (301)  496-1740 

NCI-VA  Medical  Oncology  Division  Study 
Of  Patients  with  Small  Cell  (OAT) 
Bronchogenic  Carcinoma 

The  cooperation  of  physicians  is  requested  in  the 
referral  of  patients  with  small  cell  (oat)  bronchogenic 
carcinoma  to  participate  in  ongoing  combined  modality 
therapy  protocols  being  conducted  by  the  NCI-VA 
Medical  Oncology  Division’s  Lung  Cancer  Unit,  at 
the  Washington  VA  Hospital,  Washington.  D.C. 

Needed  are  patients  of  either  sex,  under  61  years 
of  age,  with  limited  or  extensive  small  cell  (oat) 
bronchogenic  carcinoma,  who  have  not  had  prior 
chemo-  or  radiotherapy. 

Veteran  status  eligibility  is  not  required. 

Physicians  interested  in  having  their  patients  con- 
sidered for  admission  may  write  or  telephone: 

Robert  Kane,  M.D. 

Medical  Oncology  Unit,  2CN 
Washington  VA  Hospital 
50  Irving  Street,  N.W. 

Washington,  D.C.  20422 
Telephone:  (202)  389-7275 
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Tips  on  Eye  Care 
Offered  in  New  Film 

“Dr.  Tom  and  His  Magic  Tree”  is  a new  fully 
animated  and  lively  cartoon  on  the  do’s  and  don'ts 
of  eye  care.  This  16mm,  color,  14-minute  film  is 
available  for  sale  or  rental  through  Association  Instruc- 
tional Materials,  866  Third  Avenue,  New  York.  N.Y. 
10022. 

Spiced  with  light  touches  of  humor,  this  film  stresses, 
through  a number  of  animated  characters,  the  im- 
portance of  regular  eye  examinations,  how  to  maintain 
good  vision  habits  by  getting  enough  rest,  using  the 
proper  lighting  and  having  a balanced  diet.  It  also 
emphasizes  specific  rules  for  eye  protection. 

“Dr.  Tom  and  His  Magic  Tree”  is  an  excellent  in- 
structional film  for  audiences  of  all  ages.  Prints  may 
be  obtained  by  contacting  Association  Instructional 
Materials,  866  Third  Avenue,  New  York  10022  (212) 
935-4210. 

Clinical  Center  Study  of  Patients 
With  Primary  Malignant  Melanoma 

The  cooperation  of  physicians  is  requested  in  the 
referral  of  patients  with  primary  malignant  melanoma 
for  the  evaluation  of  a promising  new  program  for  the 
treatment  of  this  disease,  being  conducted  by  the  Na- 
tional Cancer  Institute’s  Surgery  Branch  at  the  Clinical 
Center,  National  Institutes  of  Health,  Bethesda,  Mary- 
land. 

This  new  therapy  is  based  on  the  stimulation  of  the 
immune  system  with  BCG  in  combination  with  surgery 
and  has  been  under  investigation  at  the  Clinical  Center 
for  several  years. 

Needed  are  previously  untreated  patients  with  skin 
lesions  or  moles  suspected  of  being  melanoma.  Individ- 
uals with  punch-biopsied  or  partially  excised  melanoma 
lesions  will  also  be  considered  for  admission  to  this 
study. 

Every  effort  will  be  made  to  keep  the  referring  phy- 
sician fully  informed  as  to  the  results  of  treatment  and 
to  promptly  return  the  patient  to  his  care  for  joint 
follow-up. 

There  is  no  charge  to  the  patient  for  any  medical 
and/or  hospital  care  at  the  Clinical  Center,  either  In- 
patient or  Outpatient.  When  necessary,  patient  travel 
costs  to  the  Clinical  Center  can  also  be  defrayed. 

Physicians  interested  in  further  information  about 
this  study  or  in  having  their  patients  considered  for 
admission  may  write  or  telephone: 

Steven  A.  Rosenberg,  M.D.,  Ph.D. 

Chief  of  Surgery 
National  Cancer  Institute 
Clinical  Center,  Room  ION-116 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 
Telephone:  (301)  496-4164 

Real  Time  Health  Care  Billing  System 

New  real  time  health  care  billing  system  solves  the 
problem  of  medical  billing  for  outpatient  and  multi 
doctor  clinics.  The  system  will  handle  up  to  eight 
video  display  terminals  for  information  entry  and  dis- 


play. The  system  is  capable  of  providing  accurate  in- 
formation on  the  exact  current  status  of  each  patient’s 
account,  statistical  information  on  each  doctor,  each 
ICDA  code,  each  RVS  code,  on  accounts  by  age,  and 
management  reports  by  activity. 

The  basic  Orion  System  is  capable  of  storing  over 
8.600  patient  records  and  additional  storage  is  readily 
available  at  a nominal  charge. 

The  Orion  System  software  (computer  program)  is 
written  in  a parameter  mode  which  allows  each  clinic 
on  outpatient  environment  to  establish  their  own 
patient  numbering,  insurance  coverage  criteria,  billing 
cycle  frequency,  guarantor  or  family  billing  method- 
ology and  methods  of  pricing.  The  “turn  key”  concept 
provided  by  ORION  SYSTEMS  includes  total  training, 
installation  and  documentation. 

Using  the  basic  system  configuration  and  its  applica- 
tion to  an  eleven  (11)  doctor  clinic,  the  Orion  System 
will  cost  each  doctor  less  than  $70.00  per  month.  The 
basic  system  starts  at  $34,400  and  lease  terms  are 
available  on  five  or  seven  year  terms. 

The  Orion  System  is  fully  operational  and  ready  for 
delivery.  For  more  information  contact  ORION  SYS- 
TEMS, 950  Benicia  Avenue.  Sunnyvale.  Ca.  94086  or 
call  408/733-4990. 

AMA  Meeting  Will  Seek  Answers 
To  Pending  Shortage  of  Codeine 

Anticipated  medical  needs  for  opium-derived  drugs, 
principally  codeine,  will  soon  exceed  all  available 
sources  of  supply.  Medical  practitioners  may  soon  be 
faced  with  a shortage  or  unavailability  of  a drug  that 
has  long  been  a mainstay  in  relieving  pain  and  con- 
trolling coughs.  The  American  Medical  Association  is 
concerned  that  a codeine  shortage  could  adversely  affect 
patient  care. 

The  AMA  has  been  aware  of  the  problem  for  several 
years,  and  in  1973  the  organization’s  House  of  Dele- 
gates adopted  a formal  resolution  urging  the  U.S.  gov- 
ernment to  take  all  measures  necessary  in  the  present 
emergency  and  in  future  years  to  insure  that  an  ample 
supply  of  opium  and  its  derivatives  are  made  available 
to  the  medical  profession. 

The  shortage  is  partly  an  outgrowth  of  a ban  on  grow- 
ing of  opium  poppies  in  Turkey,  in  an  effort  to  curb 
illegal  supplies  of  heroin.  Turkey  has  recently  rescinded 
the  ban,  but  the  first  crop  will  not  be  available  until 
next  fall,  and  it  likely  will  not  be  adequate  to  meet  the 
world  need  for  medical  opium.  At  present  the  only 
source  of  medicinal  opium  for  the  U.S.  is  India,  but 
the  supply  is  inadequate. 

The  Congress  passed  legislation  following  the  AMA 
1973  resolution  releasing  part  of  the  government  defense 
stockpile  of  opium.  This  prevented  an  actual  emergency 
from  developing  in  1974,  but,  since  the  stockpile  is 
limited,  it  cannot  be  used  to  make  up  the  long-range 
deficit. 

In  a letter  to  the  White  House  last  October,  Malcolm 
C.  Todd.  M.D.,  president  of  AMA,  urged  President 
Gerald  Ford  to  take  whatever  steps  are  necessary  to 
assist  in  the  procurement  of  raw  opium  from  the  world 
market.  — AMA  News  Release 
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Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 
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Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 
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Manuscripts  submitted  for  consideration  for  publication  in  the  JOURNAL 
OF  THE  TENNESSEE  MEDICAL  ASSOCIATION  should  be  addressed  to 
the  Editor,  John  B.  Thomison,  M.D.,  P.O.  Box  70,  Nashville,  Tn.  37202. 

Manuscripts  must  be  typewritten  on  one  side  of  letterweight  paper. 
Either  double  or  triple  spacing  and  wide  margins  must  be  provided  to 
facilitate  editing  which  will  be  legible  for  the  printer.  The  pages  should 
be  numbered  and  clipped  or  stapled  together,  but  they  should  not  be 
placed  in  a binder. 

Bibliographic  references  should  not  exceed  twenty  in  number  docu- 
menting key  publications.  They  should  appear  at  the  end  of  the  paper. 
The  bibliographic  references  must  conform  to  the  style  used  in  the 
American  Medical  Association  publications,  as, — Alais,  FG:  What  is  Known 
About  it,  J.  Tennessee  M.  A.,  35:132,  1950. 

Illustrations  should  be  numbered  and  identified  with  the  author's  name. 
The  editor  will  determine  the  number,  if  any,  of  illustrations  to  be  used 
with  the  Journal  assuming  the  cost  of  engravings  and  cuts  up  to  $25. 
Engraving  cost  for  illustrations  in  excess  of  $25  will  be  billed  to  the 
author.  Illustrations  will  not  be  returned  unless  specifically  requested. 

If  reprints  are  wanted,  the  desired  number  should  be  indicated  in  the 
letter  accompanying  the  manuscript.  No  reprints  are  provided  free  and 
a reprint  cost  schedule  will  be  forwarded  upon  request. 
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Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS) . 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults  — 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, 'Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  fora  total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  Of 
‘Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children -3  to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  'Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  POR  information. 

Rev.  6/73 

kffi  WALLACE  LABORATORIES 

CRANBURY,  NEWJERSEY 08512 


530 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


journal 

OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 
OWNED  AND  PUBLISHED  BY  THE  ASSOCIATION 

JULY,  1975 
VOLUME  68,  NO.  7 


Principles  Vs  Politics 

THE  HON.  LAWRENCE  P.  McDONALD,  M.D.,  U.  S.  Representative,  7th  Georgia  Congressional  District 


I should  like  to  spend  a few  moments  in 
discussion  of  the  conflict  between  sound  prin- 
ciples of  the  politics  of  the  expedient.  For  the 
last  40  years  we  have  seen  a growing  triumph  by 
amoral  politicians  who  have  been  willing  to  seek 
political  victory  regardless  of  the  cost  to  future 
generations. 

Today  we  are  witnessing  the  destruction  of  the 
American  political  system.  In  large  measure  this 
has  been  possible  because  of  a steady  erosion  of 
the  United  States  Constitution  by  the  Supreme 
Court  rulings  for  the  last  four  decades.  Today 
the  United  States  Constitution  stands  as  a mere 
shadow  of  its  initial  intent  and  clear  meaning.  A 
second  effect  of  the  disease  gripping  the  Ameri- 
can political  system  has  been  the  loss  of  any 
lasting  principles  between  two  major  parties. 

Role  of  the  Political  Party 

The  greatest  of  our  Founding  Fathers,  George 
Washington,  warned  early  Americans  about  the 
formation  and  development  of  political  parties. 
He  feared  that  if  such  movements  became  suf- 
ficiently powerful,  partisan  considerations  would 
be  placed  above  sound  constitutional  principles. 
It  was  as  history  has  shown  a fateful  warning. 

With  the  high-court  erosion  of  the  Constitution, 
limited  government  of  the  Republic  has  been 
allowed  to  degenerate  into  rule  of  the  mob. 
Rather  than  the  Constitution  being  the  supreme 
law  of  the  land,  today  the  shouts  of  organized 
pressure  groups  make  the  rules.  Our  elected  rep- 
resentatives should  remember  their  oath  of  office 
and  wake  up  to  realize  their  responsibility  to 
exercise  judgment  and  not  bend  to  the  rule  by 
artifically  organized  mass  pressure.  Of  course, 
such  judgment,  to  be  sound,  must  be  based  upon 
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lasting  principles.  This  need  was  echoed  by  the 
Irish  statesman  Edmund  Burke,  when  he  said: 
“A  representative  owes  you  not  his  industry 
only  but  his  judgment  and  he  betrays  in- 
stead of  serving  you  if  he  sacrifices  his 
judgment  to  your  opinion.” 

Failure  to  maintain  firm  principles  have  pro- 
duced the  disgusting  spectacles  viewed  on  tele- 
vision at  the  time  of  national  party  conventions 
by  both  Democrats  and  Republicans. 

Political  parties  are  usually  formed  in  the 
very  beginning  when  a group  of  people  who 
share  the  same  political  ideology  decide  to  get 
organized  in  order  to  be  more  effective  in  pro- 
moting their  common  goals.  But  instead  of  adopt- 
ing a concept  of  eternal  principles  as  guidelines, 
traditionally  they  allow  such  principles  to  be 
constantly  changed  by  argument  and  whim.  The 
result?  They  lose  their  ideology.  I doubt  if  one 
person  out  of  100  today  even  remembers  what 
the  ideologies  were  that  led  to  the  creation  of  our 
major  parties.  At  any  rate,  whatever  they  were 
they  are  certainly  not  the  same  today.  And  what- 
ever they  are  today,  chances  are  they  won’t  be 
the  same  tomorrow.  They  are  subject  to  change 
in  the  name  of  pragmatism  and  expediency. 
Consequently,  the  major  party  principles  do 
change  every  four  years.  Party  platforms  are  no 
longer  statements  of  genuine  political  ideology 
but  a combined  and  admitted  mishmash  of  glitter- 
ing phrases  without  meaning.  And  what  little 
meaning  may  appear  to  be  there  is  certainly  no 
obstacle  to  the  politicians  who  supposedly  endorse 
the  platform.  Once  they  are  elected  they  do 
exactly  as  they  please  anyway.  Political  platforms 
are  a farce. 

It  is  an  unfortunate  fact  of  life  that  political 
parties  always  tend  to  drift  away  from  promoting 
an  ideology  and  end  up  merely  as  a mechanism 
for  promoting  candidates.  Principle  is  forgotten 


JULY,  1975 


533 


PRINCIPLES/ McDonald 

and  the  new,  all-consuming  goal  becomes  merely 
to  win.  Instead  of  people  using  the  party  to 
promote  their  principles — the  party  begins  using 
people  to  promote  its  candidates. 

Recent  History 

Contemporary  history  pretty  well  tells  the 
story.  In  1932,  there  was  a growing  concern 
over  the  growth  and  danger  of  big  government. 
Former  President  Calvin  Coolidge  (Republican) 
and  1928  Presidential  Candidate  Alfred  E.  Smith 
(Democrat)  issued  a joint  statement  which  read 
as  follows: 

“All  the  cost  of  local,  state  and  national 
Government  must  be  reduced  without  fear 
and  without  favor.  Unless  the  people, 
through  unified  action,  arise  and  take  charge 
of  their  Government,  they  will  find  that  their 
Government  has  taken  charge  of  them.  In- 
dependence and  liberty  will  be  gone  and  the 
general  public  will  find  itself  in  a condition 
of  servitude  to  an  aggregation  of  organized 
and  selfish  ambitions.” 

The  Democrats  wrote  a no-nonsense,  down- 
to-earth  platform  at  their  1932  Convention. 
This  platform  left  no  doubt  about  its  firm  resolve. 
It  read,  in  part,  as  follows:  “We  believe  that  a 
party  platform  is  a covenant  with  the  people,  to 
be  faithfully  kept  by  the  party  when  entrusted 
with  power,  and  that  the  people  are  entitled  to 
know  in  plain  words  the  terms  of  contract  to 
which  they  are  asked  to  subscribe. 

“The  Democratic  Party  solemnly  promises  by 
appropriate  action  to  put  into  effect  the  princi- 
ples, policies  and  reforms  herein  advocated  and  to 
eradicate  the  political  methods  and  practices 
herein  condemned.”  These  were  fighting  words 
and  the  people  responded  with  an  overwhelming 
victory  at  the  polls.  But  what  happened? 

The  historical  principles  of  the  Democratic 
platform  were  betrayed.  In  detailing  this  be- 
trayal, in  1936  A1  Smith  had  this  to  say:  “How 
do  you  suppose  all  this  happened?  Here  is  the 
way  it  happened.  The  young  Brain  Trusters 
caught  the  Socialists  in  swimming  and  they  ran 
away  with  their  clothes.  Now,  it  is  all  right  with 
me.  It  is  all  right  with  me  if  they  want  to  dis- 
guise themselves  as  Norman  Thomas  or  Karl 
Marx,  or  Lenin,  or  any  of  the  rest  of  the  bunch, 
but  what  I won’t  stand  for  is  to  let  them  march 
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under  the  banner  of  Jefferson,  Jackson,  or 
Cleveland.” 

In  telescoping  the  last  four  decades  it  is  safe 
to  say  that  the  top  levels  of  the  Democratic  Party 
have  not  reversed  the  1932  platform  betrayal. 
This  is  a fact  of  life  and  we  all  know  it. 

On  the  Republican  Party  side  the  situation  is 
much  the  same  only  the  names  have  been  changed 
to  protect  the  guilty.  Men  of  coordinated  power 
have  gained  a monopoly  control  over  the  Repub- 
lican Party  since  the  late  1930’s.  Their  objectives 
are  counter  to  the  U.S.  Constitution  and  counter 
to  traditional  concepts  of  national  monetary 
solvency.  This  small  cliche  was  successful  in 
selling  the  leftwing  Democrat  Wendell  Wilkie  to 
the  Republican  National  Convention  in  1940  as 
the  proper  standard  bearer.  Senator  Robert  Taft 
had  refused  to  go  along  with  the  sellout  of  Repub- 
lican Party  principles  and  was  sidetracked  in 
favor  of  the  willing  puppet  Wilkie. 

After  the  disillusionment  of  the  New  Deal- 
Fair  Deal  period,  Americans  were  tired  of  flirta- 
tions with  communism  and  the  dangerous  internal 
Socialist  economy  trends.  With  a hope  for  speedy 
return  to  sound  and  promised  principles  Ameri- 
cans elected  the  Republican  war  hero  Eisenhower. 
New  radical  programs  by  Democrats  became 
firmly  consolidated  by  the  power-group-controlled 
Republicans.  Hungarian  freedom  fighters  were 
betrayed  by  a shameful  but  secret  State  Depart- 
ment policy.  Communist  Cuba  was  given  birth 
from  the  marriage  of  the  New  York  Times  and 
the  4th  floor  (policy-making  section)  of  the  State 
Department. 

It  is  apparent  that  what  was  viewed  as  radical 
by  Democrats  became  incorporated  into  govern- 
ment by  Republicans. 

Norman  Thomas  was  the  Socialist  candidate 
for  President  in  1928  and  for  every  single  elec- 
tion during  the  next  twenty  years.  However,  he 
never  received  more  than  190,000  votes  be- 
cause he  ran  on  the  Socialist  ticket  and  Ameri- 
cans have  always  despised  socialism  whenever 
it  was  labeled  as  such.  Unfortunately,  however, 
they  had  never  been  educated  to  recognize 
socialist  principles  if  they  bore  no  label.  This 
made  it  possible  for  the  last  several  administra- 
tions to  restructure  the  country  on  socialist  lines 
without  the  American  people  realizing  it. 

In  referring  to  the  Eisenhower  period,  the 
Socialist  Norman  Thomas  is  quoted  as  saying: 
“The  United  States  is  making  greater  strides 
toward  Socialism  under  Eisenhower  than  even 
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under  Roosevelt,  particularly  in  the  fields  of 
Federal  spending  and  welfare  legislation.” 

Today,  in  the  Republican  and  Democratic 
Party  we  now  have — at  the  top  levels — Socialist 
Party  A versus  Socialist  Party  B. 

How  can  I say  that?  Well,  we  have  it  on 
good  authority.  Socialist  leader  Norman  Thomas 
summed  up  the  whole  situation  in  1962  as  fol- 
lows: “The  difference  between  Democrats  and 

Republicans  is:  Democrats  have  accepted  some 
ideas  of  Socialism  cheerfully,  while  Republicans 
have  accepted  them  reluctantly.”  (Cleveland 
Plain  Dealer,  October  19,  1962). 

The  Guilty  Ones 

Unprincipled  politicians  have  worked  to  destroy 
the  Constitution  while  unmercifully  and  shame- 
lessly enriching  themselves  at  the  public  trough. 
After  the  Bobby  Baker  scandals  and  Watergate 
Affair,  many  Americans  are  coming  to  view 
politicians  as  a menace,  like  cockroaches.  It  is 
not  what  they  steal  and  carry  off  that  counts 
but  rather,  what  they  fall  into  and  mess  up. 

Today  as  a result  of  the  loss  of  sound  guiding 
principles  we — as  a nation — are  rapidly  ad- 
vancing towards  the  latter  stages  of  socialism 
insolvency  and  surrender. 

You  might  sum  it  up  this  way — today  we  have 
too  many  Republican  politicians  in  Washington 
and  too  many  Democratic  politicians  in  Wash- 
ington— we  simply  do  not  have  enough  Ameri- 
cans in  Washington  who  place  the  Constitution 
first  and  partisan  considerations  last. 

Today  there  is  an  over  abundance  of  politicians 
and  a scarcity  of  statesmen  in  Washington.  The 
politician,  of  course,  votes  only  thinking  about 
the  next  election  while  the  statesman  votes  with 
concern  for  the  next  generation. 

The  Proper  Solution 

The  solution  rests  at  the  grass  roots  level 
regardless  of  party.  We  are  not  going  to  be 
saved  by  politicians  at  the  top  but  by  people  at 
the  home  front.  The  job  is  up  to  us  because  we 
always  get  the  kind  of  government  we  deserve. 
Some  say  it  can’t  be  done.  What  they  are  really 
saying  is  that  they  do  not  want  to  accept  the 
personal  discipline  and  expend  the  necessary 
energy  to  do  the  job.  A few  even  sneer  at  the 
productive  people  of  the  grass  roots  level.  It  is 
amazing  to  view  our  leaders’  contempt  of  the 
very  people  they  say  they  wish  to  lead. 

Such  an  attitude  was  best  summarized  by  a 


statement  attributed  to  former  Presidential  Ad- 
visor Harry  Hopkins.  In  viewing  the  beginning 
of  the  radical  trend  of  the  last  40  years,  Harry 
Hopkins  said  the  new  political  formula  was: 

“Tax  and  tax, 

Spend  and  spend, 

Elect  and  elect, 

because  the  people  are  too  damned 
dumb  to  understand.” 

Light  at  the  End  of  the  Tunnel 

The  job  of  restoring  the  Constitution  and 
returning  to  sound  economic  principles  not  only 
must  be  accomplished  but  is  distinctly  possible. 
For  the  last  40  years  the  American  people  have 
overwhelmingly  supported  candidates  promoting 
Constitutional  views  and  reasonable  fiscal  policies. 
Unfortunately,  most  of  these  candidates  were 
liars  because  once  elected  they  deserted  their 
implied  beliefs  and  gleefully  joined  that  bedlam 
on  the  Potomac. 

If  we  are  too  dumb  to  understand  then  it  is 
time  we  stopped  electing  politicians  who  say  one 
thing  and  do  another.  At  the  political  party  level 
there  is  a need  for  the  dedicated  organization 
that  adheres  to  its  principles.  As  proof  of  this 
we  should  realize  that  the  most  successful  party 
over  the  last  40  years  has  been  the  American 
Socialist  party.  While  it  is  true  that  the  perennial 
Socialist  candidate  Norman  Thomas  never  won 
an  election  in  his  bid  for  the  presidency,  we 
should  remember  that  not  too  many  years  ago 
he  stated  that  he  would  not  be  a candidate  any 
longer  since  it  was  no  longer  necessary  for  him 
to  seek  the  high  office.  The  reason  was  simple. 
Norman  Thomas  stated  that  the  Republicans 
and  Democrats  had  incorporated  the  Socialist 
party  platform  of  1932  into  the  American  gov- 
ernmental structure  and  the  socialists  simply  had 
no  platform  left  to  call  their  own.  What  was 
viewed  as  dangerous  and  radical  in  1932  is  com- 
monplace governmental  policy  by  1975.  We  must 
take  heart  and  realize  that  this  mechanism  can 
work  in  the  other  direction  in  order  to  promote 
sound  and  lasting  principles  necessary  for  a 
healthy  and  just  society. 

It  is  time  for  concerned  citizens  to  follow 
George  Washington’s  advice  and  place  the 
country  and  Constitution  first  and  party,  plat- 
form, partisan  policies  last.  Political  parties  must 
once  again  stand  for  principles  that  endure  and 
not  merely  for  the  slogans  of  the  hour. 
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The  Feminist  Movement 
Implications  for  Psychiatry  and  the  Family 

HENRY  P.  COPPOLILLO,  M.D. 


In  contemplating  the  subject  of  this  paper,  I 
found  myself  repeatedly  recalling  an  incident 
that  occurred  at  the  University  of  Michigan  some 
six  years  ago  when  the  feminist  movement  there 
was  beginning  to  gather  impetus.  I had  had 
the  responsibility  for  the  freshman  lectures  and 
as  is  invariably  the  case,  had  become  psycho- 
therapist, father  confessor,  academic  advocate 
and  fellow  hand  wringer  for  a good  number  of 
the  freshmen.  Some  weeks  after  the  course  ended, 
I received  a call  from  a young  lady  who 
identified  herself  as  having  been  in  my  lectures, 
but  with  a class  of  two  hundred-twenty  five,  I 
was  not  surprised  that  I could  not  place  her. 
She  asked  for  an  appointment  and  volunteered 
that  she  was  the  women’s  liberation  representa- 
tive for  the  first  year  class. 

Even  as  I agreed  to  the  appointment,  I be- 
came heavy  hearted.  I was  sure  I had  made 
some  terribly  bigoted  and  revealing  faux  pas, 
such  as  referring  to  all  of  humanity  as  “mankind” 
or  had  neglected  to  acknowledge  that  Freud  was 
a poor  blinded  product  of  his  Victorian  upbring- 
ing, and  knew  nothing  about  women.  In  any 
event,  I was  sure  that  I was  due  to  spend  an 
hour  with  someone  who  was  as  gentle  as  Annie 
Oakley  and  as  lissome  as  Alex  Karras.  I was 
momentarily  surprised  when  the  meeting  occurred 
to  find  a graciously  poised  and  elegant  young 
woman  that  I had  already  noticed  in  class  and 
who  had  made  me  wonder  where  students  such 
as  she  were  when  I was  a freshman.  It  certainly 
didn’t  seem  to  me  that  there  were  any  like  her 
in  my  class.  My  surprise  slowly  changed  to  the 
conviction  that  as  she  kept  me  busy  talking,  the 
real  women’s  lib  representative  would  surely  enter 
and  throw  a hammerlock  on  me  from  behind.  But 
this  was  not  the  case.  The  young  lady  took 
care  of  me  all  by  herself  and  head  on.  She  told 
me  that  she  and  a number  of  her  female  class- 
mates felt  aggrieved  that  for  the  privilege  of 
attending  medical  school  they  were  constantly 
being  pressured  to  surrender  a fair  amount  of 
their  cherished  femininity.  They  were  subjected 
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to  coarse  and  distracting  jokes  in  the  anatomy 
labs;  many  of  the  faculty  felt  called  upon  to 
refer  to  their  gender  in  disparaging  ways,  even 
when  the  discussion  or  their  question  had  nothing 
to  do  with  sex  or  gender;  and  in  a hundred  ways 
they  were  reminded  daily  that  they  were  in  a 
disparaged  minority  in  their  class. 

Her  pleas  was  a simple  one.  Can  you  help 
us  in  our  wish  to  become  doctors  and  remain 
feminine  women  too!  In  the  ten  minutes  that  it 
took  for  the  hour  to  pass,  she  had  completely 
won  me  over  to  her  cause.  But  more  importantly 
for  me,  she  had  demonstrated  to  me,  once  more, 
how  much  ignorance  supports  prejudice.  I knew 
little  or  nothing  about  the  goals  of  the  feminist 
movement,  yet  had  assumed  that  these  daughters 
of  Madame  Dufarge  and  Liz  Borden  were  all  out 
to  destroy  that  most  cherished  and  valuable  of  all 
human  institutions  . . . masculinity. 

Self  Scrutiny 

This,  I believe,  must  be  the  first  response  of 
physicians  to  the  new  feminism.  Many  of  us 
in  the  field,  both  male  and  female,  have  not  been 
spared  from  attitudes  and  convictions  about 
women,  which  are  nothing  short  of  bigoted. 
Sometimes  the  bigotry  hides  under  the  guise  of 
half  understood  or  inadequately  researched 
“scientific  principles.”  For  example,  psycho- 
analytic theory  maintains  that  sexual  maturity  is 
achieved  in  women  when  they  can  accept  recep- 
tivity as  a life  style.  This  reference  to  receptiv- 
ity and  passivity  has  been  translated  into  the 
concept  of  inactivity  by  a number  of  proponents 
and  antagonists  alike.  Once  the  translation  is 
made,  it  becomes  chiseled  in  stone  and  unavail- 
able to  further  exploration.  In  fact,  Freudian 
theorizing  on  this  score  contemplated  passivity 
as  a form  of  activity  and,  in  addition,  these 
findings  were  from  women  who  had  indeed  been 
raised  in  a culture  that  had  embraced  Victorian 
ideals.  There  is  plenty  of  room  for  further 
scrutiny  on  both  counts — understanding  the 
theory — and  the  culture  from  which  it  came. 

It  would  seem  then  that  a physician’s  first  re- 
sponse to  the  new  feminism  ought  to  be  an 
intensified  self  scrutiny  to  safeguard  against  im- 
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position  of  our  prejudices  on  a population  who 
may  be  without  them  and  simply  behaving  more 
freely  rather  than  pathologically. 

There  are  other  examples  of  issues  that  re- 
quire self  scrutiny  and  vigilance.  Many  of  us 
are  convinced,  without  knowing  that  we  are, 
that  certain  personal  and  social  characteristics 
of  people  are  universally  linked  to  gender 
identity  in  a stable  way.  Men  don’t  cry.  Girls 
don’t  fight.  Men  don’t  kiss  other  men,  while 
women  can  kiss  women.  Girls  are  always  clean 
unless  they’re  tomboys,  whereas  boys  are  boy- 
like if  they  enjoy  getting  dirty.  These  are  some 
of  the  more  blatant  examples  of  generalization 
and  are  easily  addressed.  But  some  traits  are 
more  subtle  and  prejudicial.  Let  me  mention  an 
example.  Men  in  Southern  Europe  can  be  seen 
strolling  on  the  street  with  their  coat  thrown 
over  their  shoulder,  their  left  arm  linked  into 
the  arm  of  a male  companion,  and  the  right  hand 
held  in  front  of  them  at  about  shoulder  height, 
palm  up,  wrist  dorsi-flexed  with  the  fingers 
lightly  holding  a cigarette.  It  would  not  be  sur- 
prising if  the  gang  on  the  block  where  I grew 
up  in  South  Chicago,  on  viewing  this  kind  of 
body  language,  were  to  risk  getting  their  heads 
broken  by  whistling  and  shouting  cordial  greetings 
like  “Hey,  look  at  Nellie,”  or  “Here  comes  my 
brudder  Gertrude.”  More  surprising,  however, 
would  be  the  possibility  that  if  such  a gentleman 
were  to  saunter  into  some  psychiatrist’s  office, 
he  might  be  well  on  the  way  to  being  diagnosed 
as  having  a problem  in  gender  identity  without 
having  uttered  a word.  Further  exploration  with 
his  wife  and  mistress  might  well  reveal  that  they 
had  little  or  no  complaints  about  his  masculinity. 
Yet,  to  some  of  us,  a clinical  judgment  would 
have  been  made  predicated  on  our  observation 
that  he  had  not  shown  the  characteristics  of 
masculinity  and  had  shown  characteristics  of 
femininity,  as  we  know  them  in  our  culture. 

Another  way  of  saying  this  is  that  a number 
of  physicians,  psychiatrists  included,  are  sur- 
prisingly naive  about  the  variables  that  determine 
gender.  Most  frequently,  we  tend  to  think  that 
gender  is  determined  by  anatomical  and  hormonal 
attributes  only.  Hampson  and  Money  call  atten- 
tion to  other  variables  which  need  to  be  con- 
sidered. In  their  work  on  hermaphroditism,  they 
stressed  that  gender  is  predicted  on  at  least  five 
variables.  They  cite  anatomical,  gonadal,  hor- 
monal, chromosomal  and  social  roles  as  con- 
tributing to  the  gender  identity  the  individual  will 


carry.  Their  conviction  about  the  importance  of 
the  social  role  assigned  to  the  child  in  determining 
its  gender  has  been  confirmed  by  Stroller  and 
others  in  their  work  on  transexuals.  We  must 
respect  and  be  attuned  not  only  to  the  social 
gender  identity  that  our  patients  bring  us  but  also 
learn  to  understand  and  respect  the  characteristics 
of  maleness  and  femaleness  as  the  cultures  of  our 
patients  determine  them.  The  feminist  movement 
may  well  blur  some  of  the  characteristics  with 
which  we  have  identified  in  our  culture  and 
automatically  use  as  diagnostic  criteria. 

In  a word  then,  our  first  responsibility  as 
physicians  in  reacting  to  the  feminist  movement 
is  to  constantly  monitor  our  own  reactions  and 
differentiate  our  responses  which  are  predicated 
on  scientific  findings  from  those  which  we  have 
based  on  familiarity,  personal  preferences,  cul- 
tural preferences  or  prejudice.  While  we  as  mem- 
bers of  our  community  have  a personal  right  to 
these  latter  responses,  we  as  physicians  and 
psychiatrists  have  no  right  to  impose  them  on 
our  patients  as  standards. 

Possible  Trends  and  Consequences 

Having  considered  some  of  our  subjective  re- 
sponses to  the  movement,  let  us  pass  to  con- 
sideration of  some  more  objective  issues.  We 
might  first  ask  if  there  are  some  benefits  which 
could  be  predicted  from  the  new  feminism. 

The  Family 

In  those  instances  where  a family’s  acceptance 
of  the  new  feminism  is  reasonable  and  uncon- 
flicted, a more  appropriate  and  serene  relation- 
ship should  occur  between  family  members.  As 
things  stand  now,  even  in  excellently  adjusted 
families,  subtle  idealization  of  boy  children,  or 
their  traits,  often  elicit  conscious  or  unconscious 
hostility  on  the  part  of  the  mother.  They  fre- 
quently represent  to  her  unfair  and  depreciating 
value  systems  under  which  she  was  forced  to 
live  as  a child  and  to  which  she  was  forced  to 
subscribe  if  she  was  to  survive  socially;  that  is  to 
say,  if  she  wanted  to  be  popular,  to  date,  be 
thought  of  as  feminine,  as  courteous,  and  if  she 
wanted  to  land  her  man.  This  hostility  can  some- 
times lead  to  the  kind  of  ambivalence  that  in- 
dulges her  son  at  some  times,  while  tyrannizing 
him  with  dominating  demands  at  others.  To  the 
boy  child  this  is  but  one  more  example  of  the 
suffocating  oppression  of  the  matriarchal  system 
under  which  he  must  live  for  the  first  12  years 
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of  his  life.  He  adapts  by  buckling  under  to 
await  the  day  when  he  can  fight  back.  He  reaches 
adolescence  with  a keenly  tuned  readiness  to 
dominate  in  his  turn  and  launch  into  the  war 
of  the  sexes  by  proudly  joining  that  select  army 
known  as  male  chauvenist  pigs. 

When,  as  stated  above,  reason  prevails  there  is, 
hopefully,  a better  chance  for  an  unambivalent 
and  uniform  relationship  between  a mother  and 
her  male  and  female  offspring.  Boys  would  be 
less  prone  to  feel  vulnerable  to  matriarchal  domi- 
nation for  a good  deal  of  their  young  lives  and 
girls  would  not  have  to  be  burdened  by  either 
identification  with  the  maternal  ambivalence  or 
the  anger  at  seeing  her  male  sibling  treated  in 
special  ways. 

Role  Models 

Another  result  which  we  might  hope  for,  if 
the  feminist  movement  is  logically  successful, 
would  be  more  realistic  role  models  for  each 
gender.  One  generation  ago  we  were  still 
struggling  with  some  obvious  holdovers  from 
the  highly  romantic  Victorian  era.  Men  were 
brave,  strong,  silent  and  imperturbable.  Women 
were  gentle,  pure,  sensitive,  but  always  careful 
never  to  burden  men  with  their  emotions.  They 
always  waited  at  home  while  their  men  did  their 
duty  as  they  saw  it.  Duty  for  men  usually  con- 
sisted of  fighting  wars  or  depopulating  Africa  of 
lions  and  tigers  and  sometimes  natives! 

The  hypermasculinity  and  hyperfemininity  of 
some  of  the  Hemingway  characters  were  matched 
by  the  qualities  of  the  characters  in  Ayn  Rand’s 
books.  It  was  a “hyper”  quality  that  was  re- 
flected and  paralleled  in  movies  and  in  the 
theatre.  One  need  only  to  mention  the  Gary 
Cooper-Grace  Kelly  classic  “High  Noon”  to  re- 
call the  images.  This  romantic  quality,  applicable 
to  both  male  and  female  images,  was  accepted 
and  emulated  by  society,  and  the  cost,  especially 
to  children,  was  very  high.  Try  as  one  might, 
it  seemed  impossible  to  achieve  the  height  of 
purpose,  the  toughness  of  spirit  and  the  purity 
of  thought  of  a Gary  Cooper.  Girls  rarely  felt 
that  they  had  achieved  Grace  Kelly’s  ideal  of 
stimulating  her  man  to  ecstasies  of  passion  with 
the  beauty  of  her  brow  while  enslaving  them  in 
love  by  the  purity  of  her  thoughts;  and  because 
these  ideals  were  impossible  to  achieve,  self  es- 
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teem  suffered  and  sometimes  rather  unpleasant 
defenses  were  instituted  in  compensation. 

If  a more  realistic  appreciation  of  womanhood 
can  be  achieved,  and  with  it  a more  sensible  view 
of  the  role  of  men,  we  can  hope  for  a number 
of  beneficial  attitudes  to  ensue.  First  off,  boys 
would  find  it  easier  to  accept  themselves  as  they 
are.  Becoming  Matt  Dillon  or  Jack  Armstrong 
would  be  recognized  as  a mythical  ideal,  and 
while  many  desirable  qualities  could  be  ap- 
preciated in  the  myth,  failure  to  live  up  to  all  of 
them  should  not  result  in  shame.  Also,  qualities 
that  are  not  contemplated  by  current  myths,  such 
as  motherly  or  tender  feelings  in  men,  could  be 
entertained  and  cherished.  Furthermore,  in  look- 
ing for  a mate,  a boy  could  address  some  more 
everyday  qualities  such  as  warmth,  availability 
and  tenderness,  rather  than  feel  he  could  not 
possibly  settle  for  less  than  Mary  Tyler  Moore’s 
temperament,  Sophia  Loren’s  passion  and  St. 
Joan  of  Arc’s  purity  of  thought  and  deed. 

Concomitantly,  girls  would  recognize  that 
men  are  men  and  not  superbeings  that  would 
provide  only  ecstasy  and  enchaptment  for  every 
waking  moment  of  their  lives.  They  would  hope- 
fully also  not  expect  that  they  live  up  to  an 
image  of  a woman  that  must  fascinate  and  dazzle 
her  man  constantly,  and  have  no  time  nor  room 
in  their  imagination  for  every  day  corrosives  such 
as  fatigue,  depression,  boredom,  or  constipation. 

I am  not  suggesting  here  that  children  are  di- 
rectly influenced  by  the  role  images  presented 
to  them  by  movies,  books  or  television.  I am, 
however,  suggesting  that  when  a culture  accepts 
or  evolves  idealized  images  of  femininity  or  mas- 
culinity, subtle  pressures  to  live  up  to  these  images 
are  exerted  by  the  environment,  and  these  pres- 
sures have  appreciable  negative  effects  on  chil- 
dren. At  least  a part  of  the  feminist  movement 
is  attempting  to  make  these  images  more  realistic 
and  to  achieve  fusion  of  those  role  models  that 
are  predominantly  human  rather  than  male  or 
female.  It  is  probable  that  with  more  realistic 
fusion  of  gender  roles,  more  balanced  and  reason- 
able contacts  with  members  of  both  sexes  will 
occur  at  various  stages  of  a child’s  and  young 
adult’s  development.  This  should  offset  the 
matriarchy  children  are  subjected  to  for  the  first 
12  years  of  their  lives  and  the  separation  of  the 
sexes  that  occurs  in  so  many  ways  from  puberty 
onward.  Hopefully,  many  myths  and  unrealistic 
attitudes  about  members  of  the  opposite  sex 
would  in  this  way  be  dispelled. 
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Unwanted  Children  and  Abortion 

Among  the  possible  benefits,  the  last  to  be  con- 
sidered is  a controversial  but  none-the-less  im- 
portant issue.  The  feminist  movement  urges  that 
the  barriers  to  a legal  abortion  be  removed  for 
those  who  request  it.  There  are  many  who  find 
abortion  morally  and  ethically  repugnant,  but 
there  are  thousands  of  women  who  would  ex- 
perience no  such  repugnance.  Conversely,  they 
find  the  thought  of  having  or  mothering  a child 
intolerable.  As  things  stand  now,  some  of  these 
prospective  mothers  find  great  difficulty  in  pro- 
curing an  abortion  and  are  forced  to  bear  a child. 
We  who  treat  children  have  seen  first-hand  evi- 
dence that  this  kind  of  reluctance  can  be  the 
basis  for  tragic  problems  in  the  child’s  devel- 
opment when  they  are  unalleviated.  If  the  femi- 
nist movement  is  successful  in  making  abortion 
readily  available  to  those  who  wish  it,  even  if 
they  are  not  endowed  with  the  fiscal  and  intel- 
lectual resources  it  now  requires  to  obtain  a 
legal  abortion,  we  should  in  the  next  ten  years 
see  some  decline  in  the  numbers  of  children  who 
have  been  mothered  under  terribly  destructive, 
affective  conditions  and  who  present  difficult 
and  sometimes  insurmountable  therapeutic  chal- 
lenges. 

As  stated  above,  there  are  many  who  are 
ethically,  morally  or  religiously  opposed  to 
abortion.  This  includes  physicians  as  well  as 
patients.  It  is  my  conviction  that  no  medical 
caretaker  should  be  coerced  or  pressured  into 
counseling,  performing  or  assisting  in  the  per- 
formance of  an  abortion.  If  a psychiatrist  is  in 
this  position,  they  would  be  well  advised  to 
disqualify  themselves  from  treating  the  case  in 
which  abortion  may  be  an  issue.  By  the  same 
token,  it  would  seem  clear  that  we  should  vigor- 
ously oppose  any  coercion  or  pressure  that  might 
be  put  on  patients  who  have  moral,  ethical  or 
religious  convictions  against  abortion  or  tubal 
ligation  by  any  person  or  group  that  favors  it. 

I am  convinced  that  despite  our  best  efforts  to 
protect  and  respect  patients’  wishes,  a number 
of  women  will,  under  internal  or  external  pres- 
sure, have  an  abortion  and  then  suffer  guilt  and 
possible  depression.  In  these  instances,  our  ser- 
vices will  be  needed  and  must  be  provided. 
Here,  I do  not  believe  the  physician  is  authorized 
to  turn  a patient  away  because  of  a moral  con- 
viction. The  act  has  been  accomplished;  the  pa- 
tient is  not  asking  for  participation  or  compliance. 
She  is  asking  only  to  be  restored  to  health. 


The  physician’s  personal  convictions  must  not 
stand  in  the  way  of  heeding  that  request. 

Some  Dangers  and  Pitfalls 

Having  considered  some  of  the  benefits  that 
may  grow  out  of  the  feminist  movement,  let  us 
now  turn  to  some  possible  pitfalls. 

The  Hidden  Agenda 

It  has  not  escaped  notice  that  every  liberal 
or  progressive  movement  draws  to  it  people 
whose  motivations  to  participate  in  that  move- 
ment are  in  part  supported  by  a large  hidden 
agenda.  The  feminist  movement  is  no  exception. 
Many  of  us  have  noticed  that  the  legitimate  dis- 
content about  unfair  or  unjust  conditions  is  in 
certain  people  only  a part  of  a larger  and  more 
pervasive  sourness  toward  the  world.  More 
specifically,  there  are  women  whose  feminist 
leanings  are  not  based  on  a respect  for  the 
feminine  position  that  they  want  the  world  to 
share.  Rather,  they  consciously  or  unconsciously 
despise  their  womanhood  or  the  persons  with 
whom  they  have  identified  to  achieve  it.  They 
are  envious  of  men  and  their  envy  manifests 
itself  in  hate-filled  attacks  with  realistic  injustices 
used  as  the  camouflage.  Similarly,  we  see  men 
supporting  women’s  position  out  of  envy  and 
self-hate.  No  matter  what  the  outcome  of  the 
movement  is,  the  personal  wishes  of  these  people 
are  doomed  to  failure.  Whether  the  wish  is 
conscious  or  unconscious,  and  regardless  of  its 
intensity,  women  will  never  be  physically  as 
strong  as  men  nor  endowed  with  men’s  anatomi- 
cal attributes.  Similarly,  no  man  will  ever  bear 
a child  or  attain  the  symbiotic  unity  with  his 
offspring  that  women  normally  attain.  When 
this  covert  aim  fails,  as  indeed  it  must,  the 
rage  and  depression  of  either  sex  will  be  no 
less,  and  probably  more  than  it  is  now,  even  if 
there  could  be  a world  of  justice  and  equality. 

Finally,  in  this  vein  we  must  remember  that 
there  are  individual  children  who  may  need  a 
highly  structured  system  of  signs  and  symbols 
from  the  environment  in  order  to  internalize 
standards  for  gender  identity.  The  feminist  move- 
ment, especially  when  accompanied  by  a hidden 
agenda,  may  further  complicate  their  task  of 
gender  differentiation.  In  addition,  if  our  culture 
is  changed  by  this  movement  and  the  differences 
in  genders  become  more  subtle  and  funda- 
mental, we  may  find  that  the  number  of  chil- 
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dren  who  seek  our  help  with  gender  role  con- 
fusion may  increase. 

Our  job  as  psychiatrists  in  these  situations 
should  be  clear.  Even  though  we  may  acknowl- 
edge the  correctness  of  the  sociological  observa- 
tions that  have  prompted  women  and  their  allies 
to  protect  and  institute  changes,  we  would  be 
less  than  helpful  to  our  patients  if  we  did  not 
not  penetrate  the  defenses  of  reality  when  they 
are  screening  neurotic  wishes. 

Children's  Needs 

Another  possible  negative  consequence  re- 
quires our  scrutiny.  As  a consequence  of  the 
feminist  movement,  a number  of  institutions  are 
making  an  appearance  that  may  be  sources  of 
hidden  problems.  One  that  worries  me  most  is 
that  of  the  day  care  center  that  indiscriminately 
accepts  infants  and  children  for  care  while 
mothers  pursue  their  jobs  or  careers. 

While  we  would  be  hard  pressed  to  find  hard 
statistical  evidence  to  support  the  thesis,  an  over- 
view of  biological  phenomena  and  a scrutiny  of 
clinical  child  psychopathology  reveal  that  there 
are  children  who,  during  their  development,  will 
need  the  individual  bonding  and  symbiosis  that 
develops  with  the  natural  mother  for  a longer 
period  of  time  than  their  peers.  Also,  there 


will  be  children  who  form  this  necessary,  pro- 
tective symbiosis  with  greater  difficulty  than 
their  peers.  What  will  happen  to  these  children 
in  a day  care  setting?  Will  we  forget  the  lessons 
of  Spitz  and  Mahler  in  our  chameoleophilic 
dash  for  progress?  Will  these  children  begin 
to  populate  the  pediatric  wards  as  “failure  to 
thrive  syndromes”  or  psychiatrists’  offices  as 
schizoid  patients?  If  this,  indeed,  happens  and 
we  as  psychiatrists  do  not  protest,  we  will  not  be 
able  to  escape  the  responsibility  for  contributing 
to  a form  of  psychopathology  that  responds 
poorly  to  our  therapeutic  measures  and  is  more 
readily  prevented  than  cured. 

Summary 

In  summary  then,  our  responsibility  as  psy- 
chiatrists, pediatricians,  and  general  physicians 
requires  that  in  this  as  in  other  movements  we 
attend  not  to  its  sociology  or  popularity,  but  to 
the  scrutiny  of  the  psychology  and  psychobiology 
of  the  individuals  affected  by  the  movement. 
This  scrutiny  must  be  directed  to  our  own  sub- 
jectivity even  as  we  observe  the  phenomena  in 
question  and  we  must,  above  all,  when  reaching 
our  conclusions,  resist  the  appeal  of  popularity 
as  well  as  the  pressures  of  public  distaste,  and 
describe  as  objectively  as  possible  what  forces 
produce  which  effects  in  the  human  condition. 
This  is  our  domain. 


* * * 


Popular  Heart  Medications  Fail  to  Prolong  Life 

Two  popular  medications  that  are  widely  used  to  prevent  recurrence  of  heart  attacks  do 
not  prolong  life,  says  a report  in  the  Jan.  27  issue  of  the  Journal  of  the  American  Medical 
Association. 

The  two  drugs — clofibrate  and  niacin — are  widely  prescribed  by  physicians  for  men 
and  women  who  have  had  heart  attacks.  The  drugs  do  reduce  the  level  of  cholesterol  in 
the  blood,  and  thus  were  thought  to  reduce  the  chances  of  another  heart  attack. 

A nationwide  study  by  the  Coronary  Drug  Project,  headed  by  Jeremiah  Stamler,  M.D., 
of  Northwestern  University  Medical  School,  Chicago,  involved  more  than  8.000  patients  in 
more  than  50  treatment  centers. 

The  study  found  that  post-heart  attack  patients  taking  either  clofibrate  or  niacin  did 
have  lower  cholesterol,  but  had  no  greater  life  expectancy  than  those  taking  only  a placebo 
or  inert  substance.  Patients  in  the  study  were  men  aged  30  through  64  years. 

“The  Coronary  Drug  Project  provides  no  evidence  on  which  to  recommend  the  use  of 
clofibrate  in  the  treatment  of  persons  with  coronary  heart  disease.  There  is  no  evidence 
that  niacin  influences  mortality  of  survivors  of  myocardial  infarction.” 

Niacin  also  causes  some  undesirable  side  effects,  including  heart  and  gastrointestinal 
problems,  and  “great  care  and  caution  must  be  exercised  if  this  drug  is  to  be  used  for 
treatment  of  persons  with  coronary  heart  disease.” 

Clofibrate  is  marketed  under  the  trade  name  of  Atromid-S.  Niacin  is  dispensed  under 
several  trade  names — Efacin,  NIAC,  Nico-400,  Nicobid,  Nicolor,  Nicosode,  Nico-Span, 
Tega-Span  and  Wampocap. 
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Audit  Criteria  from  the  City  of  Memphis 

Hospital 


Introduction 


E.  WILLIAM  ROSENBERG,  M.D.,* * **  and  GAIL  D.  LAURENZO,  R.R.A.f 


Modern  medical  audit,  as  mandated  by  both 
PSRO  and  the  JCAH,  proceeds  by  comparing 
patterns  of  hospital  practice  with  previously 
agreed  upon  explicit  criteria.  Although  sample 
sets  of  criteria  have  been  made  available  by 
the  Tennessee  Foundation  for  Medical  Care 
(TFMC)1,  some  specialty  societies2'3  and  other 
sources,4,5'6  hospital  staffs  are  permitted  and  in 
fact  encouraged  to  draft  their  own  sets  of  criteria. 

Because  the  City  of  Memphis  Hospital  is 
staffed  largely  by  the  full-time  faculty  of  the 
University  of  Tennessee  College  of  Medicine,  we 
thought  the  criteria  being  prepared  for  our  own 
audits  might  be  of  interest  to  many  Tennessee 
physicians.  The  bulk  of  this  article  will  be  a 
presentation  of  such  criteria  lists.  Before  look- 
ing at  these  lists,  a few  words  of  explanation  are 
in  order. 

First,  these  are  criteria  that  we  have  written 
for  ourselves  and  are  to  be  used  in  measuring 
care  at  the  City  of  Memphis  Hospital;  they  will 
not  be  used  elsewhere  unless  specifically  elected 
by  other  hospitals  and  staffs. 

Second,  they  are  longer  and  more  detailed  than 
most  available  lists.  This  was  done  purposely, 
partly  because  our  faculty  agreed  to  share  these 
publicly  with  colleagues  in  the  state  and  therefore 
wrote  them  to  be  as  informative  as  possible,  and 
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also  because  we  as  an  academic  faculty  thought 
it  was  appropriate  to  see  how  closely  we  could 
realistically  expect  to  monitor  our  own  practice. 

Our  first  two  studies  gathered  data  on  every 
item  in  the  criteria  lists.  Later  studies  have  not 
all  been  so  complete.  In  our  myocardial  infarc- 
tion study,  for  instance,  we  elected  to  study  a 
limited  number  of  items.  This  decision  was 
made  in  an  attempt  to  facilitate  the  audit.  It 
was  decided  that  if  the  study  uncovered  serious 
discrepancies,  especially  in  those  areas  concerned 
with  patient  outcomes,  a total  study  of  all  items 
would  follow.  It  is  likely  that  we  shall  shortly 
adopt  a somewhat  shorter  format  in  order  to 
make  actual  auditing  more  practical. 

Criteria  Format 

The  format  chosen  for  preparation  of  the 
criteria  is  shown  in  Figure  1.  It  was  an  attempt 
to  devise  an  instrument  that  would,  as  much  as 
possible,  uncover  the  major  types  of  practice 
error.  A more  detailed  account  of  our  format 
is  described  elsewhere.7 

We  considered  the  major  types  of  practice 
error  to  be  wrong  diagnoses,  failure  to  take  care 
of  associated  problems,  improper  treatments,  in- 
adequate or  excessive  testing,  persisting  with  a 
course  of  management  in  the  face  of  poor  patient 
response,  poor  results,  and  failure  to  provide 
for  proper  care  after  discharge. 

The  categories  in  our  format  reflect  an  at- 
tempt to  pick  up  any  of  these  kinds  of  failure. 
We  decided  also  to  try  to  monitor  aspects  of 
both  “process”  (patterns  of  treatment,  manage- 
ment of  frequently  associated  problems),  and 
“outcomes”  (expected  results  of  treatment, 
expected  complications  of  disease  and  of  treat- 
ment). 
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AUDIT  CRITERIA/Rosenberg  & Laurenzo 

FORMAT  FOR 

MEDICAL  CARE  EVALUATION  STUDIES 
CITY  OF  MEMPHIS  HOSPITAL 

I.  DIAGNOSTIC  CONSIDERATIONS 

II.  POSSIBLE  ASSOCIATED  PROBLEMS 

III.  PATTERNS  OF  TREATMENT 

A.  Expected  Use  of  Treatment  (Include  Range, 
Timing,  Frequency  and  Quantity) 

B.  Monitor  Effects  of  Treatment 

C.  Contraindicated  Diagnostic  or  Therapeutic 
Measures 

IV.  EXPECTED  RESPONSE  TO  TREATMENT 

A.  Short  Term 

B.  Reassessment  of  Patients  with  Less  Than  Ex- 
pected Response 

C.  Long  Term  (where  appropriate) 

V.  EXPECTED  INCIDENCE  OF  COMPLICATIONS 

A.  Of  Disease 

B.  Of  Treatment 

VI.  DISPOSITION 

UTILIZATION  ASPECTS 

I.  INDICATIONS  FOR  ADMISSION  TO  HOS- 
PITAL 

II.  PROJECTED  LENGTH  OF  STAY 

III.  INDICATIONS  FOR  DISCHARGE  FROM  HOS- 
PITAL (EXPECTED  HEALTH  STATUS  AT 
THE  TIME  OF  DISCHARGE) 

Figure  1.  City  of  Memphis  Hospital  Format 

We  have  chosen  to  write  the  expected  per- 
centage of  occurrence  of  different  elements  in 
the  criteria  list  rather  than  to  use,  as  the  Joint 
Commission  does,  the  principle  of  setting  criteria 
either  for  0%  or  100%  and  counting  certain 
deviations  as  exceptions. 


The  City  of  Memphis  Hospital  does  not  use  a 
computerized  data  retrieval  system;  retrieval  of 
information  from  the  medical  records  is  done 
manually  by  a registered  record  administrator  and 
an  assistant. 

One  Staff’s  Opinion 

Unlike  the  disease  specific  criteria  expected 
shortly  via  the  AMA  from  the  various  specialty 
societies,  these  criteria  do  not  reflect  a national 
consensus.  They  reflect  the  present  best  opinions 
of  the  University  of  Tennessee  College  of 
Medicine  faculty.  In  some  instances  they  may  be 
controversial.  If  you  disagree  with  our  ideas 
there  is  an  ideal  mechanism  available  for  re- 
solving these  differences:  audit  your  results  and 
compare  them  with  ours! 

( Medical  Audit  Criteria  begins  on  page  533 ) 
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Medicare  Reminder 

Did  you  realize  that  when  you  accept  the  assignment  on  Medicare  and/or  Medicaid 
claims  that  there  are  some  collectable  charges  from  the  beneficiary  or  recipient.  When 
you  accept  the  assignment  on  a Medicare  claim,  the  beneficiary  is  responsible  for 
ALL  NON-COVERED  services,  any  amouni  that  applied  towards  the  deductible  and 
the  20  percent  that  Medicare  did  not  pay  (Medicare  pays  80  percent  of  the  allowable 
amount  after  the  deductible  has  been  satisfied).  You  cannot  charge  the  patient  for 
the  differences  between  the  submitted  and  allowed  charges.  All  Medicaid  recipients 
are  responsible  to  pay  for  non-covered  services.  If  your  patient  has  both  Medicare 
and  Medicaid  and  you  DO  NOT  accept  the  Medicare  assignment,  Medicaid  will  pay 
you  the  20  percent  that  Medicare  does  not  pay  and  any  portion  of  the  deductible. 
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Answer  on  page  545 


From  the  University  of  Tennessee  Center  for  the 
Health  Sciences,  Department  of  Diagnostic  Radiology, 
865  Jefferson,  Memphis,  Tenn.  38163. 


55-year-old  white  male  with  epigastric  pain  not 
relieved  by  antacids. 

Please  examine  Figures  1 and  2 and  choose  the 
correct  diagnosis. 

1.  carcinoma  of  the  antrum 

2.  antral  gastritis 

3.  benign  gastric  ulcer 

4.  ulcerating  carcinoma  of  stomach 

Stephen  L.  Gammill,  M.D. 


This  is  the  last  X-ray-of-the-month  which  will  be  furnished  us  by  Dr.  Gammill,  who  has 
relocated.  I know  the  membership  of  TMA  joins  me  in  thanking  Dr.  Gammill  for  his 
good  work  in  our  behalf,  and  in  wishing  him  well  in  his  new  position  at  the  Baptist 
Memorial  Hospital  in  Memphis. — Ed. 


* 

“It  would  be  peculiarly  inproper  to  omit  in  this  first  official  act,  my  fervent  supplications  to 
that  Almighty  Being  who  rules  over  the  Universe,  who  presides  in  the  Councils  of  Nations, 
and  whose  providential  aids  can  supply  every  human  defect,  that  His  benediction  may 
consecrate  to  the  liberties  and  happiness  of  the  people  of  the  United  States,  a government 
instituted  by  themselves  for  these  essential  purposes;  and  may  enable  every  instrument  em- 
ployed in  its  administration  to  excute  with  success,  the  functions  allotted  to  his  charge. 
In  tendering  this  homage  to  the  Great  Author  of  every  public  and  private  good,  I assure 
myself  that  it  expressed  your  sentiments  not  less  than  my  own;  nor  those  of  my  fellow 
citizens  at  large,  less  than  either.  No  people  can  be  bound  to  acknowledge  and  adore  the 
Invisible  Hand  which  conducts  the  affairs  of  men  more  than  those  of  the  United  States. 
Every  step  by  which  they  have  advanced  to  the  character  of  an  independent  nation  seems 
to  have  been  distinguished  by  some  token  of  providential  agency;  and  in  the  important 
revolution  just  accomplished  in  the  system  of  their  united  government  the  tranquil  delibera- 
tion and  voluntary  consent  of  so  many  distinct  communities  from  which  the  event  has 
resulted  can  not  be  compared  with  the  means  by  which  most  governments  have  been  estab- 
lished without  some  return  of  pious  gratitude  along  with  an  humble  anticipation  of  the 
future  blessings  which  the  past  seems  to  presage.  These  reflections,  arising  out  of  the  present 
crisis,  have  forced  themselves  ■ too  strongly  on  my  mind  to  be  suppressed.  You  will  join 
with  me,  I trust,  in  thinking  that  there  are  none  under  the  influence  of  which  the  proceedings 
of  a new  and  free  government  can  more  auspiciously  commence. 

George  Washington 

APRIL  30,  1789 

FIRST  INAUGURAL  ADDRESS 


Fig.  2 

* 


Fig.  1 

* 
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Surgical  Treatment  of  Axillary 
Hyperhidrosis 

REUBEN  A.  BUENO,  M.D.,  and  SOL  A.  ROSENBLUM,  M.D. 

Axillary  hyperhidrosis  is  a distressing  physical 
and  emotional  handicap.  Alternatives  in  treat- 
ment includes: 

1.  Anticholinergic  agents 

2.  Cervico-thoracic  sympathectomy 

3.  Excision  of  glandular  area  from  the  whole 
hair-bearing  area  of  the  axilla  (Skoog- 
Thyresson  procedure).1 

In  1963,  while  investigating  the  histology  of 
axillary  sweat  glands,  Hurley  and  Shelley2  discov- 
ered that  70  to  80  percent  of  axillary  sweat 
glands  were  found  in  the  central  portion  of  the 
axilla.  Excision  of  this  central  portion  produces 
dramatic  relief  from  axillary  hyperhidrosis.  In 
1970,  Weaver3  suggested  using  10  percent  iodine 
solution  and  starch  powder  to  map  out  the  exact 
sweating  area. 


Case  Report: 

A 34-year-old  housewife  had  suffered  for  several 
years  from  intense  axillary  sweating  which  required 
changing  her  clothes  3 or  4 times  on  a warm  day. 
Sweat  stain  down  to  her  waistline  would  appear 
in  a matter  of  minutes.  She  had  been  tried  on  various 
anticholinergic  and  anhidrotic  preparations  without  any 


Fig.  1 
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help.  On  April  14,  1974,  she  underwent  the  Hurley- 
Shelley  operation.  She  has  remained  symptom-free  and 
without  any  disability  to  date.  (Fig.  4) 

Technique: 

The  axilla  is  painted  with  providone  iodine  (Beta- 
dine®)  and  allowed  to  dry,  then  dusted  with  Bio- 
sorb® (starch)  powder.  Within  a few  minutes,  the 
sweating  areas  become  dark  blue.  (Fig.  1 ) This  axillary 
tissue  including  the  superficial  subcutaneous  tissue  is 
excised  and  the  wound  closed  by  simple  suture  and 
bolster  dressing.  (Fig.  2)  In  some  patients  the  con- 
centration of  sweat  glands  is  off  center.  (Fig.  3) 
Without  the  iodine  starch  test,  the  offending  areas 


Fig.  3 
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X-Ray  . . . 

(continued  from  page  543) 

ANSWER:  Benign  gastric  ulcer  on  the  greater 
curvature  of  the  antrum. 

DISCUSSION: 

For  many  years,  old  wives  tales  had  it  that 
gastric  ulcers  on  the  greater  curvature  of  the 
stomach  were  malignant.  More  recent  studies 
have  shown,  however,  that  if  an  ulcer  crater 
on  the  greater  curvature  of  the  stomach  exhibits 
the  radiographic  characteristics  of  a benign 
lesion,  then  it  has  about  a 98  percent  chance 
of  being  benign.  Moreover,  of  all  gastric  ulcers, 
95  percent  or  more  are  benign. 

The  ulcer  crater  in  the  case  presented  here 
is  smooth,  and  in  Figure  1 an  ulcer  collar  is 
evident,  causing  the  crater  to  be  shaped  like  a 
collar  button.  Also,  the  mound  of  edema  sur- 
rounding the  crater  is  smooth  and  tapers  grad- 
ually from  the  normal  stomach  wall.  These  are 
all  reliable  radiographic  signs  of  a benign  ulcer. 
The  antrum  of  the  stomach  is  deformed  because 
of  spasm  produced  by  the  irritating  effect  of  the 
inflammatory  response  around  the  ulcer.2 

Other  reliable  radiographic  signs  of  benignancy 
with  regard  to  gastric  ulcers  include  location  in 
the  pyloric  channel  or  adjacent  to  it,  gastric  folds 


will  be  missed.  Increasing  the  room  temperature  will 
localize  the  sweat  gland  concentration  sooner. 

Conclusion: 

The  Hurley-Shelley  operation  offers  a simple  and 
accurate  excision  of  the  area  of  maximal  sweating. 
Disappointing  results  from  anticholinergic  drugs  and 
hazards  from  the  more  extensive  surgical  procedures  are 
avoided.  Marked  reduction  in  sweating  is  generally 
obtained. 

2011  Hayes  St. 

Nashville,  Tenn.  37203 
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radiating  to  the  base  of  the  ulcer  crater  and  a 
Hampton’s  line,  which  is  a thin  radiolucent  line 
across  the  base  of  the  ulcer  crater  that  is  created 
by  infolding  of  mucosa  as  a result  of  edema 
around  the  ulcer  crater.3 

For  many  years,  it  was  thought  that  giant 
gastric  ulcers  (greater  than  2.5  cm  in  diameter) 
were  almost  always  malignant.  Recently,  how- 
ever, a number  of  giant  gastric  ulcers  that  were 
benign  have  been  reported  in  the  literature.1 
Generally,  an  ulcer  crater  should  not  be  judged 
as  to  benignancy  or  malignancy  on  the  basis  of 
size  but  rather  on  the  basis  of  radiographic 
characteristics.  Follow-up  examinations  by  gas- 
trointestinal series  is  very  important  in  dealing 
with  gastric  ulcers.  If  the  ulcer  crater  heals  com- 
pletely leaving  a normal  stomach,  then  only  a 
1 percent  chance  exists  that  a malignancy  is 
associated  with  the  ulcer. 
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PHEOCHROMOCYTOMA 

Pheochromocytoma  is  a tumor  of  neural  crest 
origin  which  secretes  excess  quantities  of  the 
catecholamines,  norepinephrine  and/or  epi- 
nephrine, resulting  in  hypertension.  Although 
accounting  for  less  than  0.5  percent  of  all  cases 
of  hypertension,  pheochromocytoma  is  an  easily 
diagnosed  and  eminently  curable  cause  of  hyper- 
tension which,  if  untreated,  can  lead  to  a hyper- 
tensive crisis. 

Diagnosis 

The  diagnosis  of  pheochromocytoma  can  be 
suspected  by  the  symptoms  and  signs  of  cate- 
cholamine excess,  including  hypertension,  head- 
ache, excess  sweating,  anxiety,  tremor,  palpi- 
tations, tachycardia,  weight  loss,  orthostatic  hy- 
potension, and  episodes  of  blanching  or  flushing. 
The  differential  diagnosis  is  usually  hyperthyroid- 
ism, anxiety,  functional  hyperventilation,  and  hy- 
pertension from  other  causes.  Routine  laboratory 
tests  may  reveal  an  elevated  fasting  glucose  and 
occasionally  an  elevated  hematocrit.  Definitive 
diagnosis  requires  measurement  of  catechola- 
mines or  metabolites  in  the  urine  which  should 
be  done  as  part  of  the  hypertensive  workup. 

The  normal  values  apply  to  hypertensive  pa- 
tients who  are  not  acutely  ill.  Modest  increases 


with  the  catecholamine  determination  are  sym- 
pathomimetic drugs  (isoproterenol,  Neosyneph- 
rine®,  epinephrine,  etc.),  tetracyclines,  quinine, 
quinidine,  methyldopa,  and  biliary  pigments. 
VMA  determination  is  elevated  by  acetaminophen 
(Tylenol®)  and  very  large  amounts  of  aspirin. 
Dietary  constituents  do  not  interfere  with  the 
confirmatory  test  as  run  at  Vanderbilt  but  do 
interfere  with  the  “rapid  screening  method”  for 
VMA.  Either  a single  VMA  or  catecholamine 
excretion  is  sufficient  for  the  diagnosis  in  most 
patients.  Both  should  be  repeated  if  the  results 
are  equivocal.  Metanephrines  are  usually  done 
only  if  the  other  two  tests  are  borderline. 

Pharmocological  Testing 

The  pharmocological  tests  have  both  false 
positive  and  false  negative  results  which  limit 
their  usefulness  and  they  are  to  be  avoided  since 
they  are  more  hazardous  and  less  accurate  than 
the  urinary  assays.  Only  in  the  rare  patient  who 
has  borderline  elevated  catecholamine  or  metab- 
olites in  the  urine  should  pharmacological  test- 
ing be  considered. 


Associated  Diseases 

Pheochromocytoma  may  be  familial  and  asso- 


Catecholamines 

Vanilmandelic  acid  (VMA) 

Metanephrines 
(not  done  routinely) 


Upper  Limit  of 
Normal 

100  /x g/24  hours 
7 mg/  24  hours 
1.0  mg/24  hours 


% Pheochromocytoma 
Patients  with  Positive  Assay 

99% 

90-95% 

97% 


of  catecholamines  (up  to  twice  normal)  will 
occur  with  shock,  myocardial  infarction,  surgery, 
extensive  burns,  and  other  severe  stresses.  Chron- 
ic anxiety  does  not  give  abnormal  values.  The 
excretion  of  the  catecholamines  and  metabolites 
is  persistently  increased  in  nearly  all  patients 
with  pheochromocytoma,  even  those  with  par- 
oxysmal hypertension.  Substances  interfering 

From  the  Hypertension  Center,  Vanderbilt  Hospital, 
and  the  Department  of  Medicine,  Vanderbilt  University 
School  of  Medicine,  Nashville,  Tenn.  37232. 
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ciated  with  medullary  carcinoma  of  the  thyroid, 
parathyroid  adenoma,  neurofibromatosis  or  von 
Hippel-Lindau  disease.  If  there  is  a family  history 
of  one  of  these  diseases,  the  entire  family  should 
be  screened  for  pheochromocytoma  with  urinary 
assays.  Multiple  tumors  are  common  in  these 
patients  and  in  children  with  pheochromocytoma. 

Tumor  Localization 

Ninety-seven  percent  of  pheochromocytomas 
are  found  in  the  abdomen,  50-70  percent  are 
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single  adrenal  tumors,  10-20  percent  are  single 
extra-adrenal  tumors.  Five  to  25  percent  are 
bilateral  adrenal  tumors  and  5-15  percent  are 
multiple  extra-adrenal  tumors.  An  abdominal 
tumor  may  be  seen  on  IVP  or  arteriogram  in 
30-50  percent  of  cases,  but  an  arteriogram  should 
not  be  done  in  a patient  who  has  a pheochro- 
mocytoma  without  first  instituting  adequate  medi- 
cal therapy  (see  below).  Finding  one  tumor  on 
arteriogram  does  not  rule  out  the  presence  of 
other  tumors. 

Two  to  3 percent  of  pheochromocytomas  are 
found  in  the  chest  and  these  can  be  seen  in  the 
posterior  mediastinum  or  aortic  arch  with  the 
PA,  lateral,  and  oblique  chest  films.  Less  than 
1 percent  of  tumors  are  in  the  neck,  and  these 
are  always  palpable. 

Management 

Medical:  Oral  phenoxybenzamine,  20  to  40 
mg/day,  will  control  the  blood  pressure  and 
most  symptoms  of  catecholamine  excess,  and 
will  minimize  blood  pressure  changes  at  surgery 
or  arteriography.  Phenoxybenzamine  should  be 
instituted  at  least  24  to  36  hours  prior  to  ar- 
teriography and  one  week  or  more  prior  to 
surgery.  Preoperative  propranolol  is  not  neces- 
sary unless  persistent  tachycardia  or  arrhythmias 
are  a problem. 

* * 


Operative:  For  abdominal  tumors,  an  explora- 
tory laparotomy  must  be  done  to  search  both 
adrenals  and  para-aortic  areas  despite  preopera- 
tive arteriographic  findings.  Phentolamine  (Reg- 
itine®)  is  used  to  control  hypertensive  episodes 
and  propranolol  is  used  for  cardiac  arrhythmias. 
Hypotension  upon  removal  of  the  tumor  is  man- 
aged with  volume  expansion  in  excess  of  the  esti- 
mated blood  loss.  Pressor  agents  should  be 
avoided  except  for  transient  elevation  of  pressure 
while  fluids  are  being  given. 

With  proper  diagnostic  tests  and  combined 
medical  and  surgical  management,  patients  with 
pheochromocytoma  should  have  a low  operative 
mortality  and  a high  cure  rate  (>75  percent). 
Persistently  elevated  catecholamine  or  metabolites 
post-operatively  indicates  the  presence  of  another 
pheochromocytoma  or  metastatic  spread  which 
must  be  discovered  if  the  patient  is  to  be  cured. 

Alan  S.  Nies,  M.D. 
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“Acute  Phase  Indices” — Sedimentation 
Rate  and  C-reactive  Protein 

This  is  the  lost  column  to  be  furnished  by  Dr.  Taylor, 
who  has  relocated  in  another  state.  1 know  the  reader- 
ship  of  the  Journal  joins  me  in  thanking  him  for  his 
good  work  in  our  behalf  over  the  past  two  years,  and 
in  wishing  him  well  in  his  new  endeavors. — Ed. 

In  the  evaluation  of  the  presence  and  activity 
of  inflammatory  conditions  several  laboratory 
tests  may  be  helpful,  all  of  which  depend  on  the 
existence  of  plasma  substances  participating  in 
the  “acute  phase  reaction" — that  is,  the  physio- 
logical response  to  the  presence  of  tissue  damage 
caused  by  a variety  of  pathogenic  stimuli.  All 
these  tests  are  nonspecific,  but  are  relatively 
sensitive,  and  two  of  those  most  commonly  em- 
ployed are  the  erythrocyte  sedimentation  rate 
(ESR)  and  the  C-reactive  protein  (CRP)  de- 
termination. 

Basically,  the  ESR  depends  on  the  effects  of 
plasma  proteins  on  the  erythrocytes.  Because 
rouleaux  sediment  faster  than  single  erythrocytes, 
plasma  protein  changes  causing  rouleaux  forma- 
tion will  increase  the  ESR.  Thus  an  elevated 
ESR  correlates  with  the  “acute  phase  response” 
plasma  protein  pattern  of  elevated  alpha- 1 and 
alpha-2  globulins,  and  with  increases  in  fibrin- 
ogen and  to  a lesser  extent  the  gamma  globulins. 
The  ESR  is  of  value  in  screening  for  the  presence 
of  inflammation,  and  has  a rough  though  not 
consistent  relationship  to  the  severity  of  the  in- 
flammatory process.  Elevations  may  be  seen  in 
acute  and  chronic  infections,  carcinomatosis, 
vascular  disease  (infarcts),  and  traumatic  injury. 
However,  non-inflammatory  conditions  such  as 
thyroid  dysfunction  and  pregnancy  may  cause 
an  elevated  ESR.  Occasionally  viral  diseases 
may  be  present  with  a normal  ESR,  and  in  hepa- 
titis and  passive  hepatic  congestion  following 
myocardial  infarction  the  finding  of  a normal 
ESR  has  been  attributed  to  decreased  hepatic 
synthesis  of  fibrinogen.  “Normal  values”  for  the 
ESR  will  vary  with  the  method,  and  are  higher 
with  increasing  age.  A rise  in  the  ESR  may  be 

From  the  Department  of  Pathology,  Methodist  Hos- 
pital, Memphis,  Tenn. 
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expected  about  24  hours  following  tissue  injury, 
and  subsidence  following  therapy  is  usually 
gradual,  reflecting  the  evolutionary  change  in 
plasma  proteins.  Disease  quiescence  should  re- 
sult in  a normal  ESR,  a rise  in  which  usually 
heralds  a return  of  clinical  activity. 

Some  differences  are  seen  with  the  CRP  test. 
This  substance,  a complex  protein,  most  com- 
monly is  measured  by  a precipitation  reaction 
with  a specific  antibody;  the  height  of  the  pre- 
cipitate in  a capillary  tube  (usually  l-6mm)  is 
read  as  a “+”  reaction  (i.e.,  l+-6-f ).  Normally 
CRP  is  not  demonstrable  in  serum,  although 
occasional  persons  may  be  seen  with  positive 
reactions  in  whom  there  is  no  demonstrable 
inflammatory  process.  It  is  commonly  positive 
during  pregnancy  and  with  administration  of 
oral  contraceptive  hormones.  As  one  of  the 
“acute  phase  reactants”  the  protein  increases 
in  the  presence  of  infection,  neoplasm,  infarction, 
trauma,  and  so  forth,  and  is  quite  a sensitive 
indicator  of  the  presence  of  tissue  damage. 
Generally  it  rises  earlier  than  the  ESR,  becoming 
detectable  within  6-24  hours.  The  duration  of 
positivity  varies  with  the  activity  of  the  tissue- 
destructive  process,  but  following  cessation  of 
tissue  injury  the  CRP  generally  returns  to  normal 
more  promptly  than  does  the  ESR,  which  prob- 
ably reflects  its  independence  of  other  plasma 
protein  changes.  However,  the  CRP  may  return 
to  normal  even  when  other  parameters  suggest 
a continuance  of  inflammation,  and  in  some  cases 
may  not  again  become  positive  even  with  a re- 
surgence of  clinical  activity  of  the  disease  state. 
Thus  the  CRP  is  a somewhat  more  variable  indi- 
cator of  tissue  damage  than  is  the  ESR,  and 
has  less  quantitative  significance. 

These  similarities  as  well  as  differences  make 
both  tests  useful  in  the  diagnosis  and  therapy 
of  inflammatory  conditions.  Lack  of  relationship 
of  the  CRP  to  the  hematocrit,  presence  of  hepatic 
disease,  and  changes  in  other  plasma  proteins  are 
advantageous,  but  the  technical  simplicity  of  and 
general  familiarity  with  the  ESR  continue  to 
make  this  a widely  used  and  valuable  test.  In 
fact,  when  used  together  and  with  other  pro- 
cedures (e.g.,  serum  protein  electrophoresis), 
both  tests  are  valuable  in  evaluation  of  the  “acute 
phase”  physiological  response  and  its  course  in 
the  presence  of  tissue  injury  from  various  causes. 

Dean  G.  Taylor,  M.D. 
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Positive  Bone  Scan  Due  to  Empyema 

A 44-year-old  man  had  weakness  and  weight  loss 
for  six  months,  a productive  cough,  and  smoked  heavily. 
For  three  months  he  had  recurrent  fever,  and  for 
several  weeks  he  had  right  sided  chest  pain  and 
an  elevated  white  count.  On  admission  to  the  hos- 
pital, the  white  blood  count  was  24,000.  hemaglobin 
and  hematocrit  and  urinalysis  were  normal,  and  SMA 
12  showed  borderline  elevation  of  the  alkaline  phos- 
phatase. The  chest  x-ray  (Figure  1)  showed  infiltrates 


Fig.  2 


From  the  Department  of  Nuclear  Medicine,  Park 
View  Hospital,  Nashville,  Tenn.  37203. 


in  the  left  upper  lobe,  pleural  thickening  along  the 
right  chest  wall,  and  a soft  tissue  mass  along  the  right 
lateral  chest  wall.  A bone  scan  with  technetium  di- 
phosphonate  (Figure  2)  showed  uptake  in  the  right 
ribs  posteriorly. 

Because  it  was  thought  that  the  patient  had  a ma- 
lignancy of  the  chest  wall,  surgical  exploration  was 
carried  out.  A hard  mass  with  a soft  center  was 
found  and  this  communicated  with  the  pleural  space 
where  pus  was  identified.  Microscopic  examination 
demonstrated  granulation  tissue  and  an  empyema 
cavity.  Bone  showed  a pleural  reaction  with  increased 
osteoblastic  activity.  The  pleural  cavity  was  drained 
and  the  patient  improved  on  antibiotics. 

Because  of  its  great  sensitivity  in  detecting 
changes  in  density  of  bone  (due  to  increased 
osteoblastic  activity),  the  bone  scan  has  gen- 
erally replaced  the  roentgenographic  skeletal 
survey  for  detecting  metastases  to  bone.  How- 
ever, a positive  bone  scan  does  not  always  mean 
that  a malignant  tumor  is  present.  In  this  case, 
we  have  an  example  of  a positive  bone  scan 
which  does  not  represent  a malignant  tumor. 
Examples  of  positive  bone  scans  due  to  dentiger- 
ous cyst  and  arthritic  destruction  of  the  joint 
have  previously  been  presented  in  this  journal. 
The  literature  indicates  that  fractures,  granulo- 
mas, Paget’s  Disease,  fibrous  dysplasia,  melorhe- 
ostosis,  asceptic  necrosis,  hyperostosis,  and  osteo- 
ma are  some  of  the  causes  of  a positive  bone 
scan  not  due  to  a malignant  tumor.  Unless  the 
patient  has  clear  cut  evidence  of  carcinoma 
metastatic  to  bone  (i.e.,  elevated  alkaline  phos- 
phatase, elevated  calcium  level,  pain,  and  a 
known  primary),  a bone  scan  should  always  be 
accompanied  by  x-rays  of  the  area  in  question 
to  exclude  benign  causes  of  the  positive  bone 
scan.  Often  a bone  scan  will  be  helpful  in 
evaluating  the  sternum  and  scapula,  bones  that 
may  be  particularly  difficult  to  evaluate  by  con- 
ventional roentgenograms.  If  positive,  the  bone 
scan  may  lead  to  more  definitive  x-ray  therapy 
and  may  be  of  help  in  assessing  the  efficacy  of 
other  forms  of  therapy.  Occasionally,  as  in  this 
case,  a positive  bone  scan  will  lead  to  biopsy 
or  surgical  exploration. 

Robert  L.  Bell,  M.D. 

Director 
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EKG  J 
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The  patient  is  a 71-year-old  man  who  has  a history 
of  diabetes  mellitus  and  renal  failure.  He  has  no 


The  tracing  in  Fig.  1 is  presented  as  an  ex- 
ample of  changes  occurring  during  hyperkalemia. 
These  changes  include  a progressive  increase  in 
the  amplitude  of  the  T wave  which  becomes  more 
tall  and  peaked.  This  may  be  associated  with  no 
change  in  the  QT  interval.  As  hyperkalemia  be- 
comes more  advanced  the  R wave  amplitude  de- 
creases somewhat  with  an  increased  depth  of 
the  S wave.  This  is  associated  with  ST  segment 
depression.  The  QRS  duration  and  the  PR 
interval  become  prolonged  reflecting  abnor- 
malities of  intraventricular  conduction  and  ab- 
normalities of  conduction  through  the  AV  nodal 
junction.  This  may  also  increase  in  duration  with 

From  the  Department  of  Cardiology,  St.  Thomas 
Hospital,  Nashville,  Tennessee. 


history  of  heart  disease.  At  time  of  admission  an 
electrocardiogram  was  taken.  (Fig.  1)  The  patient  was 
noted  to  have  a serum  potassium  of  8.4  meq/liter. 
He  was  moderately  azotemic.  Following  admission 
and  sodium  bicarbonate  administration  a subsequent 
electrocardiogram  was  obtained.  (Fig.  2)  Serum  po- 
tassium following  this  EKG  was  5.0  meq/liter. 


decreasing  P wave  amplitude.  With  more  marked 
hyperkalemia  the  atrial  polarization  may  be  en- 
tirely absent.  Ventricular  rhythms  may  be  seen 
at  this  stage.  With  more  marked  hyperkalemia 
the  widening  of  the  QRS  complex  and  T wave 
with  obliteration  of  the  ST  segment  eventually 
becomes  a smooth  biphasic  or  sine  wave.  Ven- 
tricular tachycardia,  fibrillation  or  standstill  is 
the  usual  mode  of  death. 

In  Fig.  1 atrial  activity  is  still  apparent  al- 
though there  is  no  apparent  relationship  between 
atrial  and  ventricular  activity.  There  has  been 
a dramatic  response  between  the  two  EKGs  re- 
lated to  marked  lowering  of  the  serum  potassium 
levels. 

W.  Barton  Campbell,  M.D. 

Co-Director 
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Driving  Tip — For  Prevention  of  Blindness 

Using  jumper  cables  to  start  a car  with  a dead  battery  is  a familiar  scene  in  the 
winter.  It  is  also  a dangerous  scene.  Too  often  the  battery  explodes  causing  eye  damage, 
facial  disfigurement,  and  even  death. 

The  first  step  is  to  remove  the  vent  caps  of  both  batteries  and  cover  the  vents  with  a 
cloth.  Attach  the  red  cable  to  the  positive  terminal  of  the  “dead”  battery,  then  to  the 
positive  terminal  of  the  “live”  (booster)  battery.  Next,  the  black  cable  should  be  attached 
to  the  negative  terminal  of  the  “live”  battery,  then  to  the  engine  block  of  the  car  with  the 
“dead”  battery.  The  steps  should  be  reversed  in  removing  the  cables.  Before  attempting  to 
‘jump  start”  a foreign  car,  read  the  owner’s  manual. 
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The  Primary  Care  Center  Concept- 
Progress  and  Prospects 

Writing  in  the  Journal  approximately  one 
year  ago  Dr.  Eugene  W.  Fowinkle,  Commis- 
sioner of  Public  Health  for  the  State  of  Ten- 
nessee, stated  that  the  Primary  Care  Center 
concept  “shows  great  promise  as  a means  of 
supplementing  existing  resources  in  assuring  the 
availability  of  high  quality  health  care  to  rural 
residents.” 

It  is  with  a sense  of  accomplishment  that  the 
Tennessee  Department  of  Public  Health  can  now 
report  that  much  of  the  early  promise  has  been 
fulfilled. 

The  Primary  Care  Center  program,  began  as 
a demonstration  project  under  the  terms  of  the 
Primary  Care  Act  of  1973,  has  made  tremendous 
progress  since  the  first  center  was  opened  late 
in  that  year.  Today  hundreds  of  Tennesseans 
are  able  to  obtain  medical  care  within  a reason- 
able distance  of  where  they  live.  For  many  the 
Primary  Care  Center  has  created  an  opportunity 
that  otherwise  would  have  been  denied  them: 
the  opportunity  to  gain  access  to  the  health  care 
system  at  the  primary  care  level. 

It  might  be  useful,  at  this  point,  to  survey 
the  progress  that  has  been  made  in  the  Primary 
Care  Center  program  over  the  past  two  years. 
Although  the  Primary  Care  Act  of  1973  did 
not  become  effective  until  July,  six  communities 
had  by  that  time  submitted  proposals  for  the 
establishment  of  demonstration  primary  care 
centers.  The  Department  of  Public  Health  devel- 
oped criteria  for  considering  the  establishment  of 
primary  care  centers  and  set  a goal  to  establish 
four  centers  in  fiscal  1973-74.  The  community 
proposals  were  reviewed  and  plans  were  initiated 
to  formulate  a program  in  four  of  these  com- 
munities. 

In  the  latter  part  of  July,  plans  were  formu- 
lated to  involve  the  medical  schools  across  Ten- 
nessee in  establishing  an  educational  component 
for  the  Primary  Care  Program.  The  adminis- 
tration of  the  University  of  Tennessee  Medical 
School  assisted  the  Department  in  developing 
a program  to  establish  training  sites  for  medical 
and  paramedical  students  in  the  Primary  Care 


Centers.  Vanderbilt  University  Medical  School 
staff  also  became  involved  in  two  primary  care 
center  proposals  and  Meharry  Medical  College 
has  expressed  interest  in  the  program  as  a source 
of  field  assignments  for  students. 

By  the  end  of  September,  1973,  plans  for  your 
primary  care  centers  and  their  educational  com- 
ponent in  conjunction  with  two  medical  schools 
were  in  the  final  stages  of  planning.  Contracts 
were  being  finalized,  and  administrative  details 
were  being  established  prior  to  the  operational 
program.  Within  a few  months  three  demonstra- 
tion primary  care  centers  were  in  operation: 
Moore  County,  Greenville-Greene  County,  and 
Reelfoot  Rural  Ministry  Primary  Care  Center  in 
Obion  County.  Later  in  1974  the  Poor  People’s 
Clinic  in  Rossville,  Tennessee,  was  added  to  the 
roster,  bringing  the  total  to  four  and  achieving 
the  goal  set  by  the  Department. 

The  demonstration  centers  drew  a good  deal 
of  interest  from  health  professionals  both  within 
and  without  Tennessee.  The  concept  as  practiced 
in  Tennessee  received  national  attention  in  1974 
at  the  American  Nursing  Association  convention 
in  San  Francisco  and  the  American  Public  Health 
Association  meeting  in  New  Orleans.  In  addi- 
tion, a number  of  visits  to  demonstration  sites 
were  made  by  officials  from  medical  schools, 
public  health  schools,  the  Robert  Wood  Johnson 
Foundation  and  other  private  foundations,  and 
by  representatives  of  HEW  and  other  federal 
agencies.  On  a number  of  occasions  Tennessee 
was  praised  for  its  foresight  and  innovations  in 
dealing  with  a growing  national  problem  in  the 
shortage  of  health  care  personnel  in  rural  por- 
tions of  the  country.  Tennessee  has  established 
itself  as  a leader  in  this  crucial  area  and  is  com- 
mitted to  maintaining  a leadership  role. 

To  date,  the  Department  has  provided  financial 
support  to  twenty-one  primary  care  centers.  Of 
these,  six  received  the  majority  of  their  funding 
through  the  Primary  Care  Program.  Two  cen- 
ters are  local  health  department  based  models 
(Greene  County  and  Trousdale  County)  with  a 
physician,  dentist,  nurse,  and  clerical  staff  pro- 
viding services  in  one  center,  while  the  second 
local  health  department  model  is  directed  by  a 
nurse  clinician.  Four  centers  (Poor  People’s 
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Health  Center,  Reelfoot  Rural,  Moore  County, 
and  Scotts  Hill)  are  non-profit  corporation  man- 
aged. Of  these  four  centers,  one  has  a phy- 
sician and  the  others  are  directed  by  nurse 
clinicians  operating  under  an  established  Pro- 
tocol. 

The  remaining  fifteen  centers  received  mini- 
mum financial  support  from  the  program,  most 
being  supported  through  the  Appalachian  Re- 
gional Commission.  The  department’s  support 
has  been  to  supplement  the  manpower  and  equip- 
ment needed  to  run  a more  comprehensive  pro- 
gram. 

Six  of  the  fifteen  centers  are  in  health  depart- 
ments using  nurse  clinicians.  Two  more  should 
be  added  in  the  next  Appalachian  Regional 
Commission  funding  cycle,  making  a total  of 
eight. 

A recent  amendment  to  the  Primary  Care  Act 
will  allow  assistance  to  metropolitan  as  well  as 
non-metropolitan  areas  of  the  state.  It  is  hoped 
that  this  will  foster  improved  coordination  of 
primary  care  services  throughout  Tennessee. 

In  Memphis,  for  instance,  a system  of  health 
department  primary  care  clinics  has  been  in  op- 
eration for  a number  of  years.  These  clinics, 
serving  thousands  of  medically  needy  Tennes- 
seans each  month,  are  a vital  link  in  the  health 
care  system  and  under  the  new  legislation  are 
eligible  to  play  a greater  role  in  the  develop- 
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ment  of  a primary  care  center  program. 

Looking  ahead,  the  primary  care  center  pro- 
gram will  continue  to  fill  gaps  in  the  system. 
The  demand  is  there.  It  is  significant  to  note 
that  Public  Law  93-641  (National  Health  Plan- 
ning and  Resource  Development  Act  of  1975) 
lists  first  under  National  Health  Priorities  the 
“provision  of  primary  care  services  for  medically 
underserved  populations.”  The  State  of  Tennes- 
see can  be  proud  of  its  efforts  to  anticipate  this 
priority  and  its  actions  to  alleviate  shortages. 

The  Tennessee  Department  of  Public  Health 
is  committed  to  the  concept  of  health  care  as  a 
right  of  all  citizens.  Innovation  will  continue 
to  be  the  trademark  of  the  Department.  For 
instance,  at  the  Scotts  Hill  Primary  Care  Center 
an  experimental  video  system,  utilizing  cameras 
and  monitors  as  an  aid  to  nurse  clinicians  in 
consultation  with  physicians,  will  be  put  into 
service  in  the  near  future  under  the  terms  of 
a grant.  It  is  this  type  of  progressive  approach 
to  health  care  problems  that  has  made  Tennessee 
a nationally  recognized  model  in  public  health. 

Of  course  none  of  this  could  be  possible  with- 
out the  active  support  of  the  medical  communi- 
ties. The  assistance  and  encouragement  provided 
by  local  medical  societies,  educational  com- 
ponents, federal  agencies,  and  other  groups  has 
been  most  heartening. 

Robert  E.  Waite 


PEDIATRICIAN  URGENTLY  NEEDED  — Board  Certified  or 
Board  Eligible  Pediatrician  needed  to  join  our  only  (and 
overworked!)  Board  Certified  Pediatrician  who  has  been  in 
private  practice  for  the  last  two  years.  Immediate  partner- 
ship available  and/or  guaranteed  annual  income.  The  hos- 
pital is  located  in  a progressive  college  community  mid- 
way between  Nashville  and  Chattanooga,  Tennessee;  ultra- 
modern 100-bed  hospital  with  excellent  pediatric  unit, 
laboratory,  x-ray,  surgery  unit  and  other  supportive  facili- 
ties; 14  physicians  already  on  medical  staff;  unlimited 
year-round  recreational  attractions,  three  beautiflul  lakes, 
flying  club  and  Country  Club  only  five  minutes  from  hos- 
pital and  many  cultural  and  educational  advantages.  We 
are  ready  when  you  are,  call  collect:  Richard  L.  Morris, 
Administrator,  John  W.  Harton  Memorial  Hospital,  P.O. 
Box  460,  Tullahoma,  Tennessee  37388,  (615)  455-0601. 
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Tennessee  Mid-South  Regional  Medical 
Program  Arthritis  Projects 

Prior  to  last  year,  arthritis  received  scant 
attention  from  any  Federal  agency,  despite  the 
prevalence  and  crippling  effects  of  the  disease. 
In  February  1974,  all  the  Regional  Medical 
Programs  were  notified  that  $4,500,000  was  to 
be  earmarked  for  an  “RMP  Arthritis  Initiative.” 
These  supplemental  awards  were  to  be  effective 
July  1,  1974  and  were  to  be  used  for  the  plan- 
ning and  development  of  “pilot  arthritis  centers,” 
defined  as  “organized  pilot  programs  to  develop 
optimal  delivery  of  care  to  arthritis  patients  in 
a defined  population.  The  goal  of  the  arthritis 
program  is  to  develop,  strengthen,  and  to  im- 
prove arthritis  care  delivery  in  order  to  obtain 
more  accessible,  efficient  and  high  quality  care 
for  the  victims  of  the  arthritis  diseases.  . . . The 
system  should  bridge  the  gap  between  research 
and  clinical  investigation  and  the  care  which 
is  made  available  to  arthritis  patients.”  The 
programs  were  developed  and  processed  through 
the  local  RMPs  to  ensure  that  Regional  Medical 
Program  expertise  and  experience  would  be  made 
available  to  the  applicants. 

On  May  1,  1974  the  Tennessee  Mid-South 
Regional  Medical  Program  requested  $420,401 
for  the  establishment  of  3 arthritis  centers:  one 
in  Nashville;  one  in  Knoxville;  and  one  in  Chat- 
tanooga. None  of  these  projects  were  funded 
from  the  “earmaked”  money,  but  they  all  were 
approved  by  the  special  ad  hoc  committee  con- 
vened by  the  Division  of  Regional  Medical  Pro- 
grams to  review  the  arthritis  applications.  The 
Regional  Advisory  Group  of  TMS/RMP  con- 
sidered these  projects  to  be  of  such  importance 
to  the  region  that  they  were  included  in  the 
July  1,  1974  application  for  additional  money 
which  was  to  be  awarded  on  September  1,  and 
the  three  projects  received  a little  more  than 
one-fourth  of  the  money  originally  requested. 
A total  of  $107,484  was  divided  among  the  three 
centers  which  are  currently  in  operation.  Con- 
tinuation funds  for  the  three  programs  have  been 
requested  and  it  is  to  be  hoped  that  the  money 
will  be  made  available  in  our  July  1,  1975  grant 
award. 


Restoration  of  the  Arthritic 
To  the  Community 

An  arthritis  center  for  children  and  adults 
has  been  established  at  the  East  Tennessee  Chil- 
drens Hospital.  The  major  goal  of  this  center 
is  to  restore  the  patient  to  a point  where  he 
can  function  with  maximum  efficiency  despite 
his  disease.  Particular  emphasis  is  placed  upon 
children  because  the  diagnosis  of  arthritis  is  often 
missed  in  children,  and  many  are  treated  for 
chronic  sprains  and  malingering  when  in  fact  they 
have  arthritis.  Restoration  is  accomplished  by 
reconstruction  of  damaged  parts  as  well  as  by 
modification  of  the  patient’s  environment.  An- 
other major  focus  of  the  program  is  to  stimulate 
a regional  awareness  of  arthritis,  so  that  money 
can  be  raised  for  an  expanded  program  in  the 
future. 

A biomedical  engineer  serves  as  the  project 
coordinator,  and  he  provides  and  designs  devices 
for  the  patient  on  a custom  basis.  Follow-up 
services  are  coordinated  by  a social  worker,  who 
along  with  the  physical  therapist  and  the  nurses 
are  responsible  for  educating  the  patients  in  self- 
care.  A procedure  of  recording  patient  instruc- 
tion has  been  developed.  In  most  cases,  the 
patient  is  photographed  in  sequential  therapy 
positions.  These  photographs  are  supplemented 
with  specific  texts  and  presented  to  the  patient. 
This  technique  seems  to  be  working  quite  well, 
especially  for  patients  of  advanced  age  or  limited 
vocabulary.  Senior  citizen  housing  projects  in 
Knoxville  were  surveyed  for  architectural  bar- 
riers at  the  same  time  the  Arthritis  Center  pro- 
gram was  presented  to  the  residents.  Approxi- 
mately 35  patients  from  these  facilities  are 
currently  awaiting  appointments.  The  Easter 
Seal  Society  has  provided  tranportation  for 
those  patients  who  require  it.  An  extensive  pa- 
tient evaluation  questionnaire  has  been  devel- 
oped and  is  being  utilized  on  an  outpatient  as 
well  as  on  an  inpatient  basis.  The  project  staff 
has  visited  many  patients  in  their  homes,  and 
attempts  have  been  made  to  deal  with  practical 
solutions  to  their  problems  of  every  day  living. 
Currently  all  patients  are  referred  to  the  clinic 
through  physicians,  although  some  patients  have 
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been  seen  at  home  who  contacted  the  Center  on 
a self-referral  basis. 

Regional  Arthritis  Center — with 
Sub-regional  Centers 

An  Arthritis  Center  serving  the  Southeast 
Tennessee  region  has  been  opened  at  Baroness 
Erlanger  Hospital  in  cooperation  with  the  Uni- 
versity of  Tennessee  Clinical  Education  Center 
in  Chattanooga.  Its  function  is  to  provide 
comprehensive  care  for  arthritis  victims  in  the 
tri-state  area,  while  serving  as  a base  for  patient 
and  professional  education.  Eventually  the 
Center  will  be  linked  with  satellite  clinics  in  out- 
lying areas  which  will  be  administered  by  local 
professionals.  The  overall  goal  of  the  program 
is  to  develop  and  implement  a total  program  for 
the  patient  with  arthritis  so  that  he  is  able  to 
obtain  the  best  available  care  and  will  function 
at  the  maximum  level  of  efficiency  possible. 

Beginning  in  December  1974,  bi-weekly  ar- 
thritis clinics  have  been  held  at  Erlanger  Hos- 
pital, utilizing  the  services  of  a community 
rheumatologist  from  the  University  of  Tennessee 
at  Memphis.  The  patient  record  system  has 
been  established,  and  appointments  are  booked 
five  months  ahead.  It  is  evident  that  the  ser- 
vices of  a full-time  rheumatologist  are  required, 
and  it  is  anticipated  that  one  will  be  available 
in  August.  At  that  time,  plans  will  be  finalized 
for  opening  the  first  outreach  clinic  in  Crossville. 


A Total  Care  Program  in  Arthritis 
For  Middle  Tennessee 

This  project  serves  to  coordinate  the  arthritis 
activities  available  at  Vanderbilt  Medical  Center, 
Nashville  Veterans  Administration  Hospital,  and 
Nashville  Metropolitan  General  Hospital.  Clin- 
ical care,  patient  education  and  social  service 
needs  are  integrated  on  an  individualized  basis 
for  the  arthritis  patient.  The  project  is  utilizing 
multidisciplined  staff  and  resources.  A health 
care  administrator  with  training  in  psychology 
and  sociology  serves  as  project  coordinator.  A 
physician’s  assistant  has  been  trained  to  serve 
as  a clinical  specialist  in  arthritis,  and  a physical 
therapist  is  currently  being  recruited.  A cur- 
riculum of  patient  education  is  being  developed 
to  help  the  patient  live  with  and  manage  his 
disease  so  that  despite  his  physical  limitations, 
he  can  maintain  a high  quality  of  life  by  maxi- 
mizing his  activities.  In  the  future,  programs  will 
be  planned  for  professional  education  and  devel- 
opment which  emphasize  all  aspects  of  arthritis 
care.  Outreach  programs  will  be  developed  to 
help  implement  specific  local  needs  within  this 
region.  The  services  of  a social  worker  will  aid 
and  coordinate  the  needs  of  the  arthritic  in  both 
the  area  of  care  and  maximum  utilization  of 
available  facilities.  The  overall  goal  of  this 
project  is  the  development  of  an  arthritis  evalu- 
ation center  for  the  referral  of  patients  on  an 
area-wide  basis. 

* * 


Boat  Painting  Hazards 

With  the  approach  of  Spring  in  much  of  the  land,  amateur  yachtsmen  are  readying  the 
skiffs,  sailboats  and  motor  launches  for  another  summer  on  the  streams  and  lakes.  This 
often  involves  scraping  and  a fresh  paint  job.  And  American  physicians  know  that  they 
will  get  rush  calls  to  treat  boatsmen  who  ignore  the  basic  safety  rules  of  handling,  main- 
tenance and  refurbishing. 

Essentially  all  paints  except  latex  paints,  if  applied  in  confined  spaces  or  small  rooms 
with  little  or  no  exchange  of  air,  are  likely  to  cause  central  nervous  system  effects — headache, 
dizziness,  disturbance  of  vision,  loss  of  equilibrium,  and,  in  severe  instances,  unconsciousness, 
the  American  Medical  Association  points  out.  Also,  most  paints  are  combustible  and  should 
be  kept  away  from  open  flame,  sparks  or  heat. 

Before  you  go  into  the  closed  garage  or  shed  to  begin  renovating  the  family  boat, 
refresh  your  mind  on  a few  basic  safety  rales. 

1.  Read  the  label  on  the  paint  can  and  follow  the  instructions. 

2.  Do  not  spray  antifouling  paints.  Avoid  the  inhalation  of  solvent  vapors  and  spray 

mist. 

3.  Avoid  drinking  alcoholic  beverages  during  or  shortly  after  painting.  Alcohol  adds 
to  the  unpleasant  or  toxic  effects  of  the  vapors  inhaled. 

4.  Avoid  skin  contact.  Wear  gloves  while  painting. 

5.  Store  paints  out  of  reach  of  small  children. 

6.  Hatches  and  portholes  should  be  open  and  adequate  ventilation  assured  during  paint- 
ing inside  the  hull,  especially  if  performed  indoors.  Supplemental  forced  ventilation,  such  as 
a strong  fan,  may  be  desirable  in  confined  spaces. 
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ACUTE  MYOCARDIAL  INFARCTION 


I.  Diagnostic  Considerations 

A.  History — Specific  Reference  to: 

1.  Pain — location,  character,  radiation, 

duration  100% 

2.  Cardiac  insufficiency — dyspnea, 

hemoptysis  100% 

3.  Other — nausea,  vomiting,  fear  of 

impending  death,  sweating  100% 

4.  Previous  history — anginal  syndrome, 

myocardial  infarction,  intermittent 
claudication,  cerebrovascular  insuf- 
ficiency 100% 

5.  Risk  factors — tobacco,  hypertension, 
diabetes  mellitus,  obesity,  hyper- 
lipidemia, familial  coronary  disease  100% 


B.  Physical  Examination — Specific 
Reference  to: 

1.  Cardiac 

Pulse  rate  and  rhythm,  blood  pres- 
sure bilateral,  S3,  S4,  friction  rub, 


precordial  pulsation  100% 

2.  Extracardiac 

a.  Signs  of  left  ventricular  or 

bi-ventricular  failure  100% 

b.  Peripheral  circulatory  failure  100% 

C.  Laboratory 

1.  Daily  EKG’s  for  3 days  100% 

2.  Daily  acute  phase  reactants  (WBC, 

CRP,  ESR)  for  3 days  100% 

3.  Daily  serum  enzymes  (SGOT,  CPK, 

LDH)  for  3 days  100% 

4.  Chest  X-ray  on  admission  50% 

5.  Coagulation  battery  on  admission 

(Pro-time  initially)  100% 

II.  Possible  Associated  Problems 

A.  Diabetes  Mellitus  (2-hour  Post  Prandial 


Blood  Sugar  or  Glucose  Tolerance  Test)  100% 
B.  Hypertension  (Indirect  Sphygmoma- 


nometry)  100% 

C.  Hyperlipidemia — tests  for: 

1.  Cholesterol  100% 

2.  Triglycerides  100% 

3.  Lipoprotein  Electrophoresis  60% 

D.  Cerebral,  Renal,  Peripheral  Athero- 
sclerosis (by  physical  examination)  100% 

III.  Patterns  of  Treatment 

A.  Specific: 

1.  Bed  rest,  commode  if  necessary  100% 

2.  Restricted  caloric  and  sodium  intake  100% 

3.  Oxygen  100% 

4.  Drugs 

a.  Digitalis,  diuretics  20% 

b.  Antiarrhythmics  50-70% 

c.  Manipulation  of  afterload  3% 

d.  Anticoagulants  (ACT  daily  if  on 

anticoagulants)  5% 

5.  Temporary  pacing  5% 

6.  Counterpulsation  (Intra-aortic  Balloon 

Pulsation-IACP,  “balloon  pump”)  3% 

B.  Monitor  Effects  of  Treatment 

1.  BP,  pulse,  q2h,  temp  q4h  1st  day  100% 


2.  Electrocardiographic  monitor, 

continuously  100% 

3.  Cardiac  examination,  q8h  1st  day, 

then  daily  100% 

4.  Daily  weight  (bed  scale)  or 

intake-output  100% 

5.  Periodic  bedside  chest  X-ray  100% 

6.  Serial  pulmonary  artery  and  wedge 

pressures  and  serial  outputs  15% 


(Check  progress  notes  for  insertion 
of  Swan-Ganz  Catheter) 

IV.  Expected  Response  to  Treatment 

A.  Short  Term 


1.  Relief  of  pain,  immediate  to  hours  98% 

2.  Control  of: 

a.  Arrhythmia  100% 

b.  Failure  85% 

c.  Shock  80% 

3.  Out  of  coronary  care  unit  within 

5 days  80% 

B.  Reassessment  of  Patients  with  Less  Than 
Expected  Response 

1.  Review  diagnosis  if  pain  continues  100% 

2.  Mechanical  circulatory  support  for 

intractable  failure  or  shock  8% 

(“balloon  pump”) 

3.  Surgical  intervention  for  pain  5% 

C.  Long  Term 

1.  Fully  ambulatory  in  4 to  8 weeks  80% 

2.  Pain  free  80% 

3.  Absence  of  arrhythmia  or  congestion  80% 

V.  Expected  Incidence  of  Complications 

A.  Of  Disease 

1.  Death  20% 

2.  Systemic  or  pulmonary  emboli  5% 

3.  Congestive  heart  failure  15% 

4.  Heart  block  5% 

5.  Shock  10% 

6.  Arrhythmia  80% 

7.  Left  ventricular  aneurysm  15% 

8.  Rupture  of  papillary  muscle  2% 

9.  Acquired  interventricular  septal  defect  2% 

10.  Pleuropericarditis  (Dressier)  2% 

11.  Progressive  infarction  10% 

12.  Rupture  of  heart  10% 

B.  Of  Treatment 

1.  Hemorrhage  (renal,  dermal,  gastro- 
intestinal) from  anticoagulants  5% 

2.  Drug  toxicity — digitalis,  quinidine, 

propanolol,  other  10% 

3.  Mechanical — perforation  from 

pacemaker  1 % 

VI.  Disposition 


A.  Return  to  pre-infarction  activities:  6 weeks  to 
1 year 

B.  Post-infarction  follow-up:  Clinic  or  office, 
every  2 weeks  times  3;  thereafter,  every 
month  for  6 months 

C.  Risk  Factors:  Modification  effort 

1.  Patient  with  smoking  history:  Modification 
effort  through  instruction 

2.  Dietary  history  and  instruction  (for  all 
patients)  by  nutritionists 

3.  Antihypertensive  agents  where  indicated 

UTILIZATION  ASPECTS 

I.  Indications  for  Admission  to  Hospital 

A.  Diagnosis  established 

B.  Diagnosis  suspected  (pain,  arrhythmia,  acute 
failure,  collapse) 
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II.  Projected  Length  of  Stay 

A.  Uncomplicated:  14  to  21  days 

B.  Complicated:  Up  to  3 months 

III.  Indications  for  Discharge  from  Hospital 

A.  Pain  free 

B.  Afebrile 

C.  Stable  Circulation 

1.  Pulse 

2.  Blood  Pressure 

3.  Output 

D.  Acute  phase  reactants  and  enzymes  normal  or 
returning  to  normal 

E.  No  progressive  or  deterring  complications 

AUDIT  OF  ANESTHESIOLOGY  PRACTICE 

I.  The  patient  record  should  contain  the  follow- 
ing information: 

A.  Evidence  of  pre-anesthetic  evaluation  and 
physical  status  determination  by  the 
anesthesiolology  service 

B.  An  anesthesia  record  which  includes 
information  pertaining  to: 

1.  The  dosage  of  all  drugs  and  agents  used 

2.  The  type  and  amount  of  all  fluids  and  blood 
or  blood  products  administered 

3.  Evidence  of  the  degree  and  character  of 
patient  monitoring 

4.  Description  of  technique  or  techniques 
employed 

5.  Status  of  the  patient  at  the  conclusion  of 
surgery 

C.  Evidence  of  post-anesthesia  surveillance 

D.  Evidence  of  post-anesthetic  evaluation  by  the 
anesthesiology  service 

II.  Specific  restrictions  in  techniques  should 
include: 

A.  Use  of  explosive  techniques  in  no  more  than 
10%  of  the  cases 

B.  Exclusion  of  the  use  of  epinephrine  containing 
solutions  during  cyclopropane  anesthesia,  and 
restriction  to  no  more  than  lOcc  of  1:100,000 
epinephrine  solutions  during  any  10  minute 
period  and  no  more  than  30cc  during  any  one 
hour  when  halothane  is  being  used. 

C.  Use  of  halothane  more  than  once  in 
any  5 week  period  in  pubertal  or 
postpubertal  patients  in  no  more  than 
10%  of  the  cases 

D.  Use  of  methoxyfiurane  in  excess  of  2 minimum 
alveolar  concentration  hours  (method  of 
calculating  dosage  of  inhalation  anesthetic 
agent)  in  no  more  than  10%  of  the  cases. 

E.  Exclusion  of  spinal  or  lumbar  epidural 
anesthesia  in  patients: 

1.  With  active  spinal  cord  disease 

2.  With  hypovolemic  hypotension  which  has 
not  been  corrected 

3.  Who  are  on  anticoagulant  therapy  or  who 
have  significant  blood  coagulation  problems. 
Restriction  of  spinal  or  lumbar  epidural 
anesthesia  in  patients  with  hematocrit  levels 
below  28%  in  no  more  than  10%  of  the 
cases. 

III.  Expected  response  to  anesthesia  should  indi- 
cate: 

A.  During  surgery: 

1.  Use  of  vasopressors  in  less  than  1%  of  the 
cases  of  general  anesthesia 

2.  In  the  surgical  area,  fatal  cardiovascular 
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collapse  in  American  Society  of 
Anesthesiology  class  I and  II  patients  of  less 
than  1 per  10,000  cases 

3.  In  the  obstetrical  area,  maternal  mortality  of 
less  than  4 per  10,000  live  births 

B.  In  the  recovery  room: 

1.  A recovery  room  stay  of  no  longer  than  the 
duration  of  the  surgical  procedure  in  90% 
of  the  cases 

2.  In  general  anesthesia,  a response  to  a standard 
painful  stimulus  (brisk  pinch  to  the  trapezius 
muscle)  within  15  minutes  of  admission  to 
the  recovery  room  and  a response  to  a 
verbal  auditory  stimulus  within  30  minutes 

3.  Use  of  vasopressors  in  less  than  1 % of  the 
cases  of  general  anesthesia 

4.  Need  for  anticholinesterase  agents  in  less 
than  10%  of  the  cases  of  general  anesthesia 
in  which  muscle  relaxants  were  used 

C.  During  the  post  operative  period: 

1.  Basilar  pneumonia  in  less  than  1%  of  the 
cases  of  general  anesthesia 

2.  Aspiration  pneumonitis  in  less  than  1 per 

2,500  cases  of  general  anesthesia 

3.  Unexplained  hepatitis  in  less  than  1 per 

2,500  cases  of  general  anesthesia 

4.  In  the  surgical  area,  an  incidence  of  post 
lumbar  puncture  headache  of  more  than  24 
hours  duration  in  less  than  3%  of  the  cases 

5.  Severe  neurologic  damage  from  regional 
anesthesia  in  less  than  1 per  15,000  cases 

6.  Thrombophlebitis  associated  with 
venipuncture  in  less  than  1 per  2,500  cases 

7.  Ophthalmologic  injury  in  less  than  1 per 

2,500  cases 

8.  Peripheral  nerve  injury  in  less  than  1 per 
5,000  cases 

BENIGN  PROSTATIC  HYPERTROPHY 

I.  Diagnostic  Considerations 

A.  History  should  record  presence  or 

absence  of: 

1.  Voiding  symptoms 

2.  Hematuria 

3.  Urinary  retention 

4.  Past  urologic  difficulties 

B.  Physical  examination  should  record: 

1.  Presence  or  absence  of  flank  masses 

2.  Genital  examination 

3.  Rectal  examination  of  prostate 

C.  Laboratory  evaluation  should  include: 

1.  Evaluation  of  renal  function  (BUN, 
creatinine  or  creatinine  clearance) 

2.  Intravenous  pyelogram 

3.  Cystoscopy  (may  be  done  at  time  of 
prostatectomy) 

II.  Possible  Associated  Problems 

None 

III.  Patterns  of  Treatment 

A.  Expected  Use  of  Treatment 

1.  Prostatectomy 

a.  Transurethral  80%  or  j 

resection  of  more  ( of  those 

prostate  { operated 

b.  Open  prostatectomy  20%  or  ' 

less 

2.  Conservative  management  30% 

B.  Monitor  Effects  of  Treatment 

Postoperative  observation  of:  100% 
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100% 


100% 


100% 

90% 

90% 

70% 


1.  Catheter  drainage  (hematuria, 
spasm,  free  drainage,  etc.) 

2.  Voiding  pattern  after  catheter  removal 


IV.  Expected  Response  to  Treatment 

A.  Short  Term 

1.  Patient  voiding  satisfactorily  100% 

2.  Hematuria  diminishing  or  gone  90% 

3.  Some  urinary  urgency  and  frequency  90% 

4.  No  significant  pain  90% 

5.  Significant  postoperative  infection  <10% 


B.  Reassessment  of  Patients  with 
Less  Than  Expected  Response 

1.  Readmission  to  hospital  for  repeat 

cystoscopy  and  removal  of  additional 
prostatic  tissue  if  necessary  10% 

2.  Consider  additional  diagnosis  10% 

a.  Neurogenic  bladder 

b.  Urethral  stricture 

3.  Postoperative  infection  5% 

a.  Culture  and  sensitivity 

b.  Antibiotics 

C.  Long  Term 

1.  Urethral  stricture  5% 

2.  Bladder  neck  contracture  2% 

V.  Expected  Incidence  of  Complications 

A.  Of  Disease 

1.  Renal  insufficiency  5% 

2.  Urinary  tract  infection  20% 

3.  Urinary  tract  calculi  10% 

4.  Acute  urinary  retention  15% 

B.  Of  Treatment 

1.  Operative 

a.  Bleeding  2% 

b.  Sepsis  5% 

c.  Urinary  tract  perforation  1% 

d.  Dilutional  hyponatremia  with  seizure  1 % 

2.  Postoperative 

a.  Bleeding  5% 

b.  Incontinence  2% 

c.  Urethral  stricture  5% 

d.  Ureteral  obstruction  2% 

e.  Impotence  (not  prior  to  surgery)  5% 


VI.  Disposition 

A.  Office  follow-up  in  2 weeks  and  8 weeks 

B.  Medication  where  indicated  to  control 
postoperative  function  and  urinary 
irritative  symptoms 

C.  Instructions  for  level  of  activity  and 
postoperative  precautions 

UTILIZATION  ASPECTS 

I.  Indications  for  Admission  to  Hospital 

A.  Voiding  difficulty 

B.  Hematuria 

C.  Renal  insufficiency 

D.  Urinary  retention 

E.  Urinary  infection 

F.  Vesical  calculi 

II.  Projected  Length  of  Stay 

A.  Surgery 

1.  Pre-op:  1-3  days 

2.  Post-op:  4-7  days 

B.  Conservative  Management:  1-3  days 

III.  Indications  for  Discharge  from  Hospital 

A.  Patient  voiding 

B.  Urine  grossly  clear 

C.  Patient  afebrile 


CHRONIC  AND/OR  RECURRENT  TONSILLITIS 
REQUIRING  SURGICAL  PROCEDURE(S) 

I.  Diagnostic  Considerations 

History  of  three  or  more  episodes  of 

tonsillitis  within  a year  100% 

II.  Possible  Associated  Problems 

A.  Acute  infection 

B.  Serous  otitis  media 

C.  Adenoid  hypertrophy 

D.  Check  for  bleeding  disorders:  History 
of  sickle  cell  disease  in  blacks 

E.  Check  for  congenital  or  rheumatic  heart 
disease:  Endocarditis  prophylaxis 

III.  Patterns  of  Treatment 

A.  Expected  Use  of  Treatment 

1.  Up  to  age  20:  Tonsillectomy  with 

adenoidectomy  75% 

2.  Over  age  20:  Simple  tonsillectomy 

without  adenoidectomy  90% 

3.  With  associated  serous  otitis  media — 
common  in  children  younger  than 
10:  Tonsillectomy  plus  myringotomy 
and  insertion  of  pressure  equalizing 

tube  >75% 

B.  Monitor  Effects  of  Treatment 
Routine  postoperative  observations 
(Note  if  bleeding,  anesthesia 
complications,  fever,  etc.  are  present.) 

C.  Contraindications:  Radiotherapy  for 

non-malignant  hypertrophy 

IV.  Expected  Response  to  Treatment 

A.  Short  Term:  Swallowing  within 

24  hours  >90% 

B.  Reassessment:  Not  applicable 

C.  Long  Term:  Residual  tonsil  left  <10% 

V.  Expected  Incidence  of  Complications 

A.  Of  Disease:  None 

B.  Of  Treatment 

1.  Anesthesia  complications:  Morbidity — 
overall  for  general  anesthesia 
1:15,000-1:20,000  with  higher 
incidence  in  children,  cardiac  arrest, 
etc. 

2.  Hemorrhage:  Overall  incidence 
approximately  1%,  various  studies 
report  different  statistics — immediate 
bleeding  1st  24  hours:  1-1.5%; 
delayed  bleeding  5-10  days 
postoperative : 1 -3  % 

3.  Postoperative  infections:  Infections 
of  tonsillar  fossa  or  posterior 
pharynx  not  uncommon  5-10% 
various  studies  report 

4.  Tissue  trauma:  Injury  to  tonsillar 

pillars,  soft  palate,  uvual,  pharyngeal 
tissue  can  occur  depending  on  care 
of  dissection  in  approximately  10% 
of  cases 

5.  Miscellaneous  complications — very  rare 

a.  Significant  delayed  healing 
less  than  1% 

b.  Loss  of  tonsillar  tissue,  instruments, 
or  pieces  of  instruments 
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VI.  Disposition 

Follow-up  as  outpatient  1 to  4 weeks  postoperative 
or  until  tonsillar  fossa  completely  healed 

UTILIZATION  ASPECTS 
I.  Indications  for  Admission  to  Hospital 

Any  One  of  the  Following 

A.  Recurrent  attacks  of  tonsillitis 

B.  Upper  respiratory  obstruction  associated 
with  enlarged  tonsils 

C.  Recurrent  episodes  of  acute  otitis  media 
or  serous  otitis  media  with  conductive 
hearing  loss 

D.  Chronic  cervical  adenoiditis 

E.  Repeated  URI’s  associated  with  sore 
throat,  cervical  adenoiditis,  anorexia, 
lack  of  weight  gain 

F.  Feeding  problems  secondary  to 
hypertrophy 

G.  Tonsils  implicated  as  foci  of  infection 

H.  Presence  of  pharyngeal  or  tonsillar 
tumor 

II.  Projected  Length  of  Stay 

A.  Routine  tonsilectomy 

1.  Pre-op:  1 day 

2.  Post-op:  1-2  days 

B.  If  associated  with  malignancy 

1.  Pre-op:  1-7  days 

2.  Post-op:  1-60  days 

III.  Indications  for  Discharge  from  Hospital 

A.  Fever  less  than  102°F 

B.  Satisfactory  oral  fluid  intake  (not  food) 

C.  Home  or  suitable  facilities  available  for  care 

DIABETES  MELLITUS 
(WITHOUT  KETOACIDOSIS) 

I.  Diagnostic  Considerations 

A.  Blood  sugar  with  acetone  (fasting, 


2-hour  post  prandial  or  random 

blood  sugar)  100% 

B.  Urine  sugar  and  acetone  100% 

C.  CBC  with  differential  100% 

D.  EKG  (for  adults)  100% 

E.  Chest  X-Ray  100% 

F.  Liver  function  test  100% 

G.  Electrolytes  and  BUN  100% 

H.  Evaluation  of  previous  diet  and 

medication  100% 


II.  Possible  Associated  Problems 

A.  Infections 

B.  Hypertension 

C.  Obesity 

D.  Neuropathy 

E.  Nephropathy 

F.  Retinopathy 

G.  Peripheral  vascular  disease 

H.  Coronary  artery  disease 
I.  Hypoglycemia 

III.  Patterns  of  Treatment 

A.  Expected  Use  of  Treatment 

1.  Diet  (ADA)  100% 

2.  Insulin  (juvenile  and  ketosis  prone 

diabetics)  100% 

3.  Oral  hypoglycemic  agents*  20% 

Not  recommended  in: 

a.  Chemical  diabetes 

b.  Patient  with  sensitivity  to  these 
drugs 

c.  Ketosis-prone  adult  diabetics 


d.  Juvenile  diabetics 

e.  Refractive  patient  whose  blood 
sugar  after  3-6  months  of  trial  is 
not  controlled  with  these  agents 

f.  Patients  with  severe  renal  and  liver 
diseases,  or  patients  with  adrenal 
failure 

g.  Presence  of  active  infection  in 
diabetes 

h.  Surgical  patients  with  diabetes 
*Phenformin  use  is  contraindicated 

in  above  conditions  as  well  as  in 
patients  with  history  of  alcoholism 
B.  Monitor  Effects  of  Treatment 

1.  Check  for  polyuria,  polydipsia, 
polyphagia  and  weight  loss 

2.  Fasting,  2-hour  post  prandial  or 
random  blood  glucose  at  1-3 
day  intervals 

3.  Urine  sugar  and  acetone  QID 

4.  4-hour  oral  glucose  tolerance  test 
after  3 days  of  300  g CHO  diet  (not 
indicated  if  any  random  sample 
plasma  sugar  > 250  mg/ 100  ml 

IV.  Expected  Response  to  Treatment 

A.  Short  Term 

1.  Alleviation  of  symptoms  of  polyuria, 
polydipsia,  polyphagia  and 
pathological  weight  loss 

2.  Euglycemia:  Fasting  blood  glucose 
< 150  mg/ 100  ml,  2-hour  post 
prandia  blood  glucose  < 200  mg/100 
ml  (225  in  elderly  patients) 

B.  Reassessment  of  Patients  with  Less 
Than  Expected  Response 

1.  Evaluate  for  dietary  failure 

2.  Evaluate  for  oral  hypoglycemic 
treatment  failure 

3.  Evaluate  for  insulin  treatment  failure 

V.  Expected  Incidence  of  Complications 

A.  Of  Disease 

1.  Arteriosclerotic  heart  disease 

2.  Renal  failure 

3.  Blindness 

4.  Cerebral  vascular  accident 

5.  Diabetic  ketoacidosis  (DKA) 

6.  Hyperosmolar  coma 

7.  Insulin  allergy  and  reaction 

8.  Insulin  resistance 

9.  Neuropathy 

10.  Weight  loss 

11.  Foot  ulcer 

B.  Of  Treatment:  Hypoglycemia 
(glucose  <50  mg%) 

VI.  Disposition 

A.  Discharged  on  medication  necessary: 

1.  To  keep  fasting  blood  sugar  between 
100-150  mg/ 100  ml  (euglycemia) 

2.  To  prevent  polyuria,  polydipsia, 
polyphagia,  weight  loss  and 
hypoglycemic  reaction 

B.  Follow-up  visits  every  1-4  months  with 
urinalysis,  blood  pressure,  random  blood 
sugar  and  foot  care 

UTILIZATION  ASPECTS 

I.  Indications  for  Admission  to  Hospital 

A.  Uncontrolled  polyuria,  polydipsia, 
polyphagia,  weight  loss 


100% 


100% 

100% 


100% 


100% 


100% 


70% 

50% 

<10% 


25%  - 
10% 
10% 
25% 
5% 
1% 
<1% 
<5% 
25% 
15% 
35% 

<10% 
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B.  Hypoglycemia 

C.  Hyperglycemia  and  glycosuria 

D.  Appearance  of  complications  (see  under  V) 

II.  Projected  Length  of  Stay 


A.  3-5  days  50% 

B.  5-10  days  35% 

C.  11-15  days  10% 

D.  > 15  days  5% 


III.  Indications  for  Discharge  from  Hospital 

A.  Good  control  of  symptoms 

B.  Euglycemia  (fasting  blood  sugar 
between  100-150  mg/100  ml) 

C.  Good  response  of  complications  to 
treatment 


GASTRIC  ULCER  (Cause  Unknown) 


Diagnostic  Considerations 

A.  CBC  with  indices 

100% 

B. 

Stool  guaiac 

100% 

C. 

Serum  calcium 

100% 

D. 

Gastric  acid  (pH) 

95-100% 

E. 

Upper  gastrointestinal  series 

100% 

F. 

Gastroscopy 

95-100% 

G. 

Brush  cytology  via  endoscopy 

95-100% 

H. 

Ulcerogenic  drugs:  Statement  about 
use  of  aspirin,  indocin,  corticosteroids 

100% 

II.  Possible  Associated  Problems 

Hyperparathyroidism 

III.  Patterns  of  Treatment 

A.  Expected  Use  of  Treatment 


1.  Hospital  bedrest  for  2 weeks  95-100% 

2.  Antacids  every  2 hours  to  1 hour 

while  awake  100% 

3.  Sedation  80-100% 

4.  Bland  diet  with  frequent  feedings  80% 

B.  Monitor  Effects  of  Treatment:  Daily 

statement  on  state  of  pain  and 
clinical  symptoms  100% 

IV.  Expected  Response  to  Treatment 
A.  Short  Term:  50%  healing  at  2 weeks 

or  greater  (upper  gastrointestinal  >90% 

series)  of  benign 


ulcers 

B.  Reassessment  of  Patients  with 
Less  Than  Expected  Response 

1.  Less  than  50%  healing:  Consider 
two  more  weeks  of  hospitalization 

or  surgical  intervention  100% 

2.  After  3-4  weeks  of  no  healing: 

Perform  surgery  95-100% 

3.  If  early  recurrence  of  ulcer  after 
healing:  Perform  surgery  on 
>50%  of  patients 

4.  Consider  gastrin-producing  tumors 

V.  Expected  Incidence  of  Complications 

A.  Of  Disease 

1.  Hemorrhage  12% 

2.  Perforation  5-11% 

3.  Penetration  17% 

4.  Obstruction  5-10.5% 

B.  Of  Treatment:  None 

VI.  Disposition 

A.  Modification  effort  through  instruction 
on:  alcohol,  cigarettes,  ulcerogenic, 
medicines 

B.  Return  visit  3-4  weeks;  patient 
discharged  with  partially  healed  ulcer 
require  X-ray  to  document  complete 
healing 


C.  Follow-up  visit  every  6 months  with 
hematocrit  and  stool  guaiac 

D.  Upper  gastrointestinal  series  every  year 
x 3 after  healing 

UTILIZATION  ASPECTS 

I.  Indications  for  Admission  to  Hospital 

Suspicion  or  documentation  of  ulcer 

II.  Projected  Length  of  Stay 

A.  If  healed:  At  least  2 weeks 

B.  If  unhealed:  Additional  1-2  weeks  for 
restudy 

III.  Indications  for  Discharge  from  Hospital 

A.  50%  healing  of  ulcer  documented  at  2 
weeks  by  upper  gastrointestinal  series 

B.  Stable  hematocrit 

INGUINAL  HERNIA 
REQUIRING  HERNIORRHAPHY 
I.  Diagnostic  Considerations 

A.  Presence  of  mass  or  protrusion  of  sac 
with  cough  or  straining  for  patient 


> age  3 years 

100% 

B.  Strong  history  of  bulge  by  reliable 

observer  for  patient  < age  3 years 

100% 

Possible  Associated  Problems 

Adults  over  40;  positive 

or  negative  statement 

100% 

A.  Chronic  obstructive  lung  disease:  check 
for  history  of  chronic  cough 

B.  Obstructive  uropathy;  check  for  history 
of  straining  to  void,  decreased  stream, 
nocturia,  etc. 

C.  Obstruction  of  colon:  check  for  history 

of  constipation,  straining  at  stool, 
blood  in  stool,  decreased  caliber  of  stool 
Institute  appropriate  management  if 
associated  problem  present  100% 

III.  Patterns  of  Treatment 

A.  Expected  Use  of  Treatment 

1.  Hernia  repair  95-98% 

2.  Statement  in  chart  if  surgery  not 
performed  (e.g.,  poor  risk,  patient 

refusal,  associated  infection,  etc.)  100% 

B.  Monitor  Effects  of  Treatment:  Progress 
notes  on  postoperative  recovery  (e.g., 

wound  healing,  other  complications,  etc.)  100% 

IV.  Expected  Response  to  Treatment 

A.  Short  Term  Status  at  Time  of  Discharge 
or  3-7  days  Postoperative 

1.  Hernia  repair  successful  99% 

2.  Wound  healed  without  infection  97% 

B.  Reassessment  of  Patients  with  Less 
Than  Expected  Response 

1.  Hernia  recurrence — possible  overlooked 
second  hernia 

2.  Wound  infection 

a.  C & S and/or  gram  stain 

b.  Local  care — open  and  drain 

c.  Possible  antibiotics 

C.  Long  Term:  Recurrent  hernia  <10% 

V.  Expected  Incidence  of  Complications 

A.  Of  Disease 

1.  Incarceration  <25% 

2.  Strangulation  <10% 

B.  Of  Treatment 

Wound  infection  <3% 

VI.  Disposition 

A.  Recheck  within  4-6  weeks 
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B.  Instructions  to  avoid  heavy  lifting  for 
patients  >12  years 

UTILIZATION  ASPECTS 
Indications  for  Admission  to  Hospital 

A.  Presence  of  hernia  > age  3 years 

B.  Strong  history  of  bulge  < age  3 years 

Projected  Length  of  Stay 

A.  < age  3 years 

1.  Pre-op:  1 day 

2.  Post-op:  2 days 

B.  > age  3 years 

1.  Pre-op:  1 day  unless  associated 

problems  present,  then  indeterminate 

2.  Post-op:  3-7  days  varying  with  age 
and  if  no  complications 

Indications  for  Discharge  from  Hospital 

A.  Wound  healing  without  infection 

B.  Complications  under  control  and  do 
not  need  hospital  care 


NEUROTIC  DEPRESSION 

Diagnostic  Considerations 

A.  History  should  record  presence  or 

absence  of:  100% 

1.  Dysphoria:  easy  crying 

2.  Hypochondrical  compaints  relating  to 
various  organ  functions 

3.  Fatigue  and  lassitude 

4.  Sleep  disorder  (insomnia  or 
hypersomnia) 

5.  Difficulties  in  carrying  on  daily 
activities  and  work 

6.  Easy  irritability 

7.  Suicidal  attempts 

8.  Alcohol  intake 

B.  Mental  status  examination  should  record 

presence  or  absence  of:  100% 

1.  Self  depreciation:  hopelessness  and 

helpessness 

2.  Anxiety 

3.  Guilt  feelings 

4.  Emotional  conflict 

5.  Agitated  behavior  or  psychomotor 
retardation 

6.  No  formal  thought  disorder 


V.  Expected  Incidence  of  Complications 

A.  Of  Disease 

1.  Suicidal  attempts  or  threats  50% 

2.  Worsening  of  depression  50% 

3.  Acting  out  75% 

B.  Of  Treatment 

1.  Drug  side  effect  25% 

2.  Acting  out  25% 

3.  Suicidal  attempt  as  patient  is  coming 

out  of  severe  depression  10-20% 

VI,  Disposition 

A.  Clinic  follow-up  within  one  week  70% 

B.  Refer  to  another  hospital  for  continued 

treatment  25% 

UTILIZATION  ASPECTS 

I.  Indications  for  Admission  to  Hospital 

A.  Suicidal  attempts  or  gesture  50% 

B.  Severe  disabling  depression  50% 

C.  Poor  social  support  50% 

II.  Projected  Length  of  Stay 

1-2  weeks  90% 

III.  Indications  for  Discharge  from  Hospital 

A.  Absence  of  suicidal  ideation  90% 

B.  Significant  improvement  in  depression  75% 

C.  Adequate  social  support  50% 

PSORIASIS 

I.  Diagnostic  Considerations 

Skin  biopsy  if  none  done  previously 
to  document  psoriasis  100% 

II.  Possible  Associated  Problems 

Positive  or  negative  statement  about  joints  100% 

III.  Patterns  of  Treatment 

A.  Expected  Use  of  Treatment 

1.  Topical  steroid  as  part  of 

treatment  >70% 

2.  Anthralin  or  tar  and  ultraviolet 

(UV)  light  >70% 

3.  Grenz  ray  <10% 

4.  Methotrexate  (MTX)  <1% 

B.  Monitor  Effects  of  Treatment 
Observation  of  skin  condition  at  least 
3 times  a week  (Methotrexate 
treatment — not  specified  here) 

IV.  Expected  Response  to  Treatment 

A.  Short  Term 


IV. 


7.  History  of  hypomania  or  mania 

1.  > 75%  of  patients  should  be  >80% 

C.  Laboratory  evaluation  should  include: 

improved  3 weeks  after  start  of 

1.  Drug  screen  for  amphetamines 

100% 

Tar-UV  or  4 weeks  after  admission. 

2.  Psychological  testing 

10% 

2.  > 90%  should  be  >80%  improved 

3.  Chest  X-ray 

50% 

at  the  end  of  8 weeks. 

4.  Thyroid  tests 

50% 

3.  <1%  should  be  considered  for  MTX 

Differential  Diagnosis 

therapy  after  trial  on  topical 

Rule  out  anxiety  neurosis 

treatment  fails. 

Patterns  of  Treatment 

B. 

Reassessment  of  Patients  with  Less 

A.  Expected  Use  of  Treatment 

Than  Expected  Response 

1.  Chemotherapy  (anti-depressants) 

50% 

Patch  test  to  topical  agents 

>50% 

2.  Psychotherapy 

100% 

C. 

Long  Term 

3.  Activities  therapy 

50% 

<20%  should  need  re-admission 

4.  Electroconvulsive  therapy  if  all  above 

within  6 months 

treatment  modality  fail  and  patient 

V.  Expected  Incidence  of  Complications 

is  still  severely  disabled 

10-20% 

A. 

Of  Disease 

B.  Monitor  Effects  of  Treatment 

1.  Generalized  exfoliative  erythroderma 

<1% 

1.  Nursing  observation 

100% 

2.  Pustular  psoriasis  supervening 

<1% 

2.  Serial  mental  status  examination 

100% 

B. 

Of  Treatment 

Expected  Response  to  Treatment 

1.  Over-reaction  to  UV  light 

Improvement  in  5-21  days 

50% 

requiring  cessation  of  treatment 

<5% 
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2.  Reaction  to  tar/anthralin 


requiring  cessation  of  treatment 

<10% 

Disposition 

Arrangements  for  home  or  outpatient 

UV  light 

>50% 

UTILIZATION  ASPECTS 

I.  Indications  for  Admission  to  Hospital 

A.  More  than  50%  of  surface  area  involved 

B.  Acute  flare  with  >30%  of  surface  area 
involved 

C.  Associated  with  joint  disease 

II.  Projected  Length  of  Stay 

A.  Median:  2 to  2%  weeks 

B.  75th  percentile:  <30  days 

III.  Indications  for  Discharge  from  Hospital 

A.  Skin  cleared 

B.  Completion  of  course  of  UV  therapy 
with  skin  condition  stable  or  improving 

RETINAL  DETACHMENT 

I.  Diagnostic  Considerations 

A.  Retinal  detachment  confirmed  by 

indirect  ophthalmoscopy  100% 

B.  Retinal  study  confirmed  by  retinal 

drawing  100% 

C.  Statement  about  presence  or  absence 

of  a retinal  break  100% 

D.  Evidence  that  secondary  detachment 
(e.g.,  exudative  detachment  secondary  to 
toxemia,  accelerated  hypertension, 
intra-ocular  tumor)  or  simulating 
lesion  (e.g.,  choroidal  detachment)  has 

been  considered  100% 

II.  Possible  Associated  Problems 

A.  Intra-ocular  tension  changes 

B.  Status  of  retina  in  fellow  eye 

C.  Recent  ocular  surgery 

III.  Patterns  of  Treatment 

A.  Expected  Use  of  Treatment 

1.  Retinal  detachment  surgery  80-90% 

2.  Statement  in  chart  when  surgery  not 
performed,  e.g.,  poor  prognosis  in 
high  risk  patient,  detachment  found 

to  be  secondary  100% 

B.  Monitor  Effects  of  Treatment:  Daily 
progress  notes  to  indicate: 

1.  Degree  of  postoperative  intra-ocular 
inflammation 

2.  Intra-ocular  pressure 

3.  Presence  or  absence  of  sub-retinal 
fluid  (SRF) 

4.  Relationship  of  retinal  break  to 
buckle 

5.  Presence  or  absence  of  postoperative 
infection  (pain,  purulent  discharge) 

IV.  Expected  Response  to  Treatment 

A.  Short  Term  (status  at  time  of  discharge 
5-7  days  postoperative) 

1.  Retinal  break  (s)  contained  by 


buckle  with  some  residual  SRF  75-90% 

2.  Intra-ocular  pressure  below  30mm. 

Hg.  • >90% 

3.  No  obvious  postoperative  infection  >90% 

4.  Severe  intra-ocular  operative 

reaction  <10% 

5.  Patient  comfortable  with  oral 

analgesics  >90% 


B.  Reassessment  of  Patients  with  Less  Than 
Expected  Short  Term  Response  to 
Treatment 

1.  Retinal  break  fails  to  settle  on 

buckle  with  resorption  of  SRF  20% 

or  less 

a.  Was  another  break  missed? 

b.  Were  surgical  compications  present? 

2.  Intra-ocular  pressure  elevated  <10% 

Management  with  oral  and/or 

topical  anti-glaucoma  medication 

3.  Severe  postoperative  uveitis  <10% 

Management  with  cycloplegic/steroid 
drugs 

4.  Postoperative  infection  <5% 

a.  Culture  and  sensitivity  studies 

b.  Systemic  and  local  antibiotics 

C.  Long  Term 

1.  Failure  to  re-attach  retina  by 


primary  procedure  <20% 

2.  Massive  vitreous  retraction  (MVR)  10% 

or  less 

3.  Rate  of  re-operation  <15% 

4.  Removal  of  buckel  material  <10% 

V.  Expected  Incidence  of  Complications 

A.  Of  Disease 

1.  MVR  (progression  to  inoperable 

detachment)  5-15% 

2.  New  retinal  tear  requiring  re- 
operation 5-10% 

3.  Macular  pucker  <5% 

B.  Of  Treatment 

1.  Glaucoma  <10% 

2.  Intra-ocular  hemorrhage  <10% 

3.  Infection  <10% 

4.  Retinal  incarceration  <10% 

5.  Perforation  of  globe  <5% 

VI.  Disposition 

A.  Office  follow-up  within  one  month 


B.  Proper  use  of  discharge  medications  to 
reduce  pain  and  inflammation 

C.  Instructions  for  level  of  activity,  post- 
operative hygiene  and  protection  of  eye 

UTILIZATION  ASPECTS 

I.  Indications  for  Admission  to  Hospital 

Confirmation  of  potentially  operable  retinal 
detachment  by  examination 

II.  Projected  Length  of  Stay 

A.  Pre-op:  1-3  days 

B.  Post-op:  3-7  days 

III.  Indications  for  Discharge  from  Hospital 

A.  Retina  settling  on  buckle 

B.  Comfortable  eye  or  pain  well  controlled 
by  oral  analgesics 

C.  No  evidence  of  operative  infection 

D.  General  physical  status  stablized  with 
respect  to  preoperative  status 

RUPTURED  LUMBAR  DISC 
(HERNIATED  NUCLEUS  PULP0SUS) 

I.  Diagnostic  Considerations 

A.  History  should  record  presence  or 
absence  of  severe  radicular  pain  and/ 

or  pain  in  lumbo-sacral  area  100% 

B.  Physical  examination  should  record:  100% 

1.  Presence  or  absence  of  paraspinous 
tenderness  and/or  spasm 

2.  Nerve  root  syndrome:  absent  knee 
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or  ankle  jerk,  muscle  weakness  or 
sensory  loss 

C.  Studies  should  include: 

1.  Lumbar  spine  X-ray  (frequently 

normal;  incuded  to  rule  out 
metastatic  disease)  100% 

2.  Myelogram  (indicated  if  no  definite 
nerve  root  syndrome  present  or  in 

obese  patients  to  aid  localization)  *40-60% 

II.  Possible  Associated  Problems 

(Presence  or  absence  recorded) 

A.  Sphincter  dysfunction  100% 

B.  Foot  drop  100% 

III.  Patterns  of  Treatment 

A.  Expected  Use  of  Treatment 

1.  Conservative  treatment:  All  patients  100% 

(except  for  those  with  significant 
neurological  deficits  or  severe,  un- 
relenting pain)  should  receive  a two- 

week  trial  (as  inpatient  or  out- 
patient) on  bedrest  with  analgesics 
and  muscle  relaxants 

2.  Operative  treatment:  Semmes 

Operation  <25% 

of  all  patients  seen  with 
disc  symptoms  by  pri- 
mary physicians 

3.  Chemonucleosis  (to  be  developed) 

B.  Monitor  Effects  of  Treatment:  Repeat 
neurological  examination  for  deficits  100% 

C.  Contraindicated  Diagnostic  or  Thera- 
peutic Measures 

1.  Spinal  fusion  for  classical  ruptured  disc 

2.  Myelogram  for  classic  ruptured  disc 
(L  4-5  or  L 5-5 x ) where  signs  of 
nerve  root  syndrome  are  present  and 
in  the  absence  of  systemic  or  neuro- 
logic findings  suggesting  other  dif- 
ferential diagnostic  possibilities 

IV.  Expected  Response  to  Treatment 

A.  Short  Term 

1.  Bedrest  patients  (both  inpatients  and 


outpatients):  Relief  of  pain  80% 

2.  Operated  patients:  Relief  of 

a.  Back  pain  75% 

b.  Sciatic  pain  90% 

B.  Reassessment  of  Patients  with  Less  Than 
Expected  Response 

1.  Bedrest  patients:  Consider  for  surgery 

and/or  myelography  100% 

2.  Operated  patients 

a.  Consider  for  physical  therapy  100% 

b.  Reconsider  further  surgery  and/ 

or  myelography  100% 

C.  Long  Term 

1.  Bedrest  patients:  Return  to  work 

in  1 month  >80% 

2.  Operated  patients:  Return  to  work 

after  3 months  >80% 

V.  Expected  Incidence  of  Complications 

A.  Of  Disease 

1.  Foot  drop  <10% 

2.  Sphincter  dysfunction  <5% 

B.  Of  Treatment 

1.  Blood  loss  requiring  transfusion  <10% 

2.  Additional  neurologic  deficit  <5% 

3.  Injury  to  abdominal  or  retroperitoneal 

viscera  <0.5% 

(*  % done  in  hospitalized  patients) 
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VI.  Disposition 

A.  Bedrest  (non-operated)  patients:  Avoid 

heavy  lifting  indefinitely  100% 

B.  Bedrest  and  operated  patients:  Instruc- 
tions to  walk  1-2  miles  a day  100% 

UTILIZATION  ASPECTS 

I.  Indications  for  Admission  to  Hospital 

A.  Severe  pain 

B.  Neurologic  deficit 

II.  Projected  Length  of  Stay 

A.  Bedrest  patients 

1.  Improved  with  rest  <14  days 

2.  Unimproved  with  rest  <21  days 

B.  Operated  patients 

1.  Operated  at  start  without  compli- 
cations <10  days 

2.  Operated  after  trial  on  bedrest 

without  complications  <30  days 

C.  Patients  admitted  primarily  for  my- 

elography without  complications  <7  days 

III.  Indications  for  Discharge  from  Hospital 

A.  Relief  of  symptoms  and/or  deficits 

B.  Postoperative  status 

TROCHANTERIC  FRACTURE 

I.  Diagnostic  Considerations 

Evidence  of  fracture  by  X-ray  of  hip  100% 

II.  Possible  Associated  Problems 

A.  Statement  about  senility 

B.  Statement  about  and/or  laboratory 
tests  for: 

1.  Cardiac  disease  (electrocardiogram) 

2.  Pneumonia  (chest  X-ray) 

3.  Urinary  tract  infection  (urinalysis) 

III.  Patterns  of  Treatment 

A.  Expected  Use  of  Treatment 


1.  Bed  rest  initially  100% 

2.  Bucks  traction  till  surgery  >90% 

3.  Open  reduction  and  internal  fixation 

of  the  fracture  >90% 

B,  Monitor  Effects  of  Treatment 

1.  Serial  pulse,  respiration  and  blood 

pressure  100% 

2.  X-ray  in  operating  room  >90% 

3.  X-ray  prior  to  discharge  >90% 

IV.  Expected  Response  to  Treatment 

A.  Short  Term 

1.  Decrease  in  pain  2 to  3 days  after 

internal  fixation  >75% 


2.  Ability  to  be  up  in  wheelchair  in 

24-48  hours  (if  no  medical  problems)  >75% 
B.  Long  Term 

1.  Union  of  fracture  in  satisfactory 


position  >75% 

2.  Ability  to  walk  with  walker  or 
crutches  at  4-6  months  (if  not 
senile  or  has  medical  problems 
that  would  prevent)  >75% 

V.  Expected  Incidence  of  Complications 

A.  Of  Disease  or  Treatment 

1.  Loss  of  internal  fixation  <25% 

2.  Nonunion  of  fracture  <25% 

B.  Of  Treatment 

Wound  infection  <10% 

VI.  Disposition 

A.  Return  visit  in  4 to  8 weeks  100% 

B.  X-ray  of  hip  on  return  100% 

(continued  on  page  564) 
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Mental  Health:  A Tennessee  Partnership 

The  development  and  growth  of  mental  health 
services  in  Tennessee  is  becoming  one  of  increas- 
ing partnership  between  state  and  local  govern- 
ment and  even  more  significantly,  between  the 
public  and  voluntary  sectors  of  our  society.  This 
trend  is  well  established  in  Tennessee  and  pro- 
vides the  corner  stone  for  the  continued  em- 
phasis on  community  alternatives  to  institutionali- 
zation. 

The  treatment  of  the  mentally  ill,  the  mentally 
retarded,  the  drug  addict  and  the  alcoholic  have 
been  profoundly  effected  by  the  development  of 
an  extensive  system  of  community-based  re- 
sources. This  development  has  resulted  from  a 
multi-facetted  partnership  which  has  included  the 
federal  government,  state  government,  city  and 
county  government  and  the  voluntary  sector. 

The  role  of  the  voluntary  sector  is  of  par- 
ticular interest.  Volunteerism  represents  a unique 
characteristic  of  the  American  life  style.  Dis- 
cerning foreign  visitors  have  often  noted  our 
ability  to  organize  into  voluntary  associations 
and  to  participate  in  a wide  array  of  social  wel- 
fare activities  on  a voluntary  basis.  This  tradi- 
tion is  buried  deep  in  the  American  conscious- 
ness and  is  largely  responsible  for  the  strength 
and  vigor  of  our  society. 

The  historic  roots  of  American  volunteerism 
can  be  traced  back  to  the  earliest  days  of  our 
nation.  Volunteer  fire  departments,  corn  husking 
bees,  and  barn  raisings  clearly  demonstrated  the 
value  of  cooperative  effort — of  neighbor  helping 
neighbor.  This  philosophy  has  carried  over  into 
today’s  more  complex  world  and  remains  one 
of  the  brightest  and  more  colorful  threads  in 
the  fabric  which  is  particularly  and  peculiarly 
American. 

Voluntary  associations  have  evolved  into  what 
at  times  appears  to  be  a bewildering  variety  of 
efforts  to  improve  the  quality  of  life  and  achieve 
social  improvement.  Concerns  range  from  the 
trivial  to  the  very  profound.  Underlying  all  of 
this  activity,  however,  is  a willingness  to  “give.” 
To  give,  not  only  in  an  economic  sense  but 
even  more  important,  to  give  of  one’s  self,  an 
individual  willingness  to  share  one’s  time,  energy, 


skills  and  talents  for  the  benefit  of  his  fellow 
man  and  his  community. 

In  recent  years,  we  have  witnessed  an  un- 
precedented resurgence  of  volunteerism  among 
every  stratum  and  age  group  in  our  nation. 
Philanthropy,  as  one  example  of  voluntary 
citizen  concern,  continues  to  set  ever  increasing 
fund  raising  records  in  spite  of  expanded  gov- 
ernmental spending  in  the  areas  of  health  and 
welfare. 

Personal  participation  in  the  actual  delivery 
of  mental  health  services  on  the  part  of  citizen 
volunteers  has  made  available  a steadily  grow- 
ing human  resource  with  almost  unlimited  po- 
tential. We  find  children  and  young  people  en- 
gaged in  helping  the  retarded  and  physically 
handicapped;  we  find  housewives  providing  trans- 
portation and  friendship  for  mental  patients;  we 
see  our  aged  citizens  becoming  foster  grand- 
parents to  retarded  children. 

In  Tennessee  we  see  some  of  the  best  examples 
of  the  public/voluntary  partnership  at  work.  The 
community  mental  health  and  mental  retardation 
movements  are  representative  of  citizen  concern 
translated  into  effective  action  for  the  benefit  of 
thousands  of  Tennesseans  in  need  of  help. 

By  and  large,  community  mental  health  and 
mental  retardation  programs  are  a direct  result 
of  grassroots  citizen  action  in  response  to  very 
real  and  very  urgent  human  needs.  Citizen 
groups  in  communities  across  the  state  have 
organized  to  provide  for  the  delivery  of  mental 
health  and  mental  retardation  services  and  have 
entered  into  partnership  relationships  with  the 
State  Department  of  Mental  Health. 

This  partnership  is  defined  through  a contract 
which  permits  local  self-determination  and  con- 
trol while  making  state  funds  available  for  treat- 
ment, habilitation,  and  preventative  services. 
Under  the  terms  of  the  contract,  responsibility 
for  personnel  practices,  employment  of  staff,  and 
service  policies  are  vested  in  the  local  agencies 
board  of  directors.  The  Department  of  Mental 
Health  retains  standard  setting,  quality  assurance, 
and  financial  auditing  responsibilities. 

Under  the  terms  of  the  contract  the  Depart- 
ment can  provide  up  to  75  percent  of  an  ap- 
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proved  budget.  The  local  center  is  responsible 
and  help  accountable  for  the  quality  of  service 
provided  and  all  funds  expended.  The  local  center 
must  submit  an  annual  budget,  quarterly  financial 
and  statistical  reports  and  undergo  periodic  pro- 
gram evaluation  and  fiscal  audits. 

This  partnership  joins  together  local  commu- 
nity strengths  with  the  resources  of  the  state  for 
the  ultimate  benefit  of  those  in  need  of  service. 

J.  Frank  Dearness,  ACSW 

* * * 


Special  Item  . . . 

continued  from  page  562 

UTILIZATION  ASPECTS 

I.  Indications  for  Admission  to  Hospital 

Fracture  or  suspected  fracture  by  X-ray 
or  physical  examination 

II.  Projected  Length  of  Stay 

3 to  6 weeks 

III.  Indications  for  Discharge  from  Hospital 

A.  Wound  healed  or  healing 

B.  Medical  complications  under  control 

Jj:  ^ 


WHITE  SURGICAL  SUPPLY  CO. 

1921  54  Years  1975 

Service  to 

PHYSICIANS  AND  HOSPITALS 

Owner  Operated 

DISTRIBUTORS 

of  Quality  Products 

EQUIPMENT— INSTRUMENTS 
—SUPPLIES 

White  Surgical  Supply  Co. 

127  Bearden  Place,  N.E. 

Knoxville,  Tennessee 
Phone  546-3701 


Pro-Banthlne® 

brand  of 

propantheline  bromide 

Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-Banthi'ne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-Banthlne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 


SEARLE 
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Surely  the  results  of  the  medical  malpractice  legislation  during  the  1975 
session  of  the  Legislature  of  Tennessee  demonstrates  to  each  of  us  the 
effectiveness  that  this  Association  has  when  it  acts  in  a vigorous  and  positive 
manner.  Again,  I am  impressed  by  the  degree  of  unity  that  has  resulted  in 
our  Association  because  of  the  malpractice  crisis,  and  again,  I feel 
challenged  as  President  of  the  Tennessee  Medical  Association  to  try  to 
build  on  that  degree  of  unity  so  that  we  can  be  more  effective  in  other 
areas  that  are  of  concern  to  us. 


pi&sidcAtV 

pot)* 


I have  been  closely  enough  associated  with  politics  all  of  my  adult  life 
to  know  that  the  people  to  whom  an  elected  official  pays  the  most  attention 
are  those  people  that  have  been  with  him  throughout  campaigns  and  have 
worked  in  his  political  interest.  One  of  my  very  dear  colleagues  recently 
protested  that,  “I  don’t  like  for  my  money  to  be  used  to  buy  entertainment 
for  the  politicians.”  I am  sure  all  of  us  could  identify  with  that  feeling, 
however,  it  would  not  be  practical  nor  enjoyable  if  we  played  basketball  by 
the  rules  of  football.  Political  efforts  are  sometimes  just  as  frustrated  when 
we  attempt  to  accomplish  things  in  the  political  arena  and  refuse  to  rec- 
ognize the  type  of  game  in  which  we  are  playing.  I am  not  talking  about 
buying  and  selling  anybody.  I am  talking  about  becoming  involved 
politically  with  the  candidate  and  the  party  of  your  choice  to  the  extent 
that  your  time  and  your  money  is  available  to  that  candidate,  and/or  that 
political  party.  This  demonstration  of  our  effectiveness  on  the  medical 
malpractice  matter  should  cause  a tremendous  increase  in  membership  for 
IMPACT  this  year.  With  IMPACT  money,  we  can  begin  to  have  input  at 
the  beginning  of  the  political  game.  In  my  opinion,  we  are  never  going  to 
be  considered  very  serious  politically  until  we  do  this. 


Let  me  thank  everyone  of  you  who  has  contributed  in  any  way  to  the 
effort  that  the  Tennessee  Medical  Association  has  made  during  the  legislative 
session  in  1975.  Let  me  urge  those  of  you  who  did  not  make  a direct  personal 
effort  to  do  so  now  by  joining  IMPACT  if  you  haven’t  already,  and  by  giving 
serious  consideration  to  the  candidates  who  offer  themselves  for  public 
office  in  your  area. 


Sincerely, 


PRESIDENT 
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Excedrin  Headache  No.  1001 

The  legislative  crisis  over  professional  liability 
has  come  and  gone,  and  the  newspapers  are 
saying  the  doctors  got  what  they  wanted.  They 
are  also  saying  lots  of  other  things  about  us. 
At  the  outset,  though,  we  need  to  keep  one 
thing  clearly  in  mind.  The  “doctors”  (that’s  us) 
did  not  get  what  they  wanted.  They  (we)  got 
essentially  what  they  asked  for,  and  that  con- 
sisted of  what  our  Legislative  Committee,  work- 
ing with  key  legislators,  thought  they  could  get. 
The  two  are  far  different.  The  enacted  legis- 
lation is  a compromise  between  the  medical  and 
legal  professions,  and  it  leaves  a number  of 
critical  areas  still  unaddressed.  In  a sense,  it  is 
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the  “band-aid”  which  some  writers  have  said  it 
is.  Yet  in  the  eyes  of  the  public,  because  it  was 
what  we  asked  for,  it  was  what  we  wanted. 
So  we  got  what  we  wanted. 

Whether  it  will  do  the  job  for  us  remains 
to  be  seen.  Our  major  insurance  carrier  is  out 
of  the  business  of  writing  professional  liability 
insurance.  Whatever  insurance  is  left  is  expen- 
sive. “Claims-made”  insurance  is  available  but 
unsatisfactory.  Though  the  legislation  was  un- 
questionably a major  accomplisment,  our  prob- 
lem is  still  with  us,  and  added  to  it  now  is  a new 
problem:  since  we  did  get  what  we  wanted, 
we  have  to  make  it  work.  Our  Legislative  Com- 
mittee, and  particularly  its  chairman,  Dr.  Morse 
Kochtitzky,  worked  long  and  hard,  and  we  owe 
them  a debt  of  gratitude.  But  there  is  no  doubt 
that  the  united  front  demonstrated  in  the  descent 
on  the  capitol  by  more  than  ten  percent  of  our 
membership  had  an  immeasurable  effect. 

Our  detractors  are  saying  our  motivation  is 
economic.  One  went  so  far  as  to  say  fifteen 
or  twenty  thousand  dollars  for  insurance  is  a 
drop  in  the  bucket  compared  to  the  150  to 
200,000  dollars  doctors  make  (even  assuming 
a few  do,  what  about  the  semi-retired  doctor 
who  serves  as  locum  tenens,  or  the  recent  grad- 
uate, both  of  whom  must  pay  the  same  pre- 
mium?) We  now  have  the  opportunity  to  dem- 
onstrate our  good  faith.  It  will  require  our 
continued  unity. 

Screening  panels  will  be  set  up  in  accordance 
with  our  wishes.  It  has  been  intimated  that 
these  are  unconstitutional,  and  deprive  the  ag- 
grieved their  right  to  trial  by  jury.  On  the  other 
side,  medical  decisions  are  constantly  being 
made  in  our  courts  by  laymen  who  are  usually 
almost  totally  uninformed.  The  panels  will  give 
us  an  opportunity  to  rectify  the  inequity,  but  to 
do  so  is  going  to  require  that  our  best,  and 
consequently  our  busiest,  doctors  be  members  of 
the  panels.  We  cannot  delegate  the  job  to  the 
inexperienced  “because  they  don’t  have  much 
else  to  do.” 

Getting  the  job  done  properly  is  going  to  cost 
many  of  us  a lot  of  time  and  dollars.  Not  to 
do  it  properly,  though,  would  be  disastrous. 

JBT 

Medical  Audit  Criteria 

Perhaps,  as  suggested  in  a recent  issue  of 
AM  News,  by  AMA  Trustee  and  PSRO  specialist 
Dr.  Robert  Hunter,  PSRO  is  indeed  dead,  and 
certainly  if  it  is  few  will  mourn  its  passing.  But 
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if  PSRO  is  dead,  medical  audit  is  not,  nor  should 
it  be.  As  pointed  out  previously  in  this  column 
(Vol.  67,  p.  863,  Oct.,  1974)  medical  audit  was 
a product  of  the  medical  profession,  an  attempt 
to  improve  medical  care.  PSRO  turned  out  to 
be  simply  a cost-containment  mechanism,  in 
spite  of  disclaimers  to  the  contrary.  But  if  it 
spurred  on  proper  medical  audit,  it  served  a use- 
ful purpose. 

All  of  us  have  been  deluged  from  every  direc- 
tion by  audit  criteria,  some  of  them  good  and 
some  not  so  good.  But  whatever  their  source, 
all  need  modification  for  local  situations.  The 
University  of  Tennessee  College  of  Medicine/ 
City  of  Memphis  Hospital  Criteria,  published  in 
part  in  this  issue  of  the  Journal,  are,  as  the 
author  of  the  introduction  states,  no  exception. 
But  he  believes,  and  your  editor  concurs,  that 
there  is  merit  in  sharing  them  with  the  doctors 
elsewhere  in  the  state.  They  are,  for  one  thing, 
very  complete,  and  thus  are  well  suited  to  a 
variety  of  modifications  without  damaging  their 
utility.  They  are  also  produced  locally  by  a 
knowledgeable  and  expert  staff,  and  lend  them- 
selves well  to  comparison,  because  they  give  what 
that  staff  has  found  to  be  the  usual  incidence  of 
occurrence  of  each  criterion.  They  have  in  effect 
combined  the  best  aspects  of  the  outcome  and 
the  process  audit. 

We  are  indebted  to  the  staff  of  the  City  of 
Memphis  Hospital  and  to  Dr.  Rosenberg  for 
sharing  these  criteria  with  us.  It  has  been  my 
pleasure  to  work  with  Dr.  Rosenberg  on  the 
TMA  Committee  for  Continuing  Medical  Edu- 
cation since  its  inception.  He  is  not  only  a busy 
practitioner  and  teacher  of  dermatology,  and 
an  able  administrator,  but  he  is  also  dedicated 
to  the  concept  of  professional  and  public  edu- 
cation, and  in  thanking  him  for  this  particular 
service,  I also  pay  tribute  to  one  of  the  few 
really  innovative  medical  educators  anywhere 
around,  one  who  is  exceedingly  enthusiastic  about 
his  work. 

Having  gotten  their  foot  in  the  door,  both  the 
Joint  Commission  for  Accreditation  of  Hospitals 
(JCAH)  and  the  public  generally  are  going  to 
continue  to  require  us  to  audit  our  medical 
practice.  Since  this  is  so,  this  set  of  criteria 
should  be  a valuable  part  of  your  armamen- 
tarium. (Incidentally,  I heard  a speaker  recently 
point  out  that  JCAH  is  not  “they” — “they”  is 
HEW.  JCAH  is  “us.”  It’s  a lot  better  to  be 
monitored  by  “us”  than  by  “them.”  The  next 


time  you  feel  harrassed  by  the  JCAH,  think  about 
that.  “They”  would,  in  fact,  like  to  do  away 
with  the  Joint  Commission,  and  “they”  are  trying 
to  discredit  the  JCAH  by  saying  JCAH  does  not 
do  an  adequate  job.  It’s  just  one  more  wedge 
in  “their”  effort  to  control  us). 

The  criteria  published  in  this  issue  are  but  a 
part  of  what  Dr.  Rosenberg  has  submitted.  The 
rest  will  be  published  in  subsequent  issues.  But 
he  has  many  more,  and  whether  or  not  they  are 
published  depends  upon  reader  interest.  If  you 
feel  they  are  of  value,  and  would  like  to  see 
them  continued,  it  would  help  us  if  you  would 
drop  a card  or  note  to: 

The  Editor,  JTMA,  P.O.  Box  70,  Nashville, 
Tennessee  37202. 

JBT 

Breast  Cancer  Death: 

Who  Needs  It? 

This  year  breast  cancer  will  touch  one  woman 
in  fifteen  in  the  United  States,  and  one  out  of 
45  will  die  of  it.  Breast  cancer  is  the  leading 
cause  of  death  and  cancer  incidence  among 
women  in  this  country.  The  grim  bare  statistics 
show  90,000  new  cases  in  1974,  with  30,000 
deaths.  This  does  not  even  begin  to  reflect  the 
cost  in  dollars  and  human  misery  in  its  wake. 
In  spite  of  all  of  our  efforts,  the  death  rate  has 
not  been  significantly  lowered  in  the  last  35  years, 
but  we  now  have  the  means  to  increase  survival 
to  85  percent.  It  all  depends  on  early  detection. 

The  April  issue  of  the  Journal  carried  a de- 
scription of  the  National  Cancer  Institute’s  Breast 
Cancer  Detection  Demonstration  Projects,  devel- 
oped as  an  intensified  program  of  breast  cancer 
detection  and  education.  Additional  benefits  will 
be  the  identification  of  risk  factors  and  determi- 
nation of  the  effect  of  screening  and  early  de- 
tection on  death  rates.  At  the  end  of  the  ten 
year  program  we  should  have  a good  idea  of 
the  status  of  detection,  diagnosis,  and  treatment. 

Some  things  even  at  this  early  stage  are 
abundantly  clear,  though.  One  is  that  the  whole 
matter  of  breast  cancer  diagnosis  and  treatment 
has  been  greatly  complicated  for  the  radiologist, 
the  pathologist  and  the  surgeon.  In  the  first 
place,  screening  programs,  especially  mammogra- 
phy, are  turning  up  lesions  which  cannot  be  felt, 
and  which  must  be  accurately  located  by  the 
radiologist  and  the  surgeon  from  the  mammog- 
raphic  film.  This  in  turn  requires  radiography  of 
the  excised  specimen,  for  just  as  the  lesion  is 
not  clinically  palpable,  neither  is  it  visible  nor 
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palpable,  in  most  cases,  in  the  specimen  itself, 
so  that  frozen  section  not  only  is  of  no  value, 
but  it  may  actually  render  a very  small  lesion 
unfit  for  proper  microscopic  examination.  The 
radiograph  is  necessary  to  be  sure  that  the  ex- 
cised specimen  contains  the  lesion,  and  to  aid 
the  pathologist  in  his  choice  of  sections. 

There  has  to  be  a specific  point  in  time  at 
which  a non-cancerous  lesion  becomes  cancer, 
cancer  being  defined  as  a lesion  which  invades 
and/or  metastasizes.  Intra-ductal  carcinoma  of 
the  breast  is  actually  carcinoma-in-situ,  but  it  is 
often  treated  as  a cancer,  especially  if  it  is  large, 
on  the  grounds  that  only  a small  sample  can 
be  routinely  studied  microscopically,  but  that 
when  in  special  projects  large  numbers  of  sec- 
tions are  studied,  a small  area  of  invasion  will 
sometimes  be  found. 

We  are  frequently  dealing,  in  mammographic 
specimens,  with  lesions  2 or  3 mm  in  diameter, 
and  the  invasion  may  consist  of  only  one  or  two 
cells  outside  the  limiting  myoepithelial  membrane 
of  a very  small — often  post-lobular  or  terminal 
— duct.  Demonstration  of  invasion  may  there- 
fore often  be  equivocal.  Other  lesions,  par- 
ticularly sclerosing  adenosis,  may  mimic  the  ap- 
pearance of  cancer,  and  differentiation  of  the  two 
may  sometimes  be  very  difficult.  I have  a feeling 
that  just  as  the  precise  differentiation  of  cervical 
carcinoma-in-situ  from  severe  dysplasia  on  the  one 
hand  and  micro-invasive  cervical  carcinoma  on 
the  other  have  been  found  not  to  be  critical  to 
patient  care,  the  same  may  come  to  be  true 
here,  and  that  as  we  gain  experience  in  handling 
these  minimally  invasive  lesions,  the  accepted 
treatment  is  going  to  be  more  individualized  than 
categorical,  and  will  be  greatly  modified  toward 
much  less  extensive  procedures. 

For  the  present  though,  once  the  diagnosis 
of  a minimal  carcinoma  is  made  (less  than  5 mm 
in  diameter),  the  surgeon  is  faced  with  three 
alternatives.  Since  there  is  invasion,  does  he 
do  a radical  procedure,  or  perhaps  a modified 
radical  (mastectomy  with  removal  of  axillary 
lymph  nodes)?  Or  does  he  simply  remove  the 
breast?  This  is  a highly  controversial  matter, 
even  among  those  with  the  most  experience, 
and  any  discussion  of  it  is  often  charged  with 
emotion. 

Since  every  physician  is  going  to  have  patients 
with  these  minimal  lesions,  he  should  familiarize 
himself  with  the  problems  of  diagnosis  faced 
by  the  radiologist  and  pathologist,  and  problems 
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of  treatment  faced  by  the  surgeon.  A lot  of 
lives  can  be  saved.  Your  patient  needs  all  the 
help  she  can  get,  and  so  do  your  colleagues. 

A word  of  caution.  Lives  were  lost  in  the 
early  days  of  antibiotics  because  doctors  became 
careless,  and  sound,  established  medical  and 
surgical  principles  were  not  followed.  We  must 
never  relax  our  vigilance.  Breast  self-examination 
(BSE)  should  continue  to  be  encouraged,  and 
all  breast  lesions  investigated.  If  you  need  ma- 
terial for  your  patients  on  BSE,  contact  your 
local  unit  of  the  American  Cancer  Society. 
Perhaps  now  is  a good  time  to  again  arrange 
for  a local  showing  of  their  fine  film  on  BSE. 

A very  valuable  piece  of  literature  is  a book 
by  Philip  Strax,  M.D.,  a book  which  all  women 
should  read,  entitled  Early  Detection:  Breast 
Cancer  is  Curable.  It  is  available  in  hard  cover 
or  paperback.  A 30  page  condensation  of  it 
entitled  Breast  Cancer  is  Curable  is  available 
and  is  recommended  by  the  American  Cancer 
Society. 

Breast  cancer  is  a killer.  Fight  it!  (Or,  hope- 
fully: Breast  cancer  is  a fighter.  Kill  it!) 

JBT 

References 

Strax,  Philip,  M.D.  Early  Detection:  Breast  Cancer 

is  Curable,  New  York,  1974.  Harper  and  Rowe  Pub- 
lishers, Inc.  $5.95  (hard-cover  ed.)  (Mail  Order  Di- 
vision, Dept.  5309  BG-1.  10  E.  53rd  St.,  New  York, 
NY  10022) 

Cancer  is  Curable  (A  Benco  Health  and  Welfare 
Publication)  The  Benjamin  Co.,  Inc.,  485  Madison 
Ave.,  New  York,  NY  10022.  Quantity  discount  prices 
vary  from  200  to  400  depending  on  quantity. 

Faceless  or  Unique? 

Two  hundred  years  ago  as  of  this  writing, 
April  19,  1775,  the  “shot  heard  round  the  world” 
was  fired,  and  a British  expeditionary  force  sent 
by  General  Gage  to  Lexington  and  Concord  was 
roundly  defeated  by  the  Massachusetts  militia — 
the  “Minute  Men,” — opening  the  War  for  Ameri- 
can Independence. 

Unless  we  can  learn  from  history,  we  have 
no  business  to  celebrate  our  bicentennial,  for  a 
celebration  is  a time  for  remembering,  and  it  does 
us  no  good  to  be  rational  beings  if  remembering 
does  not  improve  our  present  lot.  Perhaps  there 
will  be  no  celebration,  but  only  mindless  carnivals 
and  a glut  of  tourism,  for  to  celebrate  requires  a 
knowledge  of  what  it  is  we  celebrate.  This  in 
turn  requires  a study  of  history,  which  is  con- 
sidered to  be  tedious,  and  so  whatever  it  is  we 
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will  do  may  be  at  a very  superficial  level — for 
which  we  will  be  the  poorer  as  a nation. 

Many  times  during  the  long  struggle  for 
independence  the  Continental  Army  was  near 
defeat.  The  soldiers  were  cold  in  winter,  burn- 
ing hot  in  summer,  underfed,  sick  with  dysentery, 
poorly  clothed  and  footsore,  often  without  shoes. 
The  pay  was  poor  and  often  late — very  late — in 
coming.  Is  it  any  wonder  that  desertion  was 
common — men  going  home  to  tend  sick  wives 
and  children,  to  get  the  crops  in,  to  do  the 
spring  planting?  This  nation  is  a monument  to 
George  Washington,  who  by  the  sheer  force  of 
his  personality  and  will  held  the  shaky  Conti- 
nental Army  together. 

In  a sense,  history  is  elitist,  and  its  final 
appearance  in  the  books  is  often  inaccurate  as 
well.  Sometimes  it  is  even  rewritten — witness 
the  “de-Stalinization”  of  Russian  history.  Small 
accomplishments  or  defects  of  obscure  men, 
accidents,  or  serendipity  have  changed  the  course 
of  history,  and  on  them  nations  have  risen  and 
fallen.  Those  making  history  are  frequently  un- 
aware of  the  fact.  The  general  has  a view  of 
the  whole  battle,  and  the  common  soldier  knows 
that  he  must  kill  or  be  killed  in  his  own  muddy 
hole,  but  they  are  equally  blind  to  the  conse- 
quences of  their  actions,  which  often  take  gen- 
erations to  become  manifest. 

Though  history  in  the  books  is  elitist  and  deals 
with  groups,  history  as  lived  is  very  personal. 
Most  of  the  people  who  are  alive  now  and  who 
ever  lived  have  lived  lives  of  quiet  desperation, 
with  little  or  no  control  over  their  circumstances 
— back  breaking  toil,  few  pleasures,  little  or  no 
privacy,  and  nothing  to  look  forward  to.  Over 
half  the  people  in  the  world  will  never — in  their 
whole  lives — have  a decent  meal — ever — not  one. 
Most,  even  now,  never  travel  more  than  a few 
miles  from  where  they  were  born,  and  where 
they  will  also  die.  It  is  completely  unspectacular 
— very  pedestrian  and  depressing. 

Taxation  without  representation  and  acts  of 
repression  by  King  George  III  begot  the  United 
States  of  America.  Had  George  Washington 
been  of  different  persuasion,  we  would  have 
had  a monarchy.  Years  of  repression  of  the 
Russian  peasants  by  the  Tsars,  often  with  mass 
murders,  gave  birth  to  a people’s  uprising,  re- 
sulting in  the  Bolshevik  regime  and  finally  in  the 
Soviet  Union,  itself  become  a repressive  state 
filled  with  growing  numbers  of  dissidents.  Cen- 
turies of  oppression  of  the  Jews  gave  rise  to  the 


Zionist  movement,  and  six  million  murders  in 
Nazi  Germany  served  as  the  impetus  for  the 
formation  of  modern  Israel. 

It  is  easy  to  look  at  the  United  States  or  the 
Soviet  Union  or  Israel  and  see  a few  leaders 
and  a faceless  mass  of  people.  This  is  a natural 
tendency,  and  we  are  aided  in  it  by  the  news 
media.  But  somewhere  back  down  the  line,  in 
each  case  that  faceless  mass  reached  the  point 
where  “life  was  [not]  so  dear  and  peace  [not] 
so  sweet  that  it  must  be  purchased  as  the  price 
of  chains  and  slavery.”  The  mood  of  the  people 
produces  the  leaders.  The  faceless  mass  was 
made  up  of  individuals  who  decided  that  life 
under  such  circumstances  was  no  longer  worth 
living.  Individual  citizens  became  soldiers  in  the 
Continental  Army,  left  their  homes  and  families, 
were  wounded  but  fought  on,  ate  too  little  food, 
which  was  often  spoiled,  and  suffered  from  dis- 
ease, exposure,  and  loneliness  so  that  we  might 
live  in  a free  land.  That  freedom  has  been 
maintained  by  others  in  other  wars,  at  equal  cost 
to  themselves  and  to  their  families. 

Freedom  is  now  being  eroded  in  many  areas, 
and  the  saddest  part  is  that  it  is  not  being  taken 
from  us.  We  are  giving  it  up  for  more  security 
and  for  the  good  life;  chains  and  slavery  are 
becoming  an  acceptable  price.  Freedom  cannot 
exist  in  an  atmosphere  of  suspicion,  greed,  and 
fear.  In  this  country,  right  now,  persons — 
individual,  unique  human  beings — are  being 
persecuted,  their  only  offense  in  having  the 
temerity  to  be  born  different — black,  Indian. 
Jewish,  Roman  Catholic,  stupid,  poor — some- 
times even  rich,  brilliant,  or  WASP  (these  some- 
times get  lost  sight  of,  and  it  hurts  just  as  much). 
Nor  is  such  discrimination  by  any  means  always 
intentional.  There  are  thousands  of  Indians  scat- 
tered over  many  thousands  of  square  miles  of 
some  of  our  most  inhospitable  land,  and  the 
problem  of  giving  them  adequate  medical  care 
truly  taxes  our  ingenuity.  It  is  presently  totally 
inadequate.  The  same  is  true  of  blacks  in  some 
areas  of  the  South  and  in  the  metropolitan 
ghettos,  and  of  the  poor  generally  in  many  areas, 
urban  and  rural. 

Doctors  have  historically  dealt  not  with  a 
faceless  mass  but  with  individuals,  showing  com- 
passion and  love  often  beyond  any  call  of  duty. 
In  spite  of  the  charges  of  our  critics  that  we 
have  turned  mercenary,  departure  from  the  his- 
toric path  when  it  occurs  can  be  traced,  with  a 
few  unfortunate  (and  usually  well  publicized) 
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exceptions,  to  the  superspecialization  forced  on 
us  by  the  information  explosion  of  the  last  two 
or  three  decades.  But  that  this  is  so  does  us 
no  good  if  the  people  think  otherwise,  as  many 
in  high  places  keep  telling  them  it  is. 

Our  problems,  serious  though  they  may  be, 
need  to  be  kept  in  perspective  and  their  origins 
recognized  and  dealt  with.  Many  of  us  are  in- 
volved right  now  in  history-making  endeavors. 
In  them  we  deal  with  people  en  masse  at  our 
peril.  Though  in  comparison  too  much  of  the 
world’s  population  our  poor  are  rich  and  receive 
generally  good  medical  care,  they  have  come 
to  expect  more,  not  altogether  unreasonably. 
But,  unreasonably,  everyone  is  now  demanding 
the  best,  when  they  want  it,  and  at  no  cost  to 
themselves.  We  are  being  held  accountable  when 
it  happens  otherwise.  It  is  becoming  increas- 
ingly important  for  us  to  remember  constantly 
(and  to  act  upon  it)  that  each  person  who  enters 
our  office  as  a patient,  each  employee,  and  each 
person  we  will  meet  in  any  capacity,  is  a unique 
individual  with  his  own  set  of  problems  which 
at  that  moment  are  to  him  the  most  important 
problems  in  the  whole  world.  It  is  the  least  we 
can  do,  and  it  will  do  wonders  all  around. 

JBT 

Congratulations 

In  naming  Dr.  Rudolph  Kampmeier  recipient 
of  The  Sheen  Award  (see  news  item  in  Medical 
News  in  Tennessee),  The  American  Medical 
Association  recognized  a lifetime  of  dedication  to 
the  medical  profession  at  large,  to  countless  medi- 
cal students  and  patients,  and  to  the  high  prin- 
ciples to  which  all  of  us  aspire.  As  a doctor, 
teacher,  counsellor  and  friend  he  is  unsurpassed 
and  no  one  has  made  a greater  contribution  to 
medicine.  Not  only  do  we  congratulate  Rudie, 
but  we  also  congratulate  for  its  perception  the 
committee  charged  with  selecting  the  recipient. 
Certainly  no  physician  is  more  deserving  of  this 
recognition. 
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DUNLAP,  ARTHUR  C.,  May  30,  1975.  Age  63.  Grad- 
uate of  the  University  of  Tennessee  in  Memphis.  Mem- 
ber of  the  Henry  County  Medical  Society. 

LEVY,  GILBERT  JOSEPH,  May  30,  1975.  Age  82. 
Graduate  of  the  University  of  Tennessee  College  of 
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Medicine.  Member  of  the  Memphis-Shelby  County 
Medical  Society. 

PINCKLEY,  GUY  C.,  May  29,  1975.  Age  74.  Grad- 
uate of  the  University  of  Louisville.  Member  of  the 
Fentress  County  Medical  Society. 

WILDER,  C.  D„  May  9,  1975.  Age  82.  Graduate 
of  the  University  of  Georgia.  He  was  a member  of 
the  Henry  County  Medical  Society  prior  to  his  retire- 
ment. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Ih  Koo  Park,  M.D.,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

John  Green,  M.D.,  Trenton 
Earl  H.  Ninow,  M.D.,  Bolivar 
Bill  Scott  Portis,  M.D.,  Huntingdon 
James  E.  Warmbrod,  Jr.,  M.D.,  Jackson 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

David  E.  Campbell,  M.D.,  Crossville 
Larry  D.  Reed,  M.D.,  Crossville 

HAMBLEN  COUNTY  MEDICAL  SOCIETY 

Robert  L.  Gray,  M.D.,  Morristown 

McMINN  COUNTY  MEDICAL  SOCIETY 

Antonio  S.  Periut,  M.D.,  Etowah 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

R.  T.  Barrett,  M.D.,  Clarksville 
J.  G.  Bush,  M.D.,  Clarksville 
Arthur  S.  Morse,  Jr.,  M.D.,  Clarksville 
William  W.  Prine,  Jr.,  M.D.,  Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Vernon  Wilson,  M.D.,  Nashville 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

Donald  W.  Tansil,  M.D.,  Cookeville 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

John  Riggsbee,  M.D.,  Oak  Ridge 

RUTHERFORD  COUNTY  MEDICAL  SOCIETY 

Stephen  G.  Odom,  M.D.,  Murfreesboro 

SULLIV AN-JOHNSON  COUNTY 
MEDICAL  SOCIETY 

John  R.  Fenoglio,  M.D.,  Bristol 
James  L.  Combs,  M.D.,  Kingsport 

WARREN  COUNTY  MEDICAL  SOCIETY 

William  W.  Knowles,  Jr.,  M.D.,  Smithville 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Richard  M.  Anderson,  M.D.,  Franklin 
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program/  and  new/  of 
medical  /ocietie/ 


Nashville  Academy  of  Medicine 

The  Board  of  Directors  met  on  May  27  and  took 
the  following  action:  Approved  the  expansion  of 

Orientation  sessions  for  new  members  to  include 
presentations  on  medical  practice  management  and  tax 
information  . . . adopted  the  position  that  the  pre- 
scribing of  narcotic  drugs  to  addicts,  outside  of  court 
supervised  programs,  is  illegal  and  in  violation  of 
Federal  statutes  . . . endorsed  the  development  of  a 
central  Health  Information  Bureau,  sponsored  by  the 
Academy  and  Metro  Heath  Department,  and  appointed 
the  Community  Health  Care  Committee  to  serve  as  the 
Advisory  Board  for  the  Bureau  . . . approved  a pro- 
posed supplement  to  the  Interprofessional  Code  of  the 
Nashville  Bar  Association  and  Academy  submitted 
jointly  by  the  Medico-Legal  Committees  of  both  organi- 
zations . . . endorsed  the  implementation  of  a Seminar 
on  Human  Sexuality  in  February  1976  to  be  sponsored 
by  the  Academy,  Vanderbilt  School  of  Medicine,  and 
Council  on  Human  Sexuality  . . . approved  the  devel- 
opment of  a group  Travel  Program  for  Academy  mem- 
bers in  cooperation  with  other  local  professional  associ- 
ations . . . approved  the  implementation  of  a Team 
Doctor  program  for  local  high  school  wrestling  tourna- 
ments and  the  development  of  a series  of  seminars  on 
the  Medical  Aspects  of  Sports  in  cooperation  with  the 
Metro  Physical  Education  Department. 

Knoxville  Academy  of  Medicine 

The  E Club  met  on  June  10  with  Joel  F.  Lubar,  Ph.D., 
Professor  of  Psychology  at  the  University  of  Tennessee 
as  guest  speaker.  Dr.  Lubar  spoke  on  “Biofeedback.” 

Continuing  Medical  Education  Programs  included: 
Family  Practice  . . . David  H.  Knott,  M.D.  spoke  on 
“Unmasking  Alcohol  Problems  in  the  Health  Care 
Field.”  Pediatrics  . . . Alex  Ruth,  M.D.  spoke  on 
“Current  Antibiotics.”  Surgery  . . . James  D.  Yates. 
M.D.  spoke  on  “Popamine  and  Other  Cardiac  Drugs 
Related  to  Surgery.”  Psychiatry  . . . John  C.  Rodgers, 
Jr.,  M.D.  led  a discussion  entitled  "E  C T:  Its  Place  in 
Modern  Psychiatry.” 

On  Wednesday,  June  18th,  area  pathologists  met  to 
discuss  interesting  and  unusual  cases. 


national  new/ 


THIS  MONTH  IN  WASHINGTON 
(From  Washington  Office,  AMA) 

Health  Manpower  Bill 

The  American  Medical  Association  has  urged 
all  members  of  the  House  of  Representatives 
to  oppose  two  key  provisions  of  a health  man- 


power bill  that  would  extend  federal  control 
over  medical  education. 

The  controversial  sections  of  the  bill  that 
won  easy  passage  in  the  House  Interstate  and 
Foreign  Commerce  Committee  would: 

**Establish  federal  control  of  the  number  and 
location  of  medical  residencies. 

**Require  all  medical  students  to  repay  the 
federal  government  for  U.S.  aid  to  the  school. 
In  a letter  dispatched  to  the  435  lawmakers 
in  the  House,  the  AMA  stressed  continued  sup- 
port for  federal  assistance  to  medical  schools 
and  students.  However,  the  Association  said 
“strong  objection  is  raised”  to  “certain  new  con- 
cepts” that  would  impose  restrictions  on  stu- 
dents and  on  residencies. 

The  health  manpower  bill  won  approval  by 
the  House  Commerce  Committee  with  the  two 
disputed  provisions  by  roughly  a 2-1  margin. 
The  bill  authorizes  $1.7  billion  for  aid  to  medi- 
cal, dental,  nursing  and  other  schools  with  a 
$2,100  per  student  capitation  subsidy  by  the 
federal  government  for  medical  students. 

A House  vote  is  expected  about  mid-summer. 
The  Senate  has  not  yet  considered  the  bill. 

The  AMA  told  House  Members: 

“These  requirements — that  the  students,  as  a 
personal  obligation,  repay  to  the  federal  govern- 
ment those  amounts  which  the  government  has 
given  to  the  schools — are  without  precedent  and 
are  discriminatory  against  health  professions’ 
students.  These  conditions  are  not  imposed  on 
students  in  other  fields,  nor  should  they  be. 
This  amounts  in  effect  to  a forced  loan  required 
of  all  health  professions’  students  under  the  bill. 
Once  again,  through  the  service  requirements 
attached  to  the  loan  forgiveness  features,  the 
low  income  or  disadvantaged  student  would  carry 
a disproportionate  burden.  “The  best  way  to 
attract  individuals  to  shortage  areas,”  according 
to  the  AMA,  “is  through  mechanisms  which 
allow  the  individual  voluntarily  to  commit  him- 
self to  service  in  a needy  area.  As  to  government 
programs,  this  could  be  done  through  such  pro- 
grams as  the  National  Health  Service  Corps, 
scholarships  for  service  in  shortage  areas,  loan 
forgiveness,  or  other  incentive  programs. 

“It  should  not  be  done  through  a program 
where  all  students  are  under  the  burden  of 
insuring  that  the  federal  assistance  given  to 
the  school  is  repaid  by  the  student,”  the  AMA 
said. 

The  proposed  control  of  medical  residency 
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training  programs  amounts  to  “the  rationing  of 
medical  education  . . . and  poses  many  threats 
to  our  quality  education  system,”  according  to 
the  AMA. 

The  bill  would  establish  two  agencies:  one 
would  be  responsible  for  accrediting  medical 
residency  training  programs  in  the  U.S.;  the 
other  to  establish  the  number  of  positions  which 
could  be  filled  in  each  residency  program. 

The  aggregate  limit  on  the  number  of  positions 
which  could  be  available  in  years  1978,  1979, 
and  1980,  would  be  an  amount  equal  to  155 
percent,  140  percent  and  125  percent,  respec- 
tively, of  the  estimated  number  of  graduates 
from  accredited  U.S.  schools  of  medicine  in  the 
year  preceding. 

Priority  for  designation  would  be  the  Liaison 
Committee  for  Graduate  Medical  Education  of 
the  Coordinating  Council  on  Medical  Education 
(CCME)  as  the  accrediting  agency,  and  the 
CCME  as  the  agency  to  establish  the  number 
of  residency  positions.  The  latter  agency  would 
determine  the  geographic  distribution  of  residen- 
cy training  positions,  the  number  of  positions 
in  each  program,  and  an  allocation  of  positions 
among  the  various  specialties.  In  the  absence 
of  designation  of  the  named  agencies,  the  ac- 
tivities would  be  undertaken  by  another  organi- 
zation designated  by  the  HEW  Secretary. 

Included  with  the  AMA  letter  to  the  Con- 
gressmen was  a copy  of  an  article  in  the  Journal 
of  the  Tennessee  Medical  Association  by  Tom 
Nesbitt,  M.D.,  Speaker  of  the  AMA  House  of 
Delegates  and  Chairman  of  the  CCME.  Dr. 
Nesbitt  wrote  that  a question  posed  by  the 
legislation  is  “of  the  private  voluntary  sector 
remaining  voluntary,  as  opposed  to  its  becom- 
ing an  arm  of  the  federal  government,  subject 
to  its  bureaucracy  and  its  political  influences  and 
controls.” 

But  the  fight  of  the  AMA  and  other  medical 
organizations,  including  the  Association  of 
American  Medical  Colleges,  to  strike  or  limit 
the  two  controversial  sections  of  the  bill  appears 
to  be  an  uphill  battle. 

If  the  sweeping  service  requirement  of  the 
bill  is  retained,  the  impact  on  American  medical 
practice  would  be  marked  with  more  than  10,000 
young  physicians  yearly  heading  into  rural  areas, 
inner-city  slums,  and  other  shortage  areas. 
Furthermore,  the  federal  government — military, 
public  health  service  and  Veterans  Adminis- 
tration— would  have  recruiting  worries  erased. 

576 


* * * 

Medicare  Control  Regulations 

Aroused  by  growing  complaints  besides  those 
of  the  AMA  that  government  is  superseding 
Congressional  intent  in  issuing  control  regula- 
tions in  the  Medicare  program,  the  House  Ways 
and  Means  Committee  has  slated  an  unusual 
one-day  session  to  “examine  these  policies.” 

The  so-called  “public  oversight”  session  will 
deal  with  the  controversial  Utilization  Review 
Regulations  under  court  challenge  by  the  AMA 
(the  first  round  won  by  the  AMA,  May  27, 
1975),  the  proposed  rules  governing  Medicare 
reasonable  charges  and  economic  indices,  re- 
duction of  inpatient  payment  for  hospital  rou- 
tine service  costs  from  the  90th  percentile  to 
the  80th  percentile,  and  elimination  of  the  special 
nursing  differential  for  reimbursement  to  hos- 
pitals and  skilled  nursing  facilities. 

“Serious  and  widespread  concerns  have  been 
raised  about  the  policies  in  these  regulations, 
including  the  question  whether  the  special 
characteristics  of  small  rural  hospitals  are  ade- 
quately taken  into  account,”  said  Subcommittee 
Chairman  Dan  Rostenkowski  (D-ILL.).  “The 
Subcommittee  intends  to  examine  these  policies 
and  their  implementation  in  the  light  of  Con- 
gressional intent  relative  to  the  conduct  of  the 
Medicare  program.” 

The  HEW  Department’s  plan  to  tie  physicians’ 
Medicaid  reimbursement  to  a national  economic 
index  has  been  assailed  by  the  AMA  as  “in- 
equitable and  unfair.”  The  “invidiousness”  of 
imposing  economic  controls  on  one  sector  of 
the  economy  “is  intensified  when  consideration 
is  given  to  the  fact  that  the  controls  and  limits 
on  the  government  financial  contribution  towards 
payment  of  the  medical  care  of  a Medicare  bene- 
ficiary set  arbitrary  limits  on  prevailing  charges, 
and  thus  shift  an  increasing  burden  onto  the 
Medicare  beneficiary,”  said  the  AMA. 

In  a statement,  AMA  Executive  Vice  Presi- 
dent, James  H.  Sammons,  M.D.,  urged  that  the 
regs  be  withdrawn.  Dr.  Sammons  noted  that 
the  two-year  time  lag  already  involved  in  the 
recognition  of  physicians’  fees  “is  in  itself  unique 
and  has  operated  in  such  a way  that  Medicare 
fee  recognition  has  long  lagged  behind  current 
trends  in  physicians’  fees.” 

There  is  no  justification  in  either  the  law  or 
its  legislative  history  for  the  imposition  of  “a 
national  economic  index,”  said  Dr.  Sammons. 
The  statement  in  the  proposed  regs  that  increases 
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are  to  be  ‘fair  to  all  concerned  and  follow, 
rather  than  lead,  any  inflationary  trends’  is  con- 
tradictory and  “when  considered  in  the  context 
of  the  history  of  restrictions  and  limitations 
placed  upon  Medicare  fees,  is  an  affront  to  the 
physicians  who  have  cooperated  through  a long 
period  during  which  there  has  been  imposition 
of  arbitrary  freezes  and  targeted  economic  con- 
trols,” the  AMA  official  said. 

Also  attacked  by  the  AMA  was  the  lower 
reimbursement  limit  for  hospital  Medicare  costs, 
to  80  percent  from  the  present  90  percent.  “The 
imposition  of  arbitrary  ceilings  on  hospital  rev- 
enues affects  the  quality  of  service  available  to 
Medicare  patients”  and  may  force  some  hospitals 
to  treat  Medicare  patients  at  a loss,  Dr.  Sam- 
mons said. 

“Fixing  a ceiling  limitation  on  reimbursement 
by  bed  size  and  location  for  all  hospitals  does 
not  establish  the  existence — or  lack — of  efficien- 
cy,” said  the  AMA.  “This  simplistic  approach 
provides  no  assurance  that  inefficiency  will  be 
corrected  or  that  efficient  operations  will  be 
rewarded.  The  proposed  system  simply  applies 
pressure  to  reduce  per  diem  costs  to  a set  dollar 
amount  without  regard  to  how  such  reductions 
may  be  attained,  and  appear  to  be  predicated 
upon  ease  of  administration  rather  than  the  elimi- 
nation of  unnecessary  costs  flowing  from  ineffi- 
cient operation.” 

^ ^ ^ 

Laboratory  Licensing  Program  Advocated 

Legislation  to  require  all  clinical  laboratories 
to  meet  specified  federal  standards  is  slated  for 
a close  Congressional  look  this  year.  Physicians’ 
private  office  labs  could  be  covered  under  draft 
legislation  if  work  is  done  for  more  than  one 
physician. 

The  measure  backed  by  Sens.  Jacob  Javits 
(R-N.Y.)  and  Edward  Kennedy  (D-MASS.) 
gives  some  discretion  to  HEW  on  the  sweep  of 
the  standards  coverage.  However,  all  labs,  in- 
cluding those  now  considered  strictly  intra-state, 
would  have  to  meet  federal  standards. 

The  program  would  be  administered  at  the 
state  level  by  a single  state  agency  which  could 
issue  licenses  in  the  name  of  the  federal  govern- 
ment. 

The  Center  for  Disease  Control,  U.S.  Public 
Health  Service,  would  provide  assistance  and 
check  on  progress  of  state  efforts,  but  a new 
HEW  Office  of  Clinical  Laboratories  would  be 
the  chief  supervisor. 


The  state  programs  could  rely  on  professional 
accrediting  and  testing  programs,  but  spot- 
checking and  testing  by  the  federal  agency  is 
authorized. 

The  licensing  standards  cover  quality  control, 
record-keeping,  personnel,  and  participation  in 
proficiency  testing. 

Many  features  of  the  legislation  are  certain  to 
arouse  controversy. 


medical  neui/ 
in  tcnne//ee 


East  Tennessee  State  University 
Appointments  Made 

Dr.  David  H.  Pearce,  Jackson,  Miss.,  has  ac- 
cepted an  appointment  as  assistant  professor  of 
physiology  in  the  new  East  Tennessee  State  Uni- 
versity College  of  Medicine.  He  is  a graduate 
of  Virginia  Polytechnic  Institute  and  State  Uni- 
versity, Blacksburg,  Va.,  and  also  studied  at 
the  Old  Dominion  University,  Norfolk,  Va.  In 
1972  he  received  his  Ph.D.  degree  in  biomedical 
engineering  from  the  University  of  Virginia  at 
Charlottesville. 

Dr.  James  L.  Achord,  Macon,  Ga.,  has  ac- 
cepted a position  as  associate  dean  for  clinical 
affairs  and  professor  of  medicine.  He  is  a grad- 
uate of  the  Emory  University  Medical  School. 
He  holds  membership  in  the  American  Society 
of  Internal  Medicine,  the  American  College  of 
Physicians  and  the  Association  for  Hospital 
Medical  Education. 

High  School  Researcher  Wins 
AMA  Award 

William  Chapin  Snyder  from  Christian  Bro- 
thers High  School  in  Memphis,  Tennessee,  has 
received  the  American  Medical  Association’s  top 
award  for  recognition  of  scientific  talent.  William, 
17,  was  a participant  in  the  26th  International 
Science  and  Engineering  Fair  in  Oklahoma 
City,  Oklahoma,  May  11-16.  His  Award- 
winning project,  “Antibiotics:  Search  and  Dis- 
covery” explored  the  possibility  of  obtaining  new 
antibiotics  from  wild  fungal  strains.  William  has 
participated  in  regional  science  fairs  for  two 
years.  His  future  plans  center  around  research. 
William’s  co-winner  for  first-place  is  Sherri  L. 
Koning,  a senior  at  Lakeview  High  School  in 
Battle  Creek,  Michigan. 
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The  Awards  were  presented  by  Malcolm 
Todd,  M.D.,  president  of  the  AMA,  at  the 
Health  Awards  Banquet  held  in  conjunction 
with  the  International  Science  and  Engineering 
Fair.  Dr.  Todd  invited  the  two  first  place 
'winners,  William  Snyder  and  Sherri  Koning,  to 
be  the  honored  guests  of  the  AMA  at  its  annual 
convention  in  Atlantic  City,  New  Jersey,  June 
14-18,  and  to  display  their  projects  to  the 
nation's  physicians. 

CME  Cassette  Program 

A new  continuing  education  program  for  phy- 
sicians, entitled  “Medical  Playback,”  an  exten- 
sive series  of  cassette  recordings,  was  announced 
today  by  Southern  Medical  Association  (SMA). 

The  cassette  program,  which  includes  record- 
ings of  all  meetings  and  symposia  at  the  SMA 
Annual  Scientific  Meeting  in  Atlanta  last  No- 
vember, is  being  offered  to  all  22,000  members 
of  SMA. 

In  announcing  the  program,  Andrew  M. 
Moore,  M.D.,  of  Lexington,  Ky.,  president  of 
SMA,  said  Medical  Playback  comes  as  a result 
of  hundreds  of  requests  from  physicians  who 
want  a permanent  record  “of  the  significant  sci- 
entific sessions  at  our  last  meeting.” 

Dr.  Moore  said  further  that  the  cassette  pro- 
gram would  also  allow  physicians  unable  to 
attend  the  meeting  to  share  in  the  all-inclusive 
subject  matter  of  the  meeting  along  with  the 
general  sessions  spotlighting  topics  of  general 
interest  to  professionals. 

These  programs  can  be  used  for  credit  toward 
the  Physician’s  Recognition  Award  of  the  Ameri- 
can Medical  Association,  Dr.  Moore  pointed  out. 

Included  in  the  Medical  Playback  series  are 
recordings  of  SMA  postgraduate  courses,  general 
sessions,  and  22  different  medical  specialty  ses- 
sions, all  part  of  the  scientific  program  of  SMA’s 
Atlanta  meeting.  National  and  international 
medical  authorities  took  part  in  these  continuing 
education  programs. 

Rudolph  H.  Kampmeier,  M.D.,  Named 
Recipient  of  Eighth  Annual  Sheen  Award 

Rudolph  H.  Kampmeier,  M.D.,  77,  professor 
emeritus,  Department  of  Medicine,  Vanderbilt 
University  School  of  Medicine,  has  been  named 
recipient  of  the  Eighth  Annual  Dr.  Rodman  E. 
and  Thomas  G.  Sheen  Award. 

The  award,  consisting  of  a $10,000  cash  prize, 
is  presented  annually  to  an  American  physician 
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Rudolph  H.  Kampmeier,  M.D. 


or  physicians  in  recognition  of  outstanding  con- 
tributions to  medicine. 

Dr.  Kampmeier  was  officially  honored  and  pre- 
sented the  award  by  the  House  of  Delegates  of 
the  American  Medical  Association  during  its 
annual  meeting  in  Atlantic  City  in  June. 

The  January  1972  issue  of  the  TMA  Journal 
was  dedicated  to  Dr.  Kampmeier  and  cited  his 
many  accomplishments  during  his  medical  career. 
In  nominating  him  for  the  Sheen  Award,  the 
Tennessee  Medical  Association  summarized  these 
achievements  in  a “Statement  of  Accomplish- 
ment” as  follows: 

He  is  the  very  essence  of  the  complete  physician 
...  a medical  giant  . . . “the  best  in  his  profession 
which  can  be  summed  up  in  the  word — physician”. 

Few  men  of  medicine  have  been  heralded  by  their 
colleagues  with  such  lofty  praise,  profound  admira- 
tion and  appreciation  as  Rudolph  H.  Kampmeier.  He 
is  a highly  gifted  and  dedicated  physician,  teacher, 
author,  editor,  leader  and  executive  in  medicine  and 
society. 

As  a physician-teacher,  his  accomplishments  have 
been  significantly  diverse.  For  35  years  he  has  been 
a noted  authority  in  the  diagnosis  and  treatment  of 
syphilis  and  other  chronic  venereal  diseases.  He  has 
organized  and  conducted  numerous  postgraduate 
courses  for  physicians  and  nurses,  directed  a hospital 
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syphilis  clinic,  and  frequently  served  as  a consultant 
for  local,  state,  federal,  and  world  agencies.  His  book, 
Essentials  of  Syphilology  remains  a classic. 

His  great  interest  and  involvement  in  mental  illness 
has  spanned  some  40  years.  Since  1938,  he  has  super- 
vised the  medical  care  of  patients  at  Central  State 
Psychiatric  Hospital  in  Nashville.  As  Medical  Director 
and  consultant,  he  has  contributed  to  the  establish- 
ment of  one  of  the  nation’s  better  state  hospital 
psychiatric  units. 

Dr.  Kampmeier’s  deep  concern  and  understanding 
of  the  problems  of  the  aged  has  been  a motivating 
force  in  the  development  of  Nashville’s  Senior  Citi- 
zen’s, Inc.  As  Chairman  and  member  of  the  Board 
of  Trustees,  he  has  guided  the  organization  of  ser- 
vices, research,  and  training  of  the  project. 

His  great  enthusiasm  and  capacity  for  teaching 
and  expertise  in  physical  diagnosis  has  inspired  gen- 
erations of  medical  students  at  the  Vanderbilt  Univer- 
sity School  of  Medicine  and  at  Tennessee’s  other  two 
medical  schools.  Also  a classic  in  his  text,  Physical 
Examination  on  Health  and  Diseases. 

Considered  by  his  peers  as  the  model  modern  pro- 
jection of  the  Osier  School  in  internal  medicine,  Dr. 
Kampmeier  has  served  Vanderbilt  as  Director  and 
Acting  Chairman  of  the  Department  of  Medicine  and 
chairman  and  member  of  many  committees.  Pres- 
ently, he  is  Professor  of  Medicine,  Emeritus. 

His  contributions  to  medical  journalism  have  been 
abundant.  He  has  published  114  scientific  papers  and 
approximately  600  editorials.  He  was  Editor  of  the 
Journal  of  the  Tennessee  Medical  Association  (1950- 

71) ,  Editor  of  the  Southern  Medical  Journal  (1955- 

72) ,  and  Assistant  Editor  and  Editor  of  the  Ameri- 
can Practitioner  and  Digest  of  Treatment  (1946-62). 
Currently,  he  is  the  Editor  of  Southern  Medicine 
from  1961  to  the  present  (formerly  Southern  Medi- 
cal Bulletin),  and  Editor  of  the  Journal  of  the  Amer- 
ican Venereal  Disease  Association,  its  first  issue  was 
published  in  September,  1974.  He  is  also  currently 
writing  a continuing  history  of  the  past  50  years  of 
the  Tennessee  Medical  Association  from  1930  to  be 
completed  in  1980,  marking  150  years  of  the  associa- 
tion’s existence. 

He  has  demonstrated  superior  leadership  and  exec- 
utive ability  in  serving  22  professional  medical  or- 
ganizations. He  has  been  President  of  the  American 
College  of  Physicians,  Southern  Medical  Association, 
Tennessee  Medical  Association,  Nashville  Academy  of 
Medicine,  and  Nashville  Society  of  Internal  Medi- 
cine. Further,  he  has  been  an  active  committee 
chairman  and  member  of  the  American  Medical  As- 
sociation and  Association  of  American  Medical  Col- 
leges. 

For  his  achievements,  Dr.  Kampmeier  has  been  the 
recipient  of  many  honors  including  a Fellowship  in 
the  Royal  College  of  Physicians  (London),  Honorary 
Fellowship  in  the  Royal  College  of  Physicians  (Ire- 
land), Mastership  in  the  American  College  of 
Physicians,  the  Tennessee  Medical  Association  “Phy- 
sician of  the  Year”  award,  and  Southern  Medical 
Association  “Distinguished  Service  Award.” 

Although  he  has  retired  from  many  of  his 


activities,  Dr.  Kampmeier  remains  Director  of 
Medicine  at  Central  State  Hospital. 


pcf/ofMil  new/ 


DR.  HAROLD  BUTLER,  Union  City,  was  recently 
appointed  commissioner  of  the  Tennessee  Wildlife 
Resources  Commission. 

DR.  REID  L.  BROWN,  Chattanooga,  has  completed 
continuing  education  requirements  to  retain  active 
membership  in  the  American  Academy  of  Family 
Physicians.  Also  completing  those  requirements  are: 
DR.  CHARLES  CHITWOOD.  JR.,  Lafayette;  DR. 
ELIJAH  MORGAN  DUDNEY,  Gainesboro;  DR. 
JOHN  WESLEY  ELLIS,  Trenton;  DR.  KARL  B. 
RHEA,  Somerville;  DR.  LEE  J.  SEARGEANT.  JR., 
LaFollette;  and  DR.  R.  L.  WILSON,  Henderson. 

DR.  JOHN  H.  GRISCOM,  Nashville,  has  been  named 
President  of  the  Tennessee  Heart  Association  at  the 
22nd  annual  meeting  of  the  Association  in  Memphis. 
DR.  NELSON  C.  HARRISON,  Humboldt,  has  been 
elected  President  of  the  Humboldt  Cedar  Crest  Hos- 
pital Medical  Staff. 

DR.  M.  D.  INGRAM,  Nashville,  has  been  elected 
President  of  the  Middle  Tennessee  Radiological  Society. 

DR.  W.  RUTLEDGE  MILLER.  Johnson  City,  has  been 
awarded  a Red  Cross  Certificate  of  Merit,  the  highest 
award  given  by  the  Red  Cross  to  a person  who  saves 
or  sustains  a life  by  using  skills  and  knowledge  learned 
in  a volunteer  training  program  offered  by  the  Red 
Cross  in  first-aid,  small  craft  or  water  safety. 

DR.  GORDON  McCALL,  Maryville,  received  an  award 
for  distinguished  leadership  in  the  twenty  counties  of 
the  East  Tennessee  Heart  Association. 

DR.  AUGUSTUS  McCRAVEY,  a Chattanooga  phy- 
sician retiring  June  30  was  honored  by  the  Neuro- 
surgical Group  of  Chattanooga.  The  event  was  held 
at  the  Read  House. 

DR.  RONALD  OVERFIELD,  Nashville,  has  been 
named  President-Elect  of  the  Tennessee  State  Radio- 
logical Society. 

DR.  ROBERT  L.  RICHARDSON,  Memphis,  has  taken 
office  as  President  of  the  Memphis  Heart  Association. 

DR.  J.  J.  RODGERS,  Dayton,  has  retired  from  active 
medical  practice  and  was  honored  at  a special  dinner 
at  Bryan  College  by  more  than  350  of  his  friends 
throughout  the  county. 

DR.  JOSEPH  A.  ROTHSCHILD,  Memphis,  has  been 
appointed  director  of  clinical  services  at  the  Memphis- 
Shelby  County  Health  Department. 

DR  ALEX  SHIPLEY,  Knoxville,  started  his  40  years 
of  dedication  to  the  State  of  Tennessee  Health  Dept, 
on  May  1,  1935.  On  August  22  he  will  retire  from 
the  state,  and  will  be  working  2 days  per  week  in 
Union  County. 
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DR.  CARL  T.  STUBBLEFIELD,  Shelbyville,  has  been 
named  President  of  the  Tennessee  Radiological  Society. 
DR.  WILLIAM  L.  TAYLOR,  Lewisburg,  has  been 
named  President-elect  of  the  Middle  Tennessee  Medical 
Association. 

DR.  DAVID  TEPPER.  Chattanooga,  has  recently  been 
elected  to  Fellowship  in  the  American  Academy  of 
Pediatrics. 

DR.  R.  B.  TURNBULL,  Memphis,  has  been  named 
Secretary  of  the  Tennessee  Lung  Association. 

DR.  DWIGHT  WADE,  JR.,  Knoxville,  has  received 
the  Outstanding  Volunteer  Award  for  public  service 
by  the  Tennessee  Heart  Association. 


announcement/ 


CALENDAR  OF  MEETINGS 

NATIONAL 

July  27-30  American  Orthopaedic  Society  for  Sports 
Medicine,  Marriott  Hotel,  New  Orleans. 

Aug.  8-10  American  Academy  of  Clinical  Toxicol- 
ogy, Crown  Center,  Kansas  City,  Mo. 

Sept.  7-12  Flying  Physicians  Association,  Playboy 
Club  Hotel,  Lake  Geneva,  Wis. 

Sept.  11-13  American  Association  for  the  Surgery  of 
Trauma,  Camelback  Inn,  Scottsdale,  Ariz. 

Sept.  19-26  American  Society  of  Clinical  Pathologists 
and  College  of  American  Pathologists, 
Conrad  Hilton  Hotel,  Chicago. 


Sept.  20-22 

National  Cancer  Conference,  Hyatt  Re- 
gency Hotel,  Atlanta. 

Sept.  21-25 

American  Academy  of  Ophthalmology 
and  Otolaryngology,  Dallas  Convention 
Center,  Dallas. 

Oct.  3-4 

American  Society  of  Internal  Medicine, 
Thunderbird  Motor  Inn,  Jantzen  Beach, 
Portland,  Or. 

Oct.  6-9 

American  Academy  of  Family  Physicians, 
Palmer  House,  Chicago. 

Oct.  7-9 

American  College  of  Emergency  Phy- 
sicians, Las  Vegas  Convention  Center, 
Las  Vegas,  Nv. 

Oct.  11-15 

American  Society  of  Anesthesiologists, 
Palmer  House,  Chicago. 

Oct.  12-14 

American  College  of  Preventive  Medicine, 
22nd  Annual  Meeting,  Chicago. 

Oct.  13-17 

American  College  of  Surgeons,  Fairmont 
Hotel,  San  Francisco. 

Oct.  18-23 

American  Academy  of  Pediatrics, 
Washington  Hilton,  Washington,  D.C. 

Oct.  19-22 

American  College  of  Gastroenterology, 
Hilton,  Las  Vegas,  Nv. 

Oct.  22-27 

American  Academy  of  Child  Psychiatry, 
Chase  Park  Plaza,  St.  Louis. 

Oct.  23-25 

American  Academy  of  Psychiatry  and  the 
Law,  Annual  Meeting,  Boston. 

Oct.  26-30 

American  College  of  Chest  Physicians, 
Disneyland  Hotel,  Anaheim,  Ca. 

Valley  Psychiatric  Hospital 

P.  O.  Box  21373  Shallowford  Road 
Chattanooga,  Tennessee  37421 
Phone  615-894-4220 

A 50  bed  private  acute  intensive  treatment  facility  with  programs  designed  to  treat  psy- 
chological, alcoholic,  and  drug  abuse  problems. 

A full  range  of  treatment  modalities  are  utilized  including  individual  and  group  psycho- 
therapy, chemotherapy,  electro-convulsive  therapy,  and  adjunctive  and  family  therapies.  Ad- 
junctive Therapy  includes  continuing  education  through  home-bound  teaching  for  school-aged 
adolescents,  recreational,  occupational,  and  other  supportive  therapies.  Group  therapy  is  five 
days  each  week  with  individual  therapy  at  least  two  days  a week.  Patients  have  six  hours 
a day  in  scheduled  therapeutic  activities.  Comprehensive  outpatient  services  are  available 
with  outpatient  group  therapy  sessions  being  held  two  nights  each  week. 

Licensed  by  the  State  of  Tennessee.  A member  of  the  Tennessee  Hospital  Association,  the 
American  Hospital  Association,  and  the  National  Association  of  Private  Psychiatric  Hospitals. 


STAFF; 


Psychiatry 

Davis  G.  Garrett,  M.D. 
Henry  Evans,  M.D. 

Internal  Medicine  Consultant 

Charles  D.  Kennedy,  M.D. 


Clinical  Psychology 
Michael  J.  Guttler,  Ph.D. 
Thomas  L.  Cory,  Ph.D. 

Adjunctive  Therapy 

Dan  B.  Page,  M.Ed. 


R.  Lindsay  Shuff,  M.H.A. 
Administrator 
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The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  1 credit  for 
the  AM  A Physician’s  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 

Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman 
can  plan  an  individualized  program  of  one-to-four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 

Participating  Departments  and  Divisions 

Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases James  D.  Snell,  M.D. 

Dermatology Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  . Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology Sanford  B.  Krantz,  M.D. 

Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology John  S.  Zelenik,  M.D. 

Orthopaedics  Paul  W.  Griffin,  M.D. 

Pathology William  H.  Hartmann,  M.D. 

Pediatrics  ! . . David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 

General  H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 


Oral  H.  David  Hall,  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology Robert  K.  Rhamy,  M.D. 


Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physician’s 
Recognition  Award  and  American  Academy  of  Family 
Physician’s  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 
305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615/322-2716 

The  University  of  Tennessee  College  of 
Medicine  Continuing  Education  Courses 
1975 

Aug.  7-8  Medical  Aspects  of  Sports 

Self-Assessment  Examination 
In  Chest  Disease 

The  American  College  of  Chest  Physicians  announces 
its  Self-Assessment  Examination  in  Chest  Disease.  Field 
tested  in  Toronto  last  year,  this  test  is  the  result  of  over 
two  years  of  concentrated  work,  study  and  revision  by 
a committee  of  physicians  representing  the  major  dis- 
ciplines of  chest  medicine. 

Accredited  for  up  to  22  hours  of  credit  toward  the 
AMA’s  Physician  Recognition  Award  Category  5-D,  the 
examination  is  credited  for  each  hour  spent  working 
with  the  test.  Those  physicians  who  completed  the 
entire  examination  during  our  annual  meeting  in  Toronto 
did  so  in  four-to-six  hours. 

When  an  order  is  received,  the  physician  will  be  sent 
a test  booklet  containing  case  material  and  questions,  a 
response  booklet  and  return  envelope.  Upon  completion 
of  the  examination,  the  physician  will  return  his  answer 
booklet,  where  it  will  be  computer  graded  and  then 
returned  to  the  physician  accompanied  by  an  answer  key, 
a set  of  discussions  and  a bibliography  keyed  to  each 
test  case.  Scores  will  be  held  in  strict  confidence. 

To  obtain  the  test,  send  requests  to  the  American 
College  of  Chest  Physicians,  P.O.  Box  93826,  Chicago, 
Illinois  60690,  with  a check  made  payable  to  the  ACCP. 
Participation  fees  are  $35  ACCP  members,  $40  non- 
member  physicians  and  $25  residents. 

University  of  Michigan 
School  of  Public  Health 
Ann  Arbor,  Michigan 

GRADUATE  PROGRAMS  IN  MATERNAL  AND 
CHILD  HEALTH 

Graduate  Programs  for  Physicians  in  Mental  Retarda- 
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tion  and  Related  Disabilities,  Maternal  and  Child  Health, 
Community  Pediatrics,  and  Community  Obstetrics. 
School  Term  Begins:  September- 1975,  January-1976 
Fees:  Regular  School  Tuition 

Further  Information:  Dr.  Ruben  Meyer,  Director 
School  of  Public  Health 
University  of  Michigan 
Ann  Arbor,  Michigan  48104 

Indiana  University 

INSTITUTE  FOR  SEX  RESEARCH 
1975  SUMMER  PROGRAM  IN 
HUMAN  SEXUALITY 
JULY  23-AUGUST  1 

Lecture  course,  forums  on  sociosexual  issues,  sex 
counseling  symposium,  attitude-reassessment  program. 

Registration  fee  $285.00. 

Registration  ends  June  20. 

Write:  Institute  for  Sex  Research-Summer  Program 

416  Morrison  Hall 
Indiana  University 
Bloomington,  Indiana  47401 

Cancer  Information 

D-l-A-L  A-C-C-E-S-S  S-Y-S-T-E-M 

WHAT?  A valuable  cancer  education  service  through 
toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 
WHERE?  In  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  University 
of  Texas  System  Cancer  Center. 

WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m., 
CST;  Saturday,  8:00  a.m.  to  11:00  a.m., 
CST. 

Write:  Southern  Medical  Association 
Cancer  Information  Center 
2601  Highland  Avenue 
Birmingham,  Alabama  35205 
Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 

National  Conference  on  Gynecologic  Cancer 

American  Cancer  Society’s  National  Conference  on 
Gynecologic  Cancer,  September  18-20,  1975,  Marriott 
Hotel — Philadelphia,  Pennsylvania.  This  professional 
education  activity  is  acceptable  for: 

15  Credit  Hours  in  Category  I for  the  Physician’s 
Recognition  Award  of  the  American  Medical  Associ- 
ation. 

15  Elective  Hours  by  the  American  Academy  of 
Family  Physicians. 

For  information  write: 

Sidney  L.  Arje,  M.D. 

American  Cancer  Society 
219  East  42nd  Street 
New  York,  New  York  10017 


University  of  Miami  School  of  Medicine 
Clinical  Application  of  Intra-Aortic 
Balloon  Pump 

University  of  Miami  School  of  Medicine 
Division  of  Thoracic  & Cardiovascular  Surgery  and 
Cardiology 

November  14-15,  1975 

(This  course  precedes  the  Annual  Meeting  of  the 
Southern  Medical  Association  to  be  held  in  Miami 
Beach,  November  16-20,  1975,  and  the  Annual  Meet- 
ing of  the  American  Heart  Association  held  in  Anaheim, 
California,  November  17-20,  1975) 

Americana  Hotel 
9701  Collins  Avenue 
Bal  Harbour,  Florida 

The  course  is  designed  to  provide  cardiologists,  cardiac 
surgeons  and  allied  professionals  with  information  on 
the  newest  developments  in  the  area  of  treatment  of 
shock  and  heart  failure.  Practical  aspects  of  intra- 
aortic balloon  pump  and  intra-aortic  balloon  pump  in 
cardiogenic  shock  and  cardiac  surgery  patients  will  be 
stressed. 

Fee  $140  (physicians  in  practice) 

75  (physicians  in  training,  nurses  and 
technicians) 

For  information  write: 

Division  of  Continuing  Medical  Education 
University  of  Miami  School  of  Medicine 
P.O.  Box  520875  Biscayne  Annex 
Miami,  Florida  33152 
Tel.  (305)  547-6716 

Allergy  and  Immunology  Symposium 

A four-day  medical  symposium  entitled  “Allergy  and 
Immunology  for  the  Practicing  Physician,”  will  be  held 
at  The  Greenbrier  in  White  Sulphur  Springs,  West  Vir- 
ginia from  August  17-20,  1975.  The  medical  seminars 
will  be  held  from  8:00  A.M.  until  10:00  A.M.  each 
day.  A golf  and  tennis  tournament  will  be  held  in 
conjunction  with  this  meeting,  beginning  each  day 
at  10:00  A.M.  There  will  be  a rap  session  each 
evening  from  6:00  P.M.  until  7:00  P.M. 

A wide  variety  of  subject  material  will  be  covered 
including  some  of  the  following:  “The  Pharmacology 

of  Bronchospasm,”  “Cholinergic  Bronchospasm:  Rec- 

ognition, Diagnosis  and  Treatment,”  “Bronchoprovaca- 
tion  As  A Diagnostic  Tool,”  “Hay  Fever  and  Asthma: 
What’s  the  Connection?”  “Status  Asthmaticus,”  Therapy 
of  Chronic  Contractable  Recurring  Asthma  in  Children,” 
and  many  others. 

For  further  information  contact  Claude  A.  Frazier, 
M.D.,  4-C  Doctors  Park,  Asheville,  N.C.  28801. 

American  Cancer  Society/National  Cancer  Institute 
National  Conference  on  Cancer  Research 
and  Clinical  Investigation 

—replacing  the  EIGHTH  NATIONAL  CANCER 
CONFERENCE— 

September  18-20,  1976 
Hyatt  Regency  Atlanta  Hotel 
Atlanta,  Georgia 
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University  of  Kentucky 
College  of  Medicine 

Scientific  Foundations  for  Clinical  Practice 

September  26-28,  1975 
Department  of  Anesthesiology 
and 

Office  of  Continuing  Education 
College  of  Medicine 
University  of  Kentucky 
Lexington,  Kentucky 
Fee:  $45.00 

For  further  information,  contact: 

Frank  R.  Lemon,  M.D. 

Office  of  Continuing  Education 
College  of  Medicine 
University  of  Kentucky 
Lexington,  Kentucky  40506 
(606)  233-5161 

Wisconsin  Breast  Cancer  Detection 
Foundation,  Inc. 

First  Annual  Mid-American  Breast  Cancer  Symposium 
November  7th  & 8th 

Mid-American  Breast  Cancer  Symposium: 
Thermography,  Mammography,  Xerography, 

Surgery. 

Concourse  Hotel,  Madison,  Wisconsin 
Sponsored  by  Wisconsin  Breast  Cancer  Detection 
Foundation 

7803  Mineral  Point  Road 
Madison,  Wisconsin  53717 
( 608 ) -83 1 -2300 

Course  in  Laryngology  and 
Bronchoesophagology 

November  3 through  8,  1975 

The  Department  of  Otolaryngology,  Abraham 
Lincoln  School  of  Medicine,  University  of  Illinois  and 
the  Eye  and  Ear  Infirmary  of  the  University  of  Illinois 
Hospital,  will  conduct  a continuing  education  course 
in  Laryngology  and  Bronchoesophagology,  November 
3 through  8,  1975.  The  course  is  limited  to  twenty 
physicians  and  will  be  under  the  direction  of  Paul  H. 
Holinger,  M.D.  It  will  be  held  largely  at  the  Eye  and 
Ear  Infirmary,  1855  West  Taylor  Street,  Chicago,  and 
will  include  visits  to  a number  of  other  Chicago  hos- 
pitals. Instruction  will  be  provided  by  means  of  animal 
demonstrations  and  practice  in  bronchoscopy  and 
esophagoscopy,  diagnostic  and  surgical  clinics,  as  well 
as  didactic  lectures. 

Interested  physicians  will  please  write  directly  to  the 
Department  of  Otolaryngology,  Eye  and  Ear  Infirmary, 
1855  West  Taylor  Street,  Chicago,  Ilinois  60612. 

Annual  Otolaryngologic  Assembly 
November  8 through  14,  1975 

THE  ANNUAL  OTOLARYNGOLOGIC  ASSEM- 
BLY OF  1975  will  be  held  November  8 through 


14,  1975,  in  the  Eye  and  Ear  Infirmary  of  the 

University  of  Illinois  Hospital.  The  Department  of 
Otolaryngology  of  the  Abraham  Lincoln  School  of 
Medicine,  University  of  Illinois  at  the  Medical  Center, 
offers  a condensed  basic  and  clinical  program  for 
practicing  otolaryngologists  under  the  direction  of 
Emanuel  M.  Skolnik,  M.D.,  with  Burton  J.  Soboroff, 
M.D.,  as  co-chairman.  This  program  is  designed  to 
bring  to  specialists  current  information  in  medical  and 
surgical  otorhinolaryngology. 

Interested  otolaryngologists  should  direct  their  in- 
quiries to  the  mailing  address:  OTOLARYNGOLOGY, 
P.O.  Box  6998,  Chicago  IL  60680. 


A separate,  but  correlated  course,  “CONFERENCE 
ON  RADIOLOGY  in  OTOLARYNGOLOGY  AND 
OPHTHALMOLOGY”  will  be  held  this  year  on  Friday 
and  Saturday,  November  28  and  29,  under  the  guidance 
of  Galdino  E.  Valvassori,  M.D.  For  further  informa- 
tion about  the  radiology  conference,  write  to  Professor 
Valvassori,  Radiology  Department,  Abraham  Lincoln 
School  of  Medicine,  P.O.  Box  6998,  Chicago  IL  60680. 


^ ^ ^ 


POSITIONS  AVAILABLE 

Family  Practice,  Pediatrician,  General  Prac- 
tice, Solo  Practice — Prime  Office  Space. 

Conveniently  located  (Adjacent)  to  expand- 
ing 27-bed  hospital.  Immediate  acceptance 
by  community,  unlimited  recreational  pos- 
sibilities. 20  miles  from  Nashville  in  the 
fastest  growing  industrial  and  recreational 
area  in  State. 

30,000  plus  service  area 
(North  Rutherford  County) 

Contact:  Harris  Dement  Realty  & Auction  Co. 
508C — South  Church  Street 
Murfreesboro,  Tennessee  37130 
Phone:  615/893-2651 

Owner:  Morris  L.  Frank,  D.D.S. 
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Milk  Requirements  Vary 
With  Age,  Activity,  Diet 

How  much  milk  should  a school  child,  teenager,  or 
adult  drink  daily? 

That  depends.  It  depends  on  age,  physical  activity, 
and  on  what  else  you  eat,  says  a communication  in 
the  April  28  issue  of  the  Journal  of  the  American 
Medical  Association. 

It’s  possible  to  overdo  milk  drinking,  declares  the 
article.  Consumption  of  immoderate  amounts  of  milk 
can  displace  other  important  foods  from  the  diet.  In 
the  case  of  high  school  athletes,  some  of  whom  require 
more  than  4,000  calories  a day,  larger  servings  of  all 
foods  will  be  needed.  The  need  for  milk  itself  does 
not  increase,  however,  and  four-to-six  cups  each  day 
should  be  adequate. 

Food  guides  of  the  U.S.  Department  of  Agriculture 
suggest  milk  in  these  amounts:  children  under  9 years, 
2 to  3 cups  daily;  children  9 to  12  years,  3 or  more 
cups;  teenagers,  4 or  more  cups,  and  adults,  2 or 
more  cups.  Whether  you  drink  your  milk  full  fat 
strength,  2 per  cent,  or  skimmed  depends  on  your  in- 
dividual need  for  fat  in  the  diet.  Skimmed  milk  is  not 
recommended  for  children  in  general. 

And,  says  the  JAMA  report,  the  maximum  advisable 
quantity  of  milk  would  be  only  slightly  more  than  the 
recommended  amounts  mentioned.  Milk  is  an  excellent 
food,  but  it  should  not  replace  other  important  foods 
in  the  diet. 

New  Monograph  Discusses 
Ultrasound  in  Cardiography 

Clinical  applications  and  techniques  of  ultrasound  in 
cardiology  are  described  in  a 32-page  illustrated  mono- 
graph authored  by  Raymond  Gramiak,  M.D. 

Titled  “Echocardiography,”  Dr.  Gramiak’s  monograph 
introduces  ultrasonography  to  persons  interested  in  this 
area  of  cardiology  and  also  serves  as  a reference  of 
techniques  and  methodology  for  the  practitioner  already 
involved  in  this  form  of  cardiography. 

Dr.  Gramiak,  professor  of  Radiology  at  the  Univer- 
sity of  Rochester’s  School  of  Medicine  and  Dentistry, 
discusses  general  applications  and  new  examination 
procedures,  providing  detailed  examples  and  diagrams 
for  each.  Pertinent  formulas  and  tabular  data  are  also 
included. 

Among  the  subject  areas  covered  are  examination 
techniques  for  mitral,  prosthetic,  aortic,  tricuspid  and 
pulmonary  valves;  pericardial  effusion;  cardiac  cham- 
ber studies;  congenital  heart  lesions;  and  -state-of-the- 
art  recording  methods. 

A copy  of  this  monograph  is  available  by  writing 
Department  of  Professional  Education,  Unirad  Corpo- 
ration, P.O.  Box  39002,  Denver,  Colorado  80239. 


New  Publication  on  the  Prevention 
Of  Occupational  Skin  Diseases 

May  19,  1975 — New  York,  N.Y. — The  Soap  and 
Detergent  Association  has  issued  a new  industrial  skin 
care  publication,  entitled  The  Prevention  of  Occupa- 
tional Skin  Diseases.  It  is  especially  designed  to  assist 
management,  hygienists,  doctors,  plant  nurses,  group 
leaders,  and  supervisors  in  the  continuing  struggle 
against  dermatitis — the  nation’s  number  one  occupational 
disease. 

The  book  was  written  by  a team  of  soap  and 
detergent  industry  skin  care  experts,  and  was  edited  by 
Donald  J.  Birmingham.  Chairman  of  Wayne  State 
University’s  Department  of  Dermatology  and  Syphil- 
ology,  and  formerly  Chief,  Dermatology  Section,  Occu- 
pational Health  Research  and  Training  Facility,  U.S. 
Public  Health  Service.  The  new  publication  is  a com- 
plete revision  of  a book  under  the  same  title  originally 
published  by  the  SDA  in  1955. 

Straightforward,  non-technical  language  is  used  to  de- 
scribe the  incidence,  time  lost  and  causal  agents  of 
occupational  dermatitis,  the  anatomy  of  the  skin,  the 
principal  causes  of  dermatitis  and  its  prevention 
through  protective  garments  and  barrier  lotions,  skin 
cleansers  of  various  types  and  compositions,  and  dis- 
pensing equipment.  A glossary  and  list  of  references 
for  information  on  the  prevention  of  occupational  skin 
ailments  are  also  included. 

Skin  diseases  represent  41.1%  of  all  occupational 
illnesses  reported  for  1972  in  the  industries  surveyed 
by  the  National  Institute  for  Occupational  Safety  & 
Health  (NIOSH)  and  were  responsible  for  one-fourth 
of  workdays  lost.  Under  the  Occupational  Safety  & 
Health  Act  of  1970,  adequate  sanitation  and  washup 
facilities  and  other  control  measures  are  now  mandatory 
requirements  in  the  work  environment.  The  Prevention 
of  Occupational  Skin  Diseases  will  be  a valuable  aid 
to  persons  in  industry  charged  with  meeting  these 
requirements. 

Individual  copies  of  the  two-color,  56-page,  9"  by  6" 
book,  with  a functional  interior  layout  to  help  the 
reader  quickly  locate  a particular  area  of  interest,  are 
available  from  the  SDA  at  $1.50  per  copy,  prepaid. 
Supplies  of  100  copies  or  more  may  be  ordered  at  a 
discount  price  of  $1.25  per  copy,  plus  shipping  charges. 


ORTHOPAEDIC  SURGEON  URGENTLY  NEEDED  — Board 
Certified  or  Board  Eligible  Orthopaedic  Surgeon  needed 
to  join  our  only  (and  overworked!)  Board  Certified  Ortho- 
paedic Surgeon  who  has  been  in  private  practice  for  the 
last  three  years.  Immediate  partnership  available  and/or 
guaranteed  annual  income.  No  other  orthopaedic  surgeon 
outside  of  Nashville  and  Chattanooga.  The  hospital  is 
located  in  progressive,  college  community  midway  between 
Nashville  and  Chattanooga,  Tennessee;  ultra-modern  100- 
bed  hospital  with  excellent  surgical  supportive  facilities; 
14  physicians  already  on  actvie  medical  staff;  unlimited, 
year-round  recreational  attractions,  three  beautiful  lakes, 
flying  club  and  Country  Club  only  five  minutes  from  hos- 
pital and  many  cultural  and  educational  advantages.  We 
are  ready  when  you  are,  call  collect:  Richard  L.  Morris, 
Administrator,  John  W.  Harton  Memorial  Hospital,  P.O. 
Box  460,  Tullahoma,  Tennessee  37388,  (615)  455-0601. 
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Affirmative  Action,  Right  and  Wrong 

The  ability  to  discriminate  rationally  among 
several  choices  is  an  important  human  attribute. 
The  term  “discrimination”  acquired  a negative 
connotation  when  it  was  used  to  describe  the 
process  of  making  choices  on  nonrational  grounds; 
specifically,  the  word  was  applied  to  judgments 
made  upon  people  based  on  such  nonessential, 
irrelevant  characteristics  as  race  and  religion. 
Discrimination  of  this  sort  has  been  viewed  as 
immoral  and  has  stimulated  measures  to  reduce 
or  eliminate  it.  During  this  discussion,  discrimi- 
nation will  be  used  in  its  generally  accepted 
though  inaccurate  meaning. 

In  order  to  assure  that  their  personnel  practices 
are  nondiscriminatory  and  to  correct  past  in- 
justices, several  universities,  medical  schools  and 
hospitals  have  undertaken  a policy  of  Affirmative 
Action.  The  purpose  of  their  programs  is  to 
assure  that  the  institution  hires  and  develops  the 
best  people  that  can  be  found,  basing  personnel 
decisions  on  job-related  qualifications  rather  than 
on  considerations  of  nonessentials  such  as  race, 
religion,  age,  sex,  or  national  origin. 

Quota  System 

The  following  is  a policy  statement  of  a leading 
Boston  hospital:  “All  matters  relating  to  recruit- 
ing, hiring,  training,  compensation,  benefits,  pro- 
motions, transfers,  layoffs,  recall  from  layoffs, 
hospital  sponsored  educational,  social,  recreational 
programs  and  all  treatment  on  the  job  must  be 
free  of  discriminatory  practices.”  Such  a policy 
rests  on  a strong  moral  foundation. 

How  can  this  laudable  concept  be  enforced? 
This  is  a difficult  problem  that  has  no  easy  solu- 
tion. Unfortunately,  several  institutions  have 
drafted  into  use  a simple,  time-tested,  but 
thoroughly  immoral  mechanism:  the  quota  sys- 
tem. 

Under  this  system,  members  of  minority  groups 
are  hired  according  to  a specific  quota,  which  is 
usually  based  on  local  population  ratios.  For 
example,  if  the  population  has  20  percent  blacks 
and  10  percent  orientals,  and  if  there  are  100 
job  openings,  then  the  personnel  office  must 
hire  approximately  20  blacks  and  10  orientals  in 
filling  the  available  jobs. 


If  such  ratios  are  to  be  used  fairly  and  morally, 
however,  two  conditions  must  be  satisfied:  first, 
that  the  abilities  required  for  a specific  job  are 
equally  distributed  among  the  several  subunits  of 
the  population,  and  second,  that  proportional 
numbers  of  equally  qualified  members  of  subunits 
actually  apply  for  the  positions  available.  Such 
data  are  simply  not  available,  and  it  is  doubtful 
that  they  could  be  generated. 

This  kind  of  quota  system  has  been  called 
reverse  discrimination.  It  is  not.  It  is  straight- 
forward, old-fashioned  discrimination.  An  exam- 
ple may  help  to  clarify  this  statement  and,  since 
administrations  often  emphasize  the  importance 
of  team-work  in  the  achievement  of  institutional 
goals,  the  example  of  a team  sport  is  appropriate. 

There  are  proportionately  many  more  well 
qualified  black  basketball  players  than  white,  per- 
haps because  more  blacks  than  whites  have  elected 
to  spend  the  time,  energy,  and  dedication  neces- 
sary to  excel  in  basketball.  The  population  from 
which  the  Boston  Celtics  draw  their  players  is 
about  80  percent  white.  Affirmative  Action  would 
therefore  demand  that  80  percent  of  the  Celtics 
team  be  white.  If  applied  rigorously,  the  quota 
system  would  insure  that  the  Celtics  would  not 
be  champions  for  long. 

Discrimination! 

And  what  of  the  black  players  who  were  turned 
down  in  favor  of  less  well-qualified  whites  hired 
to  meet  the  quotas?  Discrimination!  When  put 
in  these  terms,  it  is  clear  that  any  quota  system 
is  not  reverse  discrimination,  it  is  individual  dis- 
crimination in  the  same  sense  as  were  the  old  Jim 
Crow  laws  and  poll  taxes.  It  is  not  less  discri- 
minatory if  the  victim  is  black,  white,  yellow, 
Spanish,  Jewish,  or  Irish. 

On  these  grounds,  institutional  Affirmative  Ac- 
tion policies  that  utilize  quotas  to  achieve  minority 
balance  must  be  viewed  as  discriminatory  and 
immoral. 

Such  discrimination  cannot  be  justified  by 
claiming  that  it  corrects  past  injustices.  It  is  true 
that  blacks,  for  example,  have  been  discriminated 
against  in  the  past,  and  that  they  were,  therefore, 
victims  of  injustice.  But,  it  is  inaccurate  to  claim 
that  every  white  is  guilty  of  those  practices;  in 
fact,  the  opposite  is  probably  true  of  most  of  the 
younger  generation.  Yet,  it  is  they  who  suffer  the 
most  from  Affirmative  Action  quota  systems,  and 
they  who  will  bear  the  brunt  of  their  parents’ 
wrongs. 
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This  problem  arises  from  treating  people  as 
anonymous  masses  rather  than  as  individuals;  a 
policy  of  exacting  reparation  from  the  masses  of 
whites  because  of  damages  done  to  the  mass  of 
blacks  results  in  undeserved  punishment  of  many 
individual  whites,  and  unearned  rewards  for 
many  individual  blacks. 

Past  injustices  cannot  be  corrected  by  a new 
and  opposing  set  of  injustices.  Today’s  blacks 
must  be  treated  equally  with  today’s  whites  on 
the  basis  of  ability  alone.  Every  individual  de- 
serves nothing  less — and  nothing  more. 

If  a quota  system  cannot  be  used  as  a 
standard  for  measuring  discrimination,  how  can 
an  institution  enforce  hiring  and  job  advancement 
policies  based  on  ability  alone?  It  must  make 
clear  to  those  responsible  for  personnel  decisions 
that  their  decisions  are  expected  to  be  free  of 


irrelevant  biases,  and  that,  if  such  biases  are 
found,  disciplinary  steps  against  the  personnel 
officer  will  be  taken. 

It  is  perfectly  appropriate  for  the  institution’s 
administration  to  check  records  of  their  own  per- 
sonnel office  to  seek  violations  of  the  anti-bias 
policy,  and  to  take  disciplinary  steps  when  they 
are  found.  In  fact,  it  is  imperative  to  do  these 
things  in  order  to  make  as  likely  as  possible  the 
successful  achievement  of  institutional  goals; 
moral  responsibility  demands  that  quality  and 
ability  be  the  only  determinants  of  job  selection 
and  advancement.  Affirmative  Action  will  achieve 
its  goals  and  remain  a force  for  good  only  so  long 
as  it  does  not  betray  its  own  moral  base  by 
employing  any  form  of  quota  system. 

— Reprinted  from  the  Massachusetts  Physician, 

Dec.  1974 
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and  free  from  distractions,  the  Willingway 
staff,  with  understanding  and  compassion, 
carries  out  an  intensive  program  of 
therapy  based  on  honesty  and  responsi- 
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function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
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In  venereal  disease.,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
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Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 
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vomiting,  diarrhea, .glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapularand  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 
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Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults- 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  fora  total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children -3  to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
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Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS) . total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 

dOSGS. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin’  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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The  Role  of  the  Nurse  in  Primary 

Patient  Care 


There  exists  today  in  the  United  States  a 
growing  need  for  the  people  to  have  easily  acces- 
sible appropriate  medical  care  at  a reasonable 
cost.  A barrier  to  the  achievement  of  this  ideal 
is  the  concentration  of  highly  trained  physicians 
and  nurses  in  urban  centers  leaving  rural  areas 
and  ghetto  populations  without  access  to  a doc- 
tor. Medical  schools,  in  response  to  this  need, 
have  begun  to  establish  programs  in  family  prac- 
tice and  primary  care  in  the  hopes  that  graduates 
of  these  programs  will  practice  in  these  presently 
underserved  areas. 

In  addition,  Vanderbilt  Nursing  School  and  the 
University  of  Tennessee  Health  Sciences  Center 
have  developed  graduate  training  programs  to 
provide  nurses  with  skills  of  physical  assessment 
and  management  of  minor  illnesses  and  stable 
chronic  illnesses.  It  is  anticipated  that  with  ade- 
quate physician  supervision  and  assistance  these 
nurses  will  be  able  to  practice  independently  or 
in  close  association  with  a physician  in  an  office 
and  manage  a significant  number  of  cases  not 
requiring  his  more  advanced  diagnostic  and 
treatment  skills.  Practice  situations  for  the  grad- 
uates of  these  programs  are  in  the  process  of 
development.  The  experiences  of  four  of  these 
graduates  are  described  in  a series  of  papers  in 
this  issue  of  the  Journal. 

They  represent  four  different  practice  situa- 
tions, each  with  a special  emphasis:  a rural 

primary  care  center,  a university  general  medical 
clinic,  a university  occupational  health  service 
and  a physician’s  office.  The  nurse  practitioner 
in  each  situation  usually  provides  the  first  entry 
into  the  health  care  process  for  the  patient  and 


Guest  Editorial 

ANDERSON  SPICKARD,  M.D. 

guides  him  to  the  appropriate  health  care  re- 
source for  his  medical  problem.  These  nurses 
collect  excellent  data  base  material  for  physician 
review,  even  in  complex  problems.  In  many  in- 
stances they  have  uncovered  points  in  the  history 
or  physical  examination  not  known  before  in 
patients  previously  examined  by  busy  physicians. 
As  colleagues  of  physicians,  they  can  provide 
that  extra  dimension  of  care  that  patients  seem 
to  appreciate. 

These  programs  are  still  in  their  infancy.  There 
are  a number  of  problems  that  need  resolution. 
The  cost/benefit  of  employment  of  a nurse  prac- 
titioner has  to  be  studied  in  each  practice  situa- 
tion. Protocols  of  medical  care  need  constant 
revision.  This  is  done  regularly  by  the  nurse 
practitioner  and  her  physician  colleague  to  cover 
all  anticipated  medical  needs  that  the  nurse  prac- 
titioner is  trained  to  manage.  Standards  of  care 
in  primary  care  centers  need  to  be  established  so 
that  high  quality  of  care  can  be  assured.  Com- 
prehensive histories  and  physical  examination, 
Weed  system  progress  notes,  drug  formularies, 
guidelines  for  referring  patients  with  complex 
problems  are  all  used  by  our  nurse  practitioners 
and  can  be  reviewed  in  quality  of  care  audits. 

In  the  next  five  years  we  will  have  considerable 
information  on  the  use  of  nurse  practitioners  in 
various  practice  situations.  Methods  of  evaluation 
remain  crude  and  will  be  refined.  However,  the 
general  level  of  patient  acceptance  of  these  health 
professionals  is  very  high  and  an  overall  evalua- 
tion of  the  programs  to  date  would  declare  them 
successful. 
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Preceptorship  of  a Nurse  Practitioner 

K.  J.  PHELPS,  SR.,  M.D.,  F.A.A.F.P. 


The  primary  care  physician  has  always  been 
the  backbone  of  our  nation’s  health  care  delivery. 
It  is  a fact  that  some  rural  and  intercity  areas 
are  underserved.  It  is  also  a fact  that  the  primary 
care  physician  has  less  time  to  devote  to  patient 
care,  continuing  education,  and  leisure  because 
he  is  now  required  to  perform  duties  incident  to 
third  party  pay,  both  public  and  private,  i.e. 
committee  meetings,  medical  audit,  and  records 
chart  review,  as  well  as  increased  patient  de- 
mands. If  we  are  to  continue  to  deliver  high 
quality  health  care,  means  must  be  found  to 
reduce  this  workload. 

The  purpose  of  this  paper  is  to  relate  the 
experiences  of  a family  practitioner  in  providing 
a preceptorship  for  a registered  nurse  who  had 
received  expanded  training  at  the  University  of 
Tennessee  Center  for  Health  Sciences;  and  also 
to  examine  and  report  on  the  feasibility  of  how 
a nurse  practitioner  could  function  in  a private 
family  practice  in  a rural  setting  from  the  point 
of  view  of  patient  and  professional  acceptance, 
cost  effectiveness,  and  quality  of  care,  reducing 
the  physician  workload  and  increasing  the  num- 
ber of  patients  seen. 

Method 

The  period  of  the  nurse  practitioner  (N.P.) 
preceptorship  was  from  May  10,  1974  to  August 
10,  1974,  in  Lewisburg,  Tennessee,  (population 
7,500).  The  preceptorship  was  under  the  direc- 
tion of  the  author.  The  training  also  involved 
Lewisburg  Community  Hospital  (119  beds,  Joint 
Commission  approved),  Merihil  Nursing  Home, 
a licensed  extended  care  facility  (E.C.F.)  of  73 
beds,  and  Oakwood  Hall,  licensed  E.C.F. , (53 
beds).  The  N.P.  had  had  prior  experiences  which 
included  nursing,  intensive  care  nursing,  public 
health  nursing,  and  chronic  disease  care  in  a 
public  health  clinic.  She  trained  as  an  adult  nurse 
practitioner  for  four  months  at  the  University  of 
Tennessee  Department  of  Community  Medicine 
and  the  College  of  Nursing  prior  to  the  beginning 
of  her  preceptorship. 

The  experiences  of  the  N.P.  were  in  the  fol- 
lowing areas:  (See  Appendix  1): 

Office:  Selected  patients,  after  an  introduction 
by  the  Family  Practitioner  (F.P.)  or  his  staff, 
were  worked  up  by  the  N.P.  as  follows:  subjective 
and  objective  findings  were  recorded,  and  after 


dialogue  with  the  F.P.  assessment  and  plans  were 
made.  For  those  patients  who  required  a com- 
plete work-up,  a history-physical  form  was  used. 
Routine  laboratory  work  was  done  on  all  who 
required  complete  evaluation  and  certain  labora- 
tory and  x-rays  were  ordered  after  dialogue  with 
the  F.P.  Later,  after  a working  relationship  had 
been  established,  some  diagnostic  procedures 
were  ordered  by  the  N.P.  without  consulting  the 
F.P.  according  to  protocol  modeled  after  the 
Primary  Care  Guide  by  John  W.  Runyan,  M.D., 
Department  of  Community  Medicine,  University 
of  Tennessee  Health  Sciences  Center,  Memphis. 

Selected  chronic  disease  cases  (diabetes,  hy- 
pertension, congestive  heart  failure,  chronic  res- 
piratory disease,  rheumatic  fever  prophylaxis, 
etc.)  were  put  under  the  care  of  the  N.P.  after 
she  demonstrated  competency  in  each.  By  the 
end  of  the  training  period  about  35  percent 
of  all  selected  chronic  disease  patients  were  man- 
aged by  the  N.P.  as  per  protocol.  Sutures,  dress- 
ings, cast  care,  etc.  were  cared  for  by  the  N.P. 
after  the  F.P.  was  satisfied  as  to  competence  in 
these  areas.  The  N.P.  screened  about  50  percent 
of  the  physician’s  phone  calls,  and  handled  about 
50  percent  of  these  without  consulting  the  F.P. 
She  was  able  to  dispose  of  trivialities,  answer 
routine  medical  questions,  and  report  the  results 
of  diagnostic  procedures.  When  a patient  was  to 
be  transferred  to  another  physician  or  agency  the 
N.P.  was  responsible  for  the  collection  and  de- 
livery of  patient-data  such  as  reports  of  diagnostic 
procedures,  electrocardiograms,  radiological  ex- 
aminations, and  other  clinical  information  from 
the  patient’s  clinic  record.  Information  was  also 
supplied  by  the  N.P.  to  the  F.P.  insurance  clerks 
and  abstracts  of  the  clinic  record  were  prepared 
and  made  available  for  various  other  reasons. 

Counseling,  patient  education  and  instruction 
were  important  contributions  of  the  N.P.  She 
was  responsible  for  therapeutic  instruction  such 
as  exercises,  diet  and  physiotherapy  as  needed. 
An  attempt  was  made  by  the  F.P.  to  make  known 
to  the  N.P.  findings  of  teaching  value  in  patients 
not  seen  by  the  N.P. 

Hospital:  For  clarification  of  the  N.P.’s  duties, 
an  outline  was  furnished  to  hospital  personnel  by 
the  administrator  and  distributed  to  the  nursing 
service,  medical  records,  laboratory  and  x-ray 
department  (Appendix  2).  The  N.P.  made  hos- 
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pital  rounds  with  the  F.P.  at  least  once  a week, 
and  after  appropriate  orientation  daily  afternoon 
hospital  rounds  were  made  by  the  N.P.  alone. 
Her  responsibilities  entailed  chart  audit  to  see 
that  orders  were  followed  properly.  Patient  data 
such  as  x-ray  and  laboratory  findings  were 
recorded  on  the  progress  note.  The  N.P.  also 
ascertained  certain  physical  findings  such  as  vital 
signs,  weight  changes,  rales,  rashes,  edema,  etc., 
which  were  recorded  on  the  progress  note,  and 
reported  by  telephone  to  the  F.P.  After  con- 
sultation, orders  and  further  progress  notes  were 
dictated,  and  these  chart  entries  were  later  co- 
signed by  the  F.P.  Progress  notes  written  by 
the  N.P.  including  assessment  and  plans  kept 
hospital  personnel  up-to-date  on  the  patient’s  con- 
dition. 

Researching  of  old  records  at  the  hospital  was 
done  by  the  N.P.  and  summarized  on  progress 
notes  when  indicated.  Therapeutic  instructions 
such  as  diet,  physiotherapy,  discharge  medications 
and  other  details  were  given  to  the  patient  by 
the  N.P.  She  was  responsible  for  the  transfer  of 
pertinent  patient  data  from  the  hospital  chart 
to  the  office  chart,  and  where  appropriate  to 
another  hospital,  E.C.F.,  or  Public  Health  De- 
partment and  Mental  Health  Clinics.  When  in- 
dicated, discharge  plans  were  made  with  the  help 
of  the  hospital  social  service  director  to  fully 
utilize  community  resources  such  as  welfare,  re- 
habilitation, public  health  resources,  and  other 
local  facilities. 

Extended  Care  Facility:  The  duties  of  the  N.P. 
were  essentially  the  same  here  as  at  the  hospital. 
However,  many  calls  from  E.C.F.  in  regard  to 
patients  were  completed  by  the  N.P.  For  clarifi- 
cation of  the  N.P.’s  duties  at  the  E.C.F’s,  an 
outline  was  furnished  to  the  personnel  of  each 
E.C.F.  similar  to  the  one  given  to  hospital 
personnel. 

Home  Visits:  Home  visits  were  infrequent.  On 
two  occasions  the  N.P.  made  emergency  visits 
when  it  was  impossible  for  the  F.P.  to  make  them. 
The  N.P.  also  made  some  home  visits  to  see 
patients  with  chronic  diseases. 

Discussion 

The  N.P.  is  well-trained  in  the  function  men- 
tioned above.  At  least  a three  month  training 
period  at  the  University  may  be  indicated  because 
familiarity  with  the  more  common  abnormal 
physical  signs  cannot  be  taught  in  less  time  than 
this.  Fuller  utilization  could  be  made  of  a N.P. 
if  certain  medico-legal  problems  are  cleared  up, 


e.g.,  the  N.P.’s  duties  and  responsibilities  must 
be  clearly  defined.  A patient  education  period 
of  about  one  year  is  required  to  assure  complete 
acceptance  of  the  N.P.  as  a member  of  the  Family 
Practice  Team.  The  majority  of  patients  accepted 
the  N.P.  after  her  role  was  understood.  Also, 
fuller  utilization  can  be  made  when  third  party 
payment  is  arranged  for  home  calls  and  E.C.F. 
visits.  In  chronic  disease  cases  of  homebound 
patients,  follow-up  visits  should  be  limited  to 
three,  then  the  patient  must  be  seen  by  the  F.P. 
When  the  F.P.  was  not  available,  a member  of 
a five  physician  call  group  was  available  for  con- 
sultation with  the  N.P.  at  all  times.  The  N.P. 
was  well  accepted  by  this  group.  The  Adminis- 
trator and  staff  of  the  Lewisburg  Community 
Hospital  gave  enthusiastic  help  and  support  to 
this  endeavor.  The  administrators  and  staffs  of 
the  E.C.F.’s  were  also  most  helpful. 

The  N.P.  was  involved  in  the  diagnosis  and 
treatment  of  certain  problems,  using  the  F.P.’s 
library  and  the  Lewisburg  Community  Hospital 
library  in  cooperation  with  the  staff  of  each. 

The  problem  oriented  record  is  used  exclusively 
both  in  the  office  and  Lewisburg  Community 
Hospital  by  the  F.P.,  and  the  N.P.  thus  received 
practical  instructions  in  the  use  of  the  problem 
oriented  record  by  the  F.P.  and  his  staff. 

Suggestions  for  the  improvement  of  the  N.P. 
preceptorship  by  this  F.P.  are  as  follows: 

1.  A longer  preceptorship  period,  perhaps  four 
months. 

2.  A longer  orientation  period  in  the  hospital  and 
office. 

3.  A scheduled  time  spent  in  the  Emergency  Room 
with  the  physician  (every  time  the  F.P.  goes,  the 
N.P.  goes). 

4.  Hospital  rounds  should  be  made  by  the  N.P.  with 
the  F.P.  at  least  twice  a week. 

5.  E.C.F.  rounds  should  be  made  by  the  N.P.  with 
the  F.P.  at  least  once  a month. 

6.  A scheduled  orientation  on  problem  oriented 
records  of  at  least  two  hours  is  needed  even 
though  it  is  taught  and  used  in  University’s  train- 
ing program. 

7.  The  N.P.  should  spend  at  least  one  day  at  the  local 
Mental  Health  Clinic  and  one  day  at  the  local 
Public  Health  Clinic.  A visit  to  Regional  Health 
Facilities  is  also  indicated. 

8.  A scheduled  time  at  the  end  of  the  day  for  dialog 
between  the  N.P.  and  the  F.P. 

N.P.  orientation  should  include  an  explanation 
that  the  F.P.  is  involved  in  private  practice  and 
that  the  patients  seen  are  not  captive.  It  should 
be  further  pointed  out  that  situations  such  as 
absence  or  illness  of  members  of  the  F.P.  staff, 
absence  or  illness  of  fellow  physicians  in  a small 
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community  and  other  situations  require  extra 
effort  at  times  by  the  entire  Family  Practice  Team. 
It  should  be  stressed  that  patients  do  not  become 
ill  on  schedule.  This  is  particularly  true  if  the 
N.P.  has  had  no  experience  in  private  practice. 

Conclusion 

From  this  brief  experience  the  F.P.  found  that 
afternoon  rounds  by  the  N.P.  saved  many  urgent 
later  visits  to  the  hospital  and  reduced  the  num- 
ber of  patients  that  needed  to  be  seen  on  post 
office-hour  rounds.  The  recorded  patient  data 
and  chart  audit  saved  about  forty-five  minutes 
on  F.P.’s  morning  hospital  rounds.  Office  space 
and  personnel  were  utilized  fully  by  the  N.P. 
while  the  F.P.  was  away  from  the  office.  By  the 
end  of  the  training  period,  twenty-five  more 
patients  per  week  were  being  seen,  and  the  F.P. 
had  more  uninterrupted  time  to  concentrate  on 
difficult  patient  problems. 


The  period  of  training  was  too  brief  to  ascertain 
by  accounting  methods  the  cost  effectiveness  of 
the  N.P.  If  the  N.P.  was  fully  utilized  the  in- 
creased number  of  patients  seen  would  justify 
the  extra  cost. 

The  role  of  a N.P.  in  the  Family  Practitioner 
Team  would  be  dependent  on  the  practice  and 
desires  of  each  F.P.  and  the  talents,  competence 
and  motivation  of  each  nurse  practitioner.  In  the 
absence  of  the  F.P.  the  N.P.  might  serve  as  the 
director  or  leader  of  the  Family  Practice  Team. 
As  a result  of  the  preceptorship  experience  the 
author  plans  to  add  an  N.P.  to  his  staff  as  soon 
as  one  is  available. 

The  N.P.  should  never  be  responsible  for  initial 
treatment  of  a patient  or  final  disposition  of  the 
patient  without  supervision  by  the  F.P.  There 
should  be  a doctor  available  at  all  times  for  con- 
sultation by  telephone  and  if  necessary  be  avail- 
able in  person  within  minutes.  Anything  less  than 
this  is  sub-standard  in  any  community. 

304  West  Church  St. 

Lewisburg,  Tenn.  37091 


Appendix  1 

Hours 

Monday,  Tuesday,  Wednesday,  and 


Thursday  8:00/am-12:00/pm 
Saturday  8 :00/am-12: 00/pm 

Office  Duties 

Manage  selected  chronic  disease  patients  as  per  protocol 
Patient  calls 

Check  dressings  and  remove  sutures 
New  patient  work-up 

Screening  history  & physical 

Routine  lab  work 

CBC 

SMA  profile 
Urinalysis 
Screen  phone  calls 

Update  Charts  on  Patients  Seen 
Do  patient  care  research  at  Physician’s  request 
Check  patients  with  Physician 

Make  appointments  for  referral  to  other  M.D.’s  service  or  agencies 
Collect  and  deliver  patient  data  to  other  M.D.’s  service  or  agencies 

Hospital 

Check  physical  findings,  X-ray  reports,  and  lab  reports 

Transfer  hospital  patient  data  to  office  chart 

Phone  consultation  with  Physician 

Write  orders  with  doctor’s  co-signature 

Write  progress  notes 

Do  research  as  indicated  by  doctor 


Schedule  for  Nurse  Practitioner 

Friday  8 : 00/am- 1 : 45/pm 

Lunch  1 :45/pm-2:45/pm 
Office  2:45/pm-4:00/pm 
Rounds  4:00/pm-5 : 00/pm 
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Do  chart  audits 

Therapeutic  instructions  such  as  diets,  physical  therapy 

Discharge  plans  utilizing  community  resources  with  the  help  of  Hospital  Social  Service  Director 

E.C.F.,  I.C.F.,  and  Nursing  Homes 

Make  rounds  weekly — same  as  hospital  rounds 
Record  information  on  patient’s  clinic  chart 


Appendix  2 

Memorandum  from  the  Hospital  Administrator  outlining  the  Nurse  Practitioner’s  duties  and  responsibilities. 

As  she  assists  Dr.  Phelps,  she  may  be  performing  some  or  all  of  the  following  duties: 

I.  Performing  review  of  the  following. 

a.  Physical  findings. 

b.  Laboratory  Report. 

c.  X-Ray  reports. 

II.  Consultation  with  Patient. 

III.  Write  orders  on  the  chart  as  directed  by 

IV.  Carry  on  a dialogue  with  the  patient. 

V.  Write  Progress  Notes. 

VI.  Research  old  and  new  clinical  records  of 
care. 

VII.  Perform  chart  audit. 

NOTE:  All  orders  and  progress  notes  entered  on  the  chart  and  signed  by  the  Nurse  Practitioner  will 

be  countersigned  by  the  Physician  (author).  Any  other  questions  relating  to  her  duties  or  responsibilities  should 
be  directed  to  me  or  Dr.  Phelps. 

Signature, 


Dr.  Phelps. 

the  patients  for  information  relating  to  the  past  or  future 


Administrator 

Lewisburg  Community  Hospital 


* * * 


Is  there  a tablet  containing  only 
an  expectorant  and  only 
Glyceryl  Guaiacolate?  YES! 


1.  Patient  acceptable 
tablet  dose. 

2.  Single  entity  expectorant. 

3.  Measured  tablet  dose. 

4.  Sugar-free  tablet. 

An  identifiable  white,  scored  tablet  which 
significantly  stimulates  the  secretion  of 
respiratory  tract  fluid. 

Composition:  Each  sugar-free  compressed  tablet  contains  glyceryl  guaiacolate  lOOmg. 
Action  and  Use:  This  preparation  utilizes  the  effective  expectorant  action  of  glyceryl 
guaiacolate  which  significantly  stimulates  the  secretion  of  respiratory  tract  fluid.  The 
increased  flow  of  less  viscid  fluid  favors  expectoration  and  has  a demulcent  effect  on 
the  tracheobronchial  mucosa.  The  primary  usefulness  of  Hytuss  Tabs  is  to  promote  the 
change  from  a dry,  unproductive  cough  to  a productive  cough.  Hytuss  is  therefore  useful 
in  treating  coughs  due  to  the  common  cold,  bronchitis,  laryngitis,  tracheitis,  pharyngitis, 
influenza  and  the  measles.  The  expectorant  action  of  Hytuss  may  also  provide  sympto- 
matic relief  in  some  chronic  respiratory  disorders  when  the  patient  experiences  spasms 
of  dry  nonproductive  coughing.  Precautions:  Extremely  large  amounts  may  cause  nausea 
and  vomiting.  Administration  and  Dosage:  Adults — 1 tablet  four  times  daily.  Children — 
6 to  12  years  of  age;  Vz  tablet  3 or  4 times  daily.  HOW  SUPPLIED:  White,  scored,  sugar- 
free,  tablet  in  bottles  of  100  - 1,000  -5,000.  Product  Identification  Mark:  Hy.  Literature 
Available:  On  request. 

Available  through  all  drug  wholesalers. 


(GLYCERYL  GUAIACOLATE  lOOmg.) 


HYREX  COMPANY 

832  South  Cooper 
Memphis,  Tenn.  38104 
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Ihe  Role  of  a Nurse  in  a Rural 

Primary  Care  Center 

ELIZABETH  DAYANI,  R.N.,  F.N.C. 


Moore  County,  population  3500,  is  the  small- 
est county  in  Tennessee.  Lynchburg,  the  county 
seat,  has  a population  of  315.  Surrounding  a 
red  brick  courthouse  in  the  center  of  the  square 
is  a drug  store,  hardware  store,  appliance  shop, 
jewelry  shop,  Ladies  Handicraft  Shop,  White 
Rabbit  Saloon,  two  grocery  stores,  farmers  co-op, 
and  fabric  center.  Off  the  square  is  the  county 
jail  and  next  to  it  the  County  Building  which 
houses  the  school  superintendent’s  office,  the 
agricultural  extension  agent,  the  home  demon- 
stration agent,  the  welfare  office,  and  the  health 
department.  Two  blocks  beyond  the  square  on 
the  corner  of  the  Tullahoma  Highway  and  Elm 
Street  sit  the  county  ambulance  and  the  Moore 
County  Primary  Care  Center. 

It  is  a beautiful  community — green  rolling  hills 
sprinkled  with  cedars,  clear  streams,  and  Tims 
Ford  Lake  for  fishing  and  boating.  The  people 
are  proud,  hard  working,  middle-income  Ameri- 
cans. The  majority  work  in  the  Jack  Daniel’s 
Distillery  or  in  factories  in  surrounding  towns. 
Farming  and  cattle-raising  are  secondary  sources 
of  income.  There  is  a minimum  of  families  on 
welfare.  Moore  Countians  take  care  of  their  own! 

Geographically,  Lynchburg  is  in  the  center  of 
a triangle  formed  by  three  large  towns — Shelby- 
ville,  Tullahoma,  and  Fayetteville.  Each  has  a 
population  of  10-15,000,  at  least  one  hospital, 
and  10-15  doctors.  No  one  in  Moore  County  is 
more  than  20  miles  away  from  a physician.  So 
why  is  there  a primary  care  center  in  Moore 
County? 

First  of  all,  the  people  believe  that  they  need 
and  deserve  their  own  doctor.  In  1971  the 
County  Judge  organized  a resource  council  to 
look  at  the  needs  and  resources  of  the  county. 
The  health  care  resources  included  one  public 
health  nurse,  one  occupational  health  nurse,  and 
a physician  engaged  in  part-time  practice.  So 
the  council  began  to  recruit  in  anticipation  of 
the  physician’s  retirement.  They  met  with  of- 

From  the  State  of  Tennessee  Department  of  Public 
Health.  Division  of  Primary  Care  and  Vanderbilt  Uni- 
versity School  of  Nursing,  Nashville,  Tennessee. 

Editor’s  Note:  This  and  the  following  two  papers 

were  presented  on  May  31,  1975  at  Alumni  Day  of  the 
Vanderbilt  University  School  of  Nursing. 


ticials  from  the  Regional  Medical  Program, 
Meharry  Medical  College,  and  the  University 
of  Tennessee.  They  met  with  local  medical  so- 
cieties, interviewed  a Doctor  of  Osteopathy,  and 
submitted  an  application  to  the  National  Health 
Service  Corps.  In  spite  of  all  of  this  they  were 
not  able  to  recruit  a physician. 

In  1973  the  State  Legislature  passed  the  Pri- 
mary Care  Act.  It  is  a simple  bill  with  two 
purposes:  (1)  to  provide  health  care  to  un- 

derserved areas  and  (2)  to  provide  recording 
sites  for  medical  and  nursing  students.  The  ad- 
ministrator of  the  South  Central  Region  of  the 
health  department  assisted  the  community  coun- 
cil in  the  development  of  a proposal  for  a pri- 
mary care  center  in  Lynchburg,  which  was  ap- 
proved in  the  fall  of  1973.  Vanderbilt  Medical 
Center  was  approached  about  providing  medical 
back-up  for  the  clinic  and  agreed  to  do  so.  At 
that  time  I was  looking  for  a clinical  practice  site. 
I met  with  the  community  council,  explained  my 
education  and  preparation,  and  offered  my 
services. 

The  clinic  opened  in  March  1974.  It  is  housed 
in  a two-bedroom  dwelling  with  an  attached 
mobile  unit  that  provides  three  examining  rooms. 
There  is  a staff  of  four — receptionist,  file  clerk, 
nurse’s  aide,  and  program  coordinator:  all  com- 
munity members  whose  enthusiasm  and  accep- 
tance of  the  model  has  been  invaluable  in  pro- 
moting community  understanding  and  acceptance. 

I commute  daily  to  the  clinic  from  Nashville. 
One  of  the  four  medical  preceptors  from  Vander- 
bilt goes  with  me  one  day  each  week.  Dr. 
Anderson  Spickard,  the  medical  coordinator,  has 
worked  with  me  to  develop  a protocol  under 
which  I practice.  'This  protocol  is  in  keeping 
with  the  delegation  amendment  to  the  Medical 
Practice  Act  and  the  changes  in  the  rules  and 
regulations  of  the  Nursing  Practice  Act.  The 
protocol  is  a legal  agreement  between  a doctor 
and  a nurse  that  lists  delegated  medical  tasks  and 
drugs  to  be  prescribed  in  the  management  of  pri- 
mary care  problems.  It  is  understood  that  I will 
consult  by  phone  with  a Vanderbilt  or  local  phy- 
sician as  often  as  needed  and  refer  all  problems 
beyond  my  scope  of  practice  and  expertise. 
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Primary  care  is  entry-point  care — it  is  the 
consumer’s  initial  contact  with  any  health  care 
provider  at  any  time  about  any  problem.  There  is 
a very  definite  need  for  identified  primary  care 
points  of  entry  into  the  present  complex  and 
fragmented  health  care  system.  My  role  as  a 
nurse  practitioner  in  a primary  care  center  in- 
volves assessment  of  the  patient’s  needs  (physical, 
emotional,  economic,  spiritual)  based  on  a 
thorough  data  base  or  health  history,  manage- 
ment of  simple  problems  such  as  otitis  media  or 
Strep  throat,  and  referral  to  appropriate  resources 
of  problems  that  fall  outside  of  my  scope  of 
competence.  Teaching,  counseling,  listening,  and 
coordinating  are  the  areas  in  which  I,  as  a nurse, 
chose  to  develop  expertise — not  in  medical  diag- 
nosis. I believe  in  and  seek  to  practice  preventive, 
health  maintaining,  patient-oriented  care. 

I will  see  any  person  of  any  age  with  any 
problem.  Based  on  a complete  or  problem 
specific  history  and  physical  examination,  I de- 
velop a problem  list,  then  manage  or  refer  each 
problem  appropriately.  Patients  with  problems 
that  require  medical  attention  are  asked  to  re- 
turn on  the  “doctor  day”  or  sent  to  a local 
physician.  Acceptance  of  this  system  by  local 
physicians  has  been  excellent. 

We  have  seen  800  patients  and  are  currently 
averaging  12  patients  per  day.  I would  not 
want  to  see  much  more  than  twenty  patients  in 
a day  or  the  quality  of  the  care  I provided  would 
be  compromised. 

I work  closely  with  the  Public  Health  Nurse. 
We  refer  patients  to  her  who  need  family  plan- 
ning services,  immunizations,  and  home  visits. 
I make  a home  visit  only  when  requested  by  a 
family  or  a doctor  to  do  so.  We  try  as  much 


A renovated  home  in  Lynchburg,  Tennessee  is  used 
as  the  Moore  County  Primary  Care  Center. 


The  nurse  clinician  beginning  a physical  examination 
on  a Primary  Care  Center  patient. 

as  possible  not  to  duplicate  services  provided  by 
the  health  department. 

We  receive  many  referrals  from  the  occupa- 
tional health  nurse  at  the  distillery  and  several 
local  physicians.  Two  of  the  local  physicians 
have  agreed  to  provide  medical  supervision  and 
will  spend  % a day  at  the  clinic  every  six  weeks. 

The  success  of  primary  care  centers  depends 
on  several  factors,  including  community  involve- 
ment in  the  planning  and  management  of  the 
clinic  and  close  collaboration  and  cooperation 
with  existing  health  care  resources  and  physicians. 

There  are  several  problems  that  exist  for  nurse 
practitioners  who  practice  in  community  clinics. 
First  is  lack  of  acceptance  by  patients  and  by 
other  health  care  providers  including  nurses  and 
physicians.  This  primarily  is  lack  of  knowledge 
about  the  preparation  and  qualifications  of  nurse 
practitioners.  Nurse  practitioners  can  manage 
many  primary  care  problems  without  practicing 


Uncomplicated  illnesses  in  children  are  managed  by 
the  nurse  clinician  at  the  Moore  County  Primary  Care 
Center. 
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medicine.  I handle  70-80  percent  of  the  patient 
problems.  Patients  accept  the  nurse  in  this  role. 
Their  concern  is  a valid  one  for  problems  that 
require  hospitalizations.  This  is  why  the  nurse 
practitioner  must  have  a colleague  relationship 
with  local  physicians.  A second  major  problem 
involves  third  party  reimbursement  for  the  ser- 
vices of  nurse  practitioners.  Private  insurers  will 
not  reimburse  clinics  for  these  services.  Medicaid 
in  Tennessee  will  reimburse  community  clinics 
if  the  clinic  meets  their  regulations.  Medicare 
will  not  reimburse  community  clinics  for  the 
services  of  nurse  practitioners  unless  a physician 
is  in  the  building.  No  patient  has  been  denied 
service  but  the  clinic  has  lost  monies  because  of 
these  regulations.  If  nurses  are  to  assist  in 


meeting  the  primary  health  care  needs  of  the 
people  in  this  country,  reimbursement  policies 
must  be  changed. 

The  Primary  Health  Care  Team  includes  many 
members  with  shared  and  unique  contributions  to 
make.  We  are  all  colleagues  in  that  we  share  a 
common  goal — the  delivery  of  good  health  care. 
No  one  provider  of  care  is  independent — we  are 
all  interdependent,  and  one  member  without  the 
others  cannot  offer  the  patient  the  full  comple- 
ment of  health  care  services. 

I enjoy  my  role  as  a nurse  practitioner  in  a 
primary  care  center.  I enjoy  working  with  other 
nurses,  physicians,  and  consumers  toward  phys- 
ical, mental,  and  spiritual  well-being. 

Moore  County  Primary  Care  Center,  P.O.  Box  256, 
Lynchburg,  Tennessee  37352. 


Valley  Psychiatric  Hospital 

P.  O.  Box  21373  Shallowford  Road 
Chattanooga,  Tennessee  37421 
Phone  615-894-4220 


A 50  bed  private  acute  intensive  treatment  facility  with  programs  designed  to  treat  psy- 
chological, alcoholic,  and  drug  abuse  problems. 

A full  range  of  treatment  modalities  are  utilized  including  individual  and  group  psycho- 
therapy, chemotherapy,  electro-convulsive  therapy,  and  adjunctive  and  family  therapies.  Ad- 
junctive Therapy  includes  continuing  education  through  home-bound  teaching  for  school-aged 
adolescents,  recreational,  occupational,  and  other  supportive  therapies.  Group  therapy  is  five 
days  each  week  with  individual  therapy  at  least  two  days  a week.  Patients  have  six  hours 
a day  in  scheduled  therapeutic  activities.  Comprehensive  outpatient  services  are  available 
with  outpatient  group  therapy  sessions  being  held  two  nights  each  week. 

Licensed  by  the  State  of  Tennessee.  A member  of  the  Tennessee  Hospital  Association,  the 
American  Hospital  Association,  and  the  National  Association  of  Private  Psychiatric  Hospitals. 


STAFF: 


Psychiatry 

Davis  G.  Garrett,  M.D. 
Henry  Evans,  M.D. 

Internal  Medicine  Consultant 

Charles  D.  Kennedy,  M.D. 


Clinical  Psychology 
Michael  J.  Guttler,  Ph.D. 
Thomas  L.  Cory,  Ph.D. 

Adjunctive  Therapy 

Dan  B.  Page,  M.Ed. 


R.  Lindsay  Shuff,  M.H.A. 
Administrator 
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A Family  Nurse  Clinician 's  Practice  in  a 
University  General  Medical  Clinic 

ELIZABETH  R.  STONE,  R.N.,  F.N.C. 


For  the  past  18  months  I have  been  working 
as  a Family  Nurse  Clinician  (FNC)  in  the  Gen- 
eral Medical  Clinic  (GMC)  at  Vanderbilt  Univer- 
sity Hospital.  Of  19,350  patient  visits  between 
September  1973  and  August  1974  to  the  GMC, 
1,424  were  seen  by  me  (7  percent).  Now  after 
18  months,  my  practice  consists  of  some  400 
patients  ranging  in  age  from  15  to  98  years  and 
having  a variety  of  medical  problems  (Table  1). 


Table  1 


THE  10  MOST  COMMON  PROBLEMS  SEEN  BY  A FAMILY 
NURSE  CLINICIAN  IN  103  GENERAL  MEDICAL  PATIENTS 


Primary  Problems 

Hypertension 

Gastrointestinal 

Diabetes  Mellitus — Endocrine 

Cardiovascular 

Neurologic 

ENT 

Pulmonary 

Genitourinary 

Infections 

General  Health  Maintenance 


Number  of  Patients 

39 

35 

26 

21 

16 

12 

11 

10 

10 

9 


Patients  are  seen  by  appointment  only.  The 
appointments  are  arranged  either  months  ahead 
or  on  the  day  the  patient  calls  in  sick,  depending 
upon  the  urgency  of  their  symptoms.  Patients 
are  scheduled  by  receptionists  as  referrals  are 
made  to  the  clinic  from  other  clinics,  the  emer- 
gency room,  or  the  clinic  admitting  office. 
Patients  that  I see  are  not  usually  specifically 
screened  to  see  me  because  of  the  nature  of  their 
problems.  I take  patients  in  rotation  with  the  as- 
signed physicians.  Medical  back-up  is  mainly  from 
three  Internists  who  work  on  a full-time  basis 
in  the  clinic,  who  check  me  off  on  patients 
referred  directly  to  me.  Since  I work  so  closely 
with  them,  I see  a number  of  their  private  patients 
either  as  new  work-ups  or  on  return  visits.  Other 
clinic  personnel  and  medical  residents  are  avail- 
able at  one  time  or  another  throughout  the  week 
to  help  with  specific  diagnostic  and  management 
problems. 

Vanderbilt  is  a large  medical  center  with  highly 
specialized  physicians,  nurses  and  specialized 

From  the  Vanderbilt  University  Clinic  and  Vanderbilt 
University  School  of  Nursing,  Nashville,  Tennessee. 


techniques  of  diagnosis,  and  therefore  receives  by 
referral  a great  number  of  patients  from  outlying 
areas.  Consequently,  the  patients  may  have  com- 
plicated and  long  problem  lists.  Often  they  must 
be  followed  in  numerous  clinics  and  many  times 
require  hospitalization.  I work  either  in  a pri- 
mary or  secondary  role  to  determine  and  meet 
individual  patient  needs. 

There  is  considerable  overlap  in  skills  which 
a physician  and  nurse  clinician  have  to  offer  these 
patients.  I have  found  that  it  is  often  more 
beneficial  to  work  on  a particular  patient’s  needs, 
sharing  the  primary  role  in  caring  for  the  patient 
and  complementing  what  each  professional  has 
to  offer. 

Physician  check-off  or  patient-interaction  is  de- 
termined mainly  by  the  severity  of  the  illness 
or  the  complexity  of  the  patient’s  problems. 
There  are  skills  of  diagnostic  nature  which  some 
patients  need  that  I do  not  have.  There  are  also 
cases  in  which  physician  experience  and  knowl- 
edge are  such  that  the  patient’s  primary  needs 
of  medical  nature  are  best  met  by  the  physician. 
In  these  situations,  I must  take  a less  responsible 
role. 

However,  in  some  general  illnesses,  such  as 
hypertension,  diabetes,  congestive  heart  failure, 
anticoagulant  therapy  and  chronic  pulmonary 
disease,  I have  found  it  ideal  to  be  a primary 
health  care  provider,  following  each  for  general 
health  needs.  Monitoring  the  signs  of  progression 
of  illness  in  fairly  stable  chronically  ill  patients 
by  checking  for  compliance,  by  counseling  and 
by  educating  patients  can  be  done  with  little  or  no 
physician  check-off.  There  are  many  acute  ill- 
nesses also  which  can  be  easily  and  safely  handled 
by  a nurse  clinician  with  little  physician  back-up. 
These  include  upper  respiratory  infections,  vene- 
real disease,  and  urinary  tract  infections. 

Regardless  of  the  nature  of  the  problem,  on 
each  patient  the  nurse  clinician  documents  the 
visit  by  collecting  a data  base,  performing  the 
necessary  physical  examination,  making  an  assess- 
ment of  the  patient’s  condition,  and  making 
proper  disposition.  All  notes  are  reviewed  and 
signed  by  the  physician  for  accuracy  in  record- 
ing the  patient’s  progress  and  for  delivery  of 
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optimum  health  care.  All  prescriptions  must  be 
signed  by  the  physician  and  adjustment  of 
dosage  is  discussed  with  and  decided  ultimately 
by  the  physician. 

My  day  also  includes  taking  care  of  phone 
calls  from  patients,  making  home  visits,  and  edu- 
cating patients  in  such  tasks  as  home  blood 
pressure  determination  and  insulin  injection.  I 
also  have  a role  in  clinical  education  of  both 
nursing  students  and  medical  students.  Therefore, 
l have  a joint  appointment  with  the  School  of 
Nursing. 

The  Vanderbilt  School  of  Nursing  will  graduate 
its  5th  class  of  FNC  students  in  August,  1975.  A 
total  of  41  students  will  have  graduated  to  this 
date.  Some  of  the  students  have  rotations  in 
the  medical  clinic  and  their  training  is  coordi- 
nated by  physicians  as  well  as  by  me  as  the  FNC 
role  model.  Our  group  of  physicians  and  the 
FNC  have  for  the  past  3 years  taken  one  or 
two  of  the  students  for  a 3 month  preceptorship 
in  medicine.  During  this  time  they  concentrate 
on  complete  patient  work-ups  and  detailed  pre- 
sentation of  an  organized  history  and  physical 
examination  with  assessment  and  plan  of  therapy. 
They  are  closely  supervised  by  the  FNC  and 
physicians  working  in  the  clinic.  In  addition  to 
teaching,  I also  have  hospital  responsibilities 
which  center  mainly  around  maintaining  con- 
tinuity of  care  for  patients  admitted  to  the  hos- 
pital from  our  clinic,  as  well  as  helping  to  meet 
my  own  educational  needs  for  keeping  up  with 
current  health  care  guidelines. 

In  retrospect,  I see  a need  for  a training 
period  longer  than  the  twelve  months  which  is 
common  to  most  clinician  programs.  The  3 
month  preceptorship  is  rather  short.  I spent  the 
first  9-12  months  after  graduation  in  an  intern- 
ship during  which  the  physicians  worked  inten- 
sively with  me,  broadening  the  principles  and 
experience  which  I received  during  training.  In 
looking  back,  I feel  there  is  a need  for  more 
teaching  of  pathophysiology  so  that  the  FNC 
will  be  able  to  recognize  patterns  of  disease  more 
readily.  I would  suggest  an  18-24  month  training 
program. 

When  I first  started  work  in  the  GMC,  I 
worked  with  as  many  as  14  different  physicians. 
This  became  quite  confusing.  I found  myself 
spending  much  time  in  waiting  for  check-offs  and 
not  enough  time  trying  to  meet  patient  needs. 
There  are  advantages  in  limiting  the  number  of 
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check-off  physicians  to  2-3,  as  I try  to  do.  A 
more  predictable  schedule  for  check-off  can  be 
worked  out.  The  FNC  can  get  back  to  the 
patients  more  quickly  when  check-off  is  needed. 
Each  physician  has  a different  approach  to  patient 
care  and  educational  needs  of  the  FNC  are  satis- 
fied in  having  these  different  points  of  view.  In 
working  with  only  2-3  physicians  the  FNC  soon 
learns  their  individual  methods  of  dealing  with 
various  problems,  and  the  care  she  provides  is 
based  on  the  bringing  together  of  different 
approaches. 

A positive  factor  in  our  medical  center  is  the 
physician  support  during  training  and  after  grad- 
uation. Physicians  make  themselves  available  for 
training  the  FNC  students.  They  are  learning 
that  FNC’s  may  be  complementary  to  their  own 
practice  and  can  be  responsible  for  primary 
patient  care  in  an  area  where  there  are  few  or 
no  physicians.  I was  the  first  FNC  to  work  within 
Vanderbilt  Medical  Center,  and  have  had  ex- 
pressed to  me  the  desire  for  a hypertension  nurse 
clinician  and  one  to  run  hemophiliac  clinic.  I 
see  a need  for  the  use  of  FNC’s  in  family  clinics 
where  the  FNC  training  in  medicine,  OB-GYN 
and  Pediatrics  combined  with  the  use  of  a Family 
Physician  or  General  Practitioner  would  make 
health  care  more  available  to  consumers. 

It  is  not  difficult  for  me  to  project  that  this 
type  of  nurse  clinician-physician  team-work  is 
needed  in  many  settings  whether  urban,  rural, 
office  or  university  clinic.  The  Family  Nurse 
Clinician  can  play  a significant  role  in  patient 
education,  emotional  support,  competent  record- 
ing of  a data  base  and  coordination  of  patient 
care  to  provide  better  care  and  to  allow  the 
physician’s  time  to  be  used  more  expeditiously. 

Address  reprint  requests  to:  Anderson  Spickard.  M.D., 
B-1105  Vanderbilt  University  Clinic,  Nashville,  Tennes- 
see 37232. 


MEDICARE  REMINDER 

At  the  beginning  of  each  fiscal  year,  Medicare 
updates  its  allowable  fee  screens.  For  1975,  the 
fiscal  year  begins  on  July  1,  but  will  begin  on 
September  3 in  1976.  Now,  with  the  implementa- 
tion of  the  Freedom  of  Information  Act,  cus- 
tomary and  prevailing  fee  data  is  available  to 
physicians.  By  writing  to  The  Equitable,  a phy- 
sician may  request  a copy  of  his  individual  profile 
and/or  a copy  of  the  prevailing  fees  for  his  area. 
There  is  a nominal  charge  to  cover  reproduction 
and  handling  costs.  All  requests  should  be  directed 
to  The  Equitable,  P.O.  Box  1465,  Nashville, 
Tennessee  37202.  Attention:  Public  Relations. 
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Primary  Care  in  a University 
Occupational  Health  Service 

PATRICIA  J.  TUCKER,  R.N.,  F.N.P. 


There  is  a paradox  common  to  many  hospitals 
and  medical  centers  throughout  the  country.  It 
is  here  in  the  very  heart  of  the  community  health 
service  that  some  of  the  least  planned  and  most 
poorly  implemented  primary  health  care  is  given 
to  employees  of  the  institution. 

Traditionally,  the  emergency  service  has  been 
used  for  the  ill  or  injured  employee.  In  some 
hospitals  a staff  physician  conducts  a brief  morn- 
ing sick  call;  in  others  a registered  nurse  may 
screen  employees  for  referral  to  the  emergency 
service  or  to  be  sent  home.  This  type  of  health 
care  does  not  lend  itself  to  adequate  follow-up, 
documentation  or  communication  with  the  em- 
ployee or  his  supervisor. 

Development 

In  the  spring  of  1974  Vanderbilt  University 
finalized  plans  for  an  Occupational  Health  Service 
(OHS)  to  serve  the  campus  and  medical  center 
employees.  With  an  approximate  5500  employees 
there  clearly  was  a need  for  such  a program.  It 
was  decided  that  a nurse  clinician  or  practitioner 
be  directly  responsible  for  the  continuous  function 
of  the  service.  (In  this  article  nurse  clinician  is 
defined  as  an  R.N.  with  preparation  for  expanded 
role  nursing  at  master’s  level,  a nurse  practitioner 
as  an  R.N.  with  a certificate  from  an  approved 
expanded  role  education  program.)  This  full- 
time nurse  would  be  responsible  to  the  Medical 
Director  and  receive  medical  supervision  from 
him  and  four  other  physicians  working  on  a 
rotation  schedule.  In  addition  the  staff  would 
include  a second  nurse  working  twenty  hours  per 
week  and  a full-time  secretary.  Liaison  with 
administrative  persons  would  be  conducted  by 
an  appointed  assistant  director  of  the  hospital. 

The  nurses  were  involved  in  the  planning  of 
the  service  from  the  beginning,  being  responsible 
for  the  research  and  development  of  a philosophy 
and  objectives.  Protocols  and  plans  for  service 
were  written  by  the  nurses,  medical  director  and 
administrative  director. 

Interestingly  enough,  while  the  literature 
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abounds  with  material  on  occupational  health  in 
industry,  there  is  a dearth  of  usable  articles  on 
the  subject  for  hospitals.  A Medline  computer 
search  of  the  literature  by  the  Vanderbilt  Med- 
ical Reference  Librarian  yielded  very  little  of 
value. 

During  the  next  two  months  the  basic  guide- 
lines were  completed,  and  an  office  suite  ad- 
jacent to  the  hospital  was  rented  and  equipped. 
It  is  imperative  that  an  employee  health  service 
have  separate  facilities,  partly  to  promote  the 
separate  entity  image  as  well  as  to  decrease  con- 
fusion and  inconvenience  among  staff  and  em- 
ployees. The  health  service  used  the  hospital 
medical  clinic  area  until  an  office  was  fur- 
nished, and  the  staff  concluded  that  the  greatest 
hindrances  to  performance  were  the  storage  of 
records  removed  from  the  clinic,  lack  of  its  own 
supplies,  the  intermingling  of  employees  with 
medical  clinic  patients,  and  the  overlap  of  OHS 
clinic  closing  with  medical  clinic  opening. 

For  the  sake  of  organization,  the  functions  of 
the  health  service  follow  with  a description  of 
the  role  of  the  nurse  practitioner  in  each  situa- 
tion. 

Primary  Care 

The  nurses  conduct  a walk-in  clinic  each 
morning  Monday  through  Friday.  Minor  illness 
and  accidents  account  for  most  of  the  complaints. 
Using  the  Weed  system  of  records-keeping,  the 
nurse  takes  a history,  examines  the  patient,  makes 
an  assessment  of  the  problem,  and  plans  the 
treatment  and  follow-up.  In  addition,  she  may 
perform  basic  laboratory  tests  in  the  clinic  her- 
self or  take  cultures  and  request  blood  work  or 
X-rays  to  be  done  in  the  hospital.  Medical  pro- 
tocols are  the  basis  for  assessment  and  treatment. 

Employees  who  become  ill  or  are  injured  at 
work  are  seen  throughout  the  day  by  appoint- 
ment to  allow  time  for  other  services.  Serious 
accidents,  such  as  those  requiring  suturing  are 
referred  to  the  Emergency  Service.  The  bulk  of 
accidents  are  needle  punctures  and  minor  mus- 
cular and  orthopedic  injuries.  Respiratory  illness 
is  consistently  high  on  the  list  of  complaints.  (See 
Tables  1,  2 and  3) 
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Table  3 


Table  1 

Number  of  Employee  Visits  to  Vanderbilt  Occupational 
Health  Service  in  3 Months  of  1975. 


January 

February 

March 

Total 

No. 

% 

No. 

% 

No. 

% 

Hospital 

258 

70% 

178 

59% 

205 

65% 

641 

Campus 

112 

30% 

126 

41% 

109 

35% 

347 

Total 

370 

304 

314 

988 

Table  2 

Primary  Care  Provided  to  Employees  at  the 
Occupational  Health  Service  in  3 Months  of 

Vanderbilt 

1975.1 

January 

February  March 

New  Employee — 

History  Questionnaire 

6 

28 

43 

Physical  Examinations 

14 

1 

4 

INJURIES 

Orthopedic 

1 

6 

8 

Puncture 

4 

2 

4 

Other 

17 

12 

7 

INFECTIOUS  DISEASE 

Intermediate  PPD  skin  test 

28 

44 

30 

Chest  X-ray 

6 

4 

8 

Immunizations 

17 

6 

4 

Exposure 

3 

1 

— 

Venereal  Disease 

1 

1 

1 

Others2 

13 

3 

4 

ILLINESS 

Head 

4 

3 

4 

Eye 

7 

8 

6 

Ear,  Nose,  Throat 

20 

17 

19 

Dental 

— 

3 

2 

Respiratory 

101 

67 

65 

Cardiovascular 

3 

1 

2 

Gastrointestinal 

14 

11 

10 

Genitourinary 

4 

4 

6 

Breast 

1 

3 

— 

Orthopedic 

20 

11 

11 

Dermatology 

13 

6 

21 

Neuro-Muscular 

13 

9 

6 

Lymph  Nodes 

— 

1 

— 

Gynecological 

3 

5 

10 

Counselling 

6 

4 

5 

Other 

11 

6 

3 

Injections 

24 

19 

28 

Blood  Pressure 

11 

7 

9 

Lab  Examinations  only 

5 

10 

3 

Health  Evaluations 

1 

1 

— 

(at  supervisor’s  request) 

Total 

371 

304 

323 

1 Some  of  these  categories  are  misleading  in  that  only 
visits  have  been  counted  according  to  chief  complaint 
or  reason  for  visit  as  indicated  on  the  registration  form. 
Therefore  if  an  employee  signs  in  with  a complaint  of 
“cough.”  that  is  recorded  in  spite  of  the  fact  that  he 
might  have  had  blood  pressure  checked  and  a TB  skin 
test.  In  the  future,  services  provided  will  be  recorded 
instead  of  visits  only. 

2 This  category  includes  primarily  mumps,  skin  tests 
and  rubella  antibody  titers. 
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Employee’s  Attending  “Sick  Call”  vs.  Visits  for  Preventive 
Care  at  the  Vanderbilt  Occupational  Health  Service.3 


January 

February 

March 

No. 

% 

No.  % 

No. 

% 

“Sick  Call” 

241 

65% 

179  59% 

180 

57% 

Preventive  Care 

129 

35% 

125  41% 

134 

43% 

3  The  category  “physical  examinations”  has  been  elim- 
inated because  of  a change  in  procedures.  The  visits 
for  review  of  history  questionnaires  with  new  employees 
is  included  in  the  category  for  preventive  care. 


The  nurse  arranges  follow-up  and  makes  a 
problem  list.  The  physician  on  rotation  is  present 
during  the  walk-in  clinic  and  either  sees  patients 
by  himself  or  with  the  nurse  if  she  requests 
assistance.  He  also  reviews  the  charts  and  co- 
signs  them,  screens  laboratory  and  radiology  re- 
ports, and  teaches  the  nurses  as  time  permits. 
After  clinic  hours  he  is  available  for  telephone 
consultation  the  remainder  of  the  day. 

A vital  part  of  the  primary  care  given  is  an 
effective  referral  system.  The  health  service  has 
been  successful  in  establishing  contact  with  gen- 
eral internists  and  specialists  within  the  hospital 
and  in  the  community  who  will  take  new  patients 
on  referral  from  the  nurse  or  doctor.  Many  of 
these  physicians  send  letters  or  discharge  sum- 
maries to  the  service  after  treating  the  patient. 
Findings  from  diagnostic  tests  ordered  through 
the  service  are  communicated  to  the  private  phy- 
sicians. The  Health  Service  does  not  institute 
therapy  on  long-term  management  problems;  the 
intent  is  to  complement  and  not  supplant  the 
care  of  the  private  physician. 

To  date  abnormal  findings  or  a high  index  of 
suspicion  of  symptoms  have  resulted  in  referrals 
that  have  led  to  successful  medical  treatment  or 
surgical  correction  (Table  4).  With  the  excep- 
tions of  the  ventral  hernia  and  seizure,  all  cases 
were  referred  by  the  nurse.  The  staff  makes 
frequent  referrals  for  eye,  dermatology  and 
urology  problems. 

Table  4 

Medical  Disorders  Referred  by  the  Vanderbilt  Occupational 
Health  Service  in  1975 


Colon  resection  for  carcinoma 
Herniated  disc 
Ventral  hernia  repair 
Inguinal  hernia  repair 
Recto-vaginal  fistula 
Prolapsed  bladder 
Fibroid  uterus 

Bilateral  wedge  resection  of  breast 
2 stage  sympathectomy 
Seizure  work-up 


2 

1 

1 

1 

1 

1 

1 

1 

1 

1 
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Preventive  Care 

This  function  of  the  Occupational  Health 
Service  is  conducted  almost  exclusively  by  the 
nurses.  Policies  require  input  from  the  medical 
director  and  experts  in  areas  such  as  infectious 
diseases,  but  the  implementation  is  carried  out 
by  the  nurses.  A hospital  is  unique  in  that  work 
hazards  lie  in  infectious  disease  as  well  as  me- 
chanical injuries  and  environmental  exposures. 

Nearing  completion  is  a tuberculosis  control 
project  that  will  enable  the  health  service  to  sys- 
tematically skin-test  or  X-ray  annually  every 
medical  center  employee  with  patient  or  patient 
article  contact.  The  employees  involved  will 
number  around  1800,  necessitating  150  skin-tests 
per  month.  The  nurse  clinician  on  the  staff  re- 
searched and  planned  the  program,  then  met  each 
department  head  individually  to  explain  and  ob- 
tain cooperation. 

Immunizations  are  offered  without  charge  for 
tetanus,  measles,  mumps,  rubella,  and  influenza. 
House  officers  and  nursing  personnel  are  urged 
to  complete  their  immunizations,  especially  em- 
ployees on  pediatric  service.  Rubella  titers  are 
strongly  recommended  for  young  nurses. 

Immunizations  extend  to  research  employees 
using  toxins  for  experimental  purposes,  as  in  the 
case  of  microbiology  personnel  working  with 
tetanus  and  diphtheria  toxin.  A policy  for  re- 
porting infections  among  medical  center  em- 
ployees has  been  developed  and  is  in  use.  The 
hospital  epidemiologist  was  most  helpful  in  as- 
sisting the  nurse  in  setting  up  reportable  disease 
criteria. 

Mechanical  injuries  are  usually  due  to 
machinery  or  vehicles  such  as  heavy  diet  carts. 
The  practitioner  works  closely  with  the  university 
safety  officer  and  the  insurance  co-ordinator  who 
processes  Workmen’s  Compensation  claims.  She 
attends  meetings  with  the  department  heads  and 
is  a member  of  the  Safety  Committee. 

The  university  has  such  diverse  departments 
that  environmental  control  becomes  a broad 
category.  The  nurse  cooperates  in  a variety  of 
situations  with  the  safety  officer,  such  as  arrang- 
ing for  auditory  testing  for  print  shop  employees, 
inspecting  the  physical  plant  for  improper  dis- 
posal of  dirty  needles  and  storage  of  toxic  chem- 
icals, and  reporting  trends  in  accidents  from  a 
single  cause  or  area. 


Placement  Assistance 

Following  the  example  of  the  Boeing  Company, 
the  Occupational  Health  Service  made  the  deci- 
sion to  omit  routine  employment  physical  exami- 
nations and  to  use  a detailed  history  question- 
naire as  a data  base.1,2  The  new  employee  fills 
in  the  Personnel  Department’s  questionnaire,  and 
it  is  forwarded  to  the  health  service  for  review. 
Present  or  potential  health  problems,  incomplete 
immunization  records,  or  a health-work  incompat- 
ibility are  some  of  the  “red  flags”  that  signal  the 
need  for  an  interview  with  the  employee.  During 
the  interview,  the  nurse  questions  the  employee 
more  thoroughly  about  the  problems  and  may 
perform  a complete  or  partial  examination.  For 
example,  the  employee  with  a strong  family  his- 
tory of  cardiovascular  disease  would  have  his 
blood  pressure  checked,  would  be  asked  about 
his  diet,  lifestyle,  and  his  last  physical  examina- 
tion, would  receive  counselling  on  cardiovascular 
disease,  and  might  be  urged  to  have  appropriate 
diagnostic  tests  done. 

If  an  employee  is  found  to  have  a health 
problem  that  could  be  aggravated  by  the  work 
he  performs,  the  nurse  then  makes  recommenda- 
tions to  the  supervisor. 

All  interviews  are  considered  opportunities  for 
health  teaching,  and  this  aspect  of  the 
practitioner-clinician  role  is  stressed.  Employee- 
patients  particularly  appreciate  this  service,  and 
acceptance  of  nurses  as  primary  health  providers 
has  been  overwhelmingly  positive. 

Summary 

The  expanded  role  nurse  is  capable  of  de- 
livering primary  care  with  a minimum  of  direct 
medical  supervision  in  a medical  center  occupa- 
tional health  service.  She  not  only  assists  in  ex- 
tending the  physician’s  scope  of  practice  but  her 
own  as  well  by  using  knowledge  gained  in  ex- 
panded role  education. 
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Hydronephrosis 

The  first  description  of  the  relationship  be- 
tween parenchymal  renal  disease  and  hyper- 
tension was  described  by  Sir  Richard  Bright  in 
1836.  Very  little  enthusiasm  for  diagnostic  and 
therapeutic  procedures  directed  against  parenchy- 
mal renal  diseases  occurred,  however,  until 
after  the  report  in  1936  of  the  association  of 
renal  artery  stenosis  and  hypertension.  This 
report  by  Goldblatt  stirred  great  interest  in  the 
diagnosis  and  correction  of  renal  arterial  lesions, 
but  appreciation  of  potentially  curable  renal  hy- 
pertension secondary  to  parenchymal  lesions  did 
not  enjoy  the  same  enthusiasm.  A variety  of  renal 
parenchymal  disease  may  be  the  cause  of  hyper- 
tension, only  a portion  of  these  representing  cor- 
rectable renal  lesions.  A simple  classification  of 
the  parenchymal  disease  capable  of  producing 
hypertension  is  as  follows: 

(1)  Glomerulonephritis 

(2)  Chronic  pyelonephritis 

(3)  Kimmelstiel-Wilson  Syndrome 

(4)  Renal  tuberculosis 

(5)  Renal  neoplasm 

(6)  Traumatic  injury  to  the  kidney 

(7)  Polycystic  disease  of  the  kidney 

(8)  Solitary  cystic  disease  of  the  kidney 

(9)  Hydronephrosis 

(10)  Radiation  nephritis 

(11)  Others — Beri-Beri,  lead  poisoning,  cadmium 
poisoning,  renal  amyloidosis,  disseminated 
lupus  erythematosis,  scleroderma,  and  der- 
matomyositis. 

Incidence 

The  precentage  of  hypertension  secondary  to 
parenchymal  disease  varies  greatly  with  the  series 
reported,  with  the  degree  of  renal  impairment, 
with  the  age  group  involved,  and  whether  or  not 
one  considers  bilateral  renal  parenchymal  disease 
or  solely  unilateral  parenchymal  disease. 

In  the  pediatric  population  at  Great  Ormond 
Street  Hospital  for  Sick  Children,  of  those  found 
to  have  hypertension,  33  percent  were  associated 
with  primary  pyelonephritis,  26  percent  with  sec- 
ondary pyelonephritis  (usually  with  obstructive 
uropathy),  11  percent  with  glomerulonephritis, 

From  the  Hypertension  Center,  Vanderbilt  University 
Hospital,  and  the  Division  of  Urology,  Vanderbilt  Uni- 
versity School  of  Medicine,  Nashville,  Tenn.  37232. 
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9 percent  with  abnormalities  of  the  renal  artery, 

10  percent  with  coarctation  of  the  aorta  and 
12  percent  with  miscellaneous  causes.  Hydro- 
nephrosis and  cystic  disease  represent  a large 
proportion  of  those  cases  of  miscellaneous  causes. 
In  contrast  to  these  figures,  the  incidence  of  hy- 
pertensive disease  in  adults  with  unilateral  pa- 
renchymal disease  as  its  etiology  is  probably 
present  in  no  more  than  5 percent  of  hyper- 
tensives. Of  those  patients  presenting  with  renal 
hypertension  secondary  to  parenchymal  disease, 
the  following  etiologic  factors  were  present  in 
one  large  series: 

Pyelonephritis,  atrophic  35  percent 
Hydronephrosis  and  stone  14  percent 
Adenocarcinoma  of  the  kidney  14  percent 
Stone  and  infection  12  percent 
Pyelonephritis  other  than  atrophic  9 percent 
Hydronephrosis,  simple  6 percent 
Tuberculosis  2 percent 
Miscellaneous  8 percent 

Thus,  it  becomes  apparent  that  hydronephrosis, 
with  or  without  infection,  is  a significant  cause 
of  surgically  correctable  hypertension  and  should 
be  sought  for  in  an  aggressive  manner. 

Diagnosis 

Hydronephrosis  may  be  a relatively  asmpto- 
matic  condition  presenting  with  vague  aches  and 
pains  referrable  to  the  flank  or  diffuse  bizarre 
gastrointestinal  symptoms.  Some  instances  of 
hydronephrosis,  however,  will  be  totally  asympto- 
matic, being  found  only  by  the  screening  IVP. 
The  ingestion  of  large  quantities  of  fluids  may 
exacerbate  the  symptoms  and  produce  acute  flank 
pain.  Chills,  fever,  exacerbation  of  flank  pain, 
nausea,  vomiting  and  even  prostration  may  occur 
when  secondary  infection  ensues.  The  demonstra- 
tion of  urinary  tract  infections  by  IVP  will  usually 
define  the  lesion.  Screening  procedures  such  as 
the  renogram  may  also  demonstrate  the  presence 
of  hydronephrosis.  Aortography  will  demonstrate 
the  presence  of  widened  and  narrowed  renal 
vasculature  around  dilated  calyces.  Localized 
constrictions  of  the  vessels  are  usually  not 
present.  In  many  cases  renal  stones  will  be  asso- 
ciated with  the  hydronephrosis.  Retrograde  py- 
elography to  delineate  further  the  point  of  ob- 
struction may  be  necessary  but  should  be  done 
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at  the  time  of  surgical  intervention  as  infection 
is  a frequent  sequel  of  retrograde  pyelography 
in  this  disease. 

Mechanism  of  Action 

The  mechanism  by  which  hydronephrosis  pro- 
duces hypertension  is  not  clear.  There  are  con- 
flicting reports  concerning  plasma  renin  levels. 
In  our  series  of  hypertensive  patients  with  hydro- 
nephrosis without  infection,  elevated  renal  vein 
renins  were  present  from  the  sides  of  the  lesion. 
In  instances  of  pyelonephritis  and  hydronephrosis, 
the  accuracy  of  renal  vein  renins  in  prediction 
of  curable  hypertension  was  somewhat  lower, 
being  approximately  two-thirds.  Split  renal  func- 
tion studies  have  not  been  of  help  in  demonstrat- 
ing the  significance  of  the  renal  lesions. 

Management 

The  management  of  the  hydronephrotic  kidney 
should  be  that  of  preservation  of  renal  function. 


When  significant  renal  parenchyma  is  present, 
correction  of  the  uretero-pelvic  junction  obstruc- 
tion relieved  the  hypertension  in  almost  all 
instances.  In  those  instances  in  which  hydro- 
nephrosis and  pyelonephritis  are  present,  the  hy- 
pertension is  usually  cured  by  corrective  surgery, 
if  there  is  significant  normal  renal  parenchyma. 
However,  in  those  instances  in  which  the  renal 
parenchyma  is  markedly  thinned  and  its  structure 
markedly  altered  by  infection,  removal  of  the  af- 
fected kidney  or  a portion  of  the  kidney  is  the 
procedure  of  choice. 

Summary 

Hypertension  caused  by  hydronephrosis,  with 
or  without  infection,  can  be  cured.  Therefore, 
its  diagnosis  should  be  pursued  in  all  hypertensive 
patients.  Significant  cure  rates  after  suitable 
selection  of  patients  will  be  rewarding  to  the 
careful  clinician. 

Robert  K.  Rhamy,  M.D. 


4 unique  hospital  specializing  in  treatment  of . . . 
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The  Diagnosis  of  Myocardial  Infarction 
With  Isoenzymes 

This  subject  has  recently  been  investigated 
and  reviewed  by  Galen.1  By  assigning  predictive 
values  to  the  individual  enzyme  tests,  their  diag- 
nostic worth  in  the  setting  of  the  Coronary  Care 
Unit  (CCU)  has  been  greatly  enhanced.  How- 
ever, the  tests  must  be  carefully  selected,  prop- 
erly timed  and  reliably  performed. 


cardial  infarction.  Specificity  is  defined  as  the 
frequency  of  negative  tests  in  patients  who  do 
not  have  myocardial  infarction.  Predictive  value 
is  defined  as  the  frequency  of  Myocardial  infarc- 
tion among  all  patients  who  exhibit  positive  test 
results.  This  last  parameter  is  perhaps  the  most 
important  for  medical  decision-making.  It  should 
be  noted  that  these  figures  only  pertain  to  the 
CCU  patient.  Attempts  to  apply  them  to  an 


Table  1 


COMPARATIVE  USEFULNESS  OF  “CARDIAC”  ENZYMES 

TEST 

SENSITIVITY 

SPECIFICITY 

PREDICTIVE 

VALUE 

OPTIMUM 
SAMPLING  TIME 

TIME  RANGE  FOR 
POSITIVE  RESULTS 

CPK 

96% 

65% 

75% 

24  hours 

less  than  1 week 

CPK  ISOENZYMES 
(presence  of 

CPK-2) 

100% 

~100% 

~100% 

24  hours 

4-72  hours 

LDH 

87% 

88% 

90% 

72  hours 

over  1 week 

LDH  ISOENZYMES 
(presence  of 
“flip-flop”) 

80% 

>88%* 

>90%* 

48  hours 

up  to  1 week 

*Although  the  “flip-flop”  pattern  is  a less  sensitive  test  than  standard  LDH  assays,  it  is  considerably  more  specific 
for  myocardial  injury  and  therefore  has  a higher  predictive  value. 


Table  I summarizes  some  of  the  data  pre- 
sented. Sensitivity  is  defined  as  the  frequency 
of  positive  test  results  in  patients  with  myo- 

From  the  Clinical  Laboratories  of  Nashville,  2525 
Park  Plaza,  Nashville,  Tenn.  37203. 


orthopedic  surgery  ward,  for  example,  would 
result  in  drastic  lowering  of  predictive  values 
for  standard  CPK  and  LDH  determinations  since 
virtually  all  post-operative  cases  would  have 
positive  test  results. 
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In  clinical  situations  where  enzyme  values  are 
primarily  relied  upon  to  establish  the  diagnosis 
of  infarction,  CPK  isoenzyme  studies  provide 
superior  accuracy  since  the  presence  of  CPK-2 
is  both  highly  specific  and  sensitive.  It  conse- 
quently results  in  a predictive  value  approaching 
100%.  Myocardial  ischemia  without  infarction 
can  also  cause  CPK-2  to  appear  in  the  serum. 
Therefore,  with  severe  grades  of  ischemia,  distinc- 
tion from  infarction  will  be  difficult  with  CPK 
isoenzyme  studies  alone.  In  these  cases,  LDH 
isoenzyme  fractionation  is  helpful  because  the 
so-called  “flip-flop”  pattern  is  not  likely  to  occur 
in  ischemia  without  infarction.  The  greatest  pos- 
sible accuracy  in  enzyme  diagnosis  is  obtained 
by  combined  CPK  and  LDH  isoenzyme  studies. 

It  can  be  seen  from  Table  I that  the  standard 
CPK  test  which  measures  total  CPK  activity  is 
highly  sensitive.  Its  specificity  and  predictive 
values  are  relatively  poor  since  there  are  too 
many  special  conditions  in  the  CCU  which  pro- 
voke skeletal  muscle  injury.  The  most  common 
are  electroshock,  intramuscular  injections  and 
operative  procedures  such  as  cut-downs.  All  of 
these  produce  CPK  elevations  which  persist  for 
days.  If  CPK  isoenzyme  studies  are  performed, 
the  rise  is  seen  to  be  due  to  CPK-3,  confirming 
that  skeletal  muscle  is  the  source.  CPK-3  is  also 
increased  by  vigorous  exercise,  muscular  dys- 
trophy, polymyositis,  alcoholic  myopathy,  trau- 
ma, burns,  major  surgery  and  hypothyroidism. 
Any  of  these  conditions  could  be  concomitants 
in  the  recently  admitted  CCU  patient  with  myo- 
cardial infarction.  In  spite  of  CPK-3  increases, 
the  infarction  related  rise  in  CPK-2  is  not 
masked. 

The  timing  of  sample  acquisition  is  very  im- 
portant. CPK-2  begins  to  appear  in  serum  4-8 
hours  after  infarction  commences.  It  reaches 
peak  levels  in  about  24  hours  and  may  totally 
disappear  by  72  hours  even  though  total  CPK 
is  still  elevated.  If  sampling  is  delayed  until  the 
fourth  day,  the  determination  of  total  LDH 
activity  becomes  a better  predictor  of  infarction. 
LDH  isoenzyme  studies  provide  even  greater  ac- 
curacy at  this  time  since  the  so-called  “flip-flop” 
pattern  of  infarction  persists  for  about  one  ( 1 ) 
week.  The  “flip-flop”  pattern  is  defined  as  in- 
creases in  the  LD-1  and  LD-2  fractions  and  a 
LD-l/LD-2  ratio  that  is  greater  than  one  (1). 
Hemolysis  and  renal  infarction  can  also  produce 
this  pattern  but  they  can  usually  be  eliminated 
from  consideration  by  other  means. 

In  summary,  in  clinical  situations  where  major 


reliance  must  be  placed  on  enzyme  validation  for 
diagnosing  myocardial  infarction,  the  most  ac- 
curate results  can  be  achieved  by  combined  LDH 
and  CPK  isoenzyme  studies.  These  must  be  per- 
formed during  the  first  48  hours.  The  presence 
of  both  CPK-2  and  the  “flip-flop”  LDH  pattern 
is  virtually  100%  diagnostic.  If  both  tests  are 
negative,  the  patient  can  usually  be  transferred 
from  the  CCU  with  acceptable  safety.  Positivity 
of  only  one  test  requires  cautious  interpretation. 

Joseph  J.  Sannella,  M.D. 

Medical  Director 
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Supplemental  Food  Program 

Improvement  of  nutrition,  especially  during 
maternity,  early  infancy  and  childhood,  is  a chal- 
lenge in  health  services  delivery.  A woman’s  nu- 
tritional status  during  pregnancy  profoundly  in- 
fluences the  health  of  both  herself  and  her  infant. 
Of  those  who  suffer  from  poor  nutrition,  infants 
and  children  are  an  especially  vulnerable  group. 
The  early  formation  of  their  bones,  their  nervous 
systems,  and  their  brain  cells  will  influence  their 
lifetime  capacity  for  health  and  productivity. 

In  1972,  Congress  amended  the  Child  Nu- 
trition Act  to  create  a Special  Supplemental 
Food  Program  for  Women,  Infants  and  Children. 
This  program — usually  called  WIC — is  designed 
to  meet  the  nutritional  needs  of  young  children 
from  low-income  families  at  their  most  critical 
stage  of  development,  and  to  provide  extra  pro- 
tein-rich food  to  their  high  risk  mothers  during 
pregnancy  and  while  they  are  nursing. 

Persons  eligible  to  receive  benefits  are  pregnant 
or  lactating  women  and  infants  determined  by 
competent  professionals  to  be  at  nutritional  risk 
because  of  inadequate  nutrition  and  inadequate 
income.  Children  may  participate  up  to  age  four. 
The  legislative  definition  “at  nutritional  risk” 
specifies  people  from  low-income  populations 
characterized  by  inadequate  nutritional  patterns, 
high  incidence  of  anemia,  high  rates  of  prema- 
turity or  miscarriage,  and  inadequate  or  deficient 
patterns  of  growth.  WIC  focuses  on  food  value 
as  well  as  food  purchasing  power.  The  program 
provides  specific  food  supplements  containing 
nutrients  known  to  be  lacking  in  the  diets  of 
populations  at  nutritional  risk  and,  in  particular, 
those  foods  and  food  products  containing  high 
quality  protein,  iron,  calcium,  vitamin  A and 
vitamin  C. 

WIC  is  funded  by  the  United  States  Depart- 
ment of  Agriculture,  which  makes  cash  grants 
to  state  health  departments,  which  in  turn  pro- 
vide operating  funds  to  local  health  agencies  or 
private  non-profit  agencies  serving  health  needs. 
Not  only  is  the  food  beneficial  in  itself,  but  the 
distribution  process  also  encourages  mothers  and 
children  to  make  use  of  the  health  facilities  avail- 
able to  them.  Nutrition  education  is  included  in 
the  WIC  program  to  encourage  maximum  utili- 
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zation  of  the  family  food  dollar  after  eligibility 
for  the  program  has  ended. 

The  Tennessee  Department  of  Public  Health 
is  presently  approved  to  operate  WIC  in  51  of 
the  state’s  95  counties.  The  approved  projects 
are:  First  Tennessee  Region,  East  Tennessee 
Region  (except  Knox  County),  Upper  Cumber- 
land Region,  South  Central  Region  and  Stewart 
County.  The  department  approves  and  monitors 
local  sponsors  and  their  operations.  A health 
department  doctor,  nurse  or  nutritionist  de- 
termines eligibility  for  WIC  food.  Eligibility  is 
limited  to  those  who  reside  in  the  approved  pro- 
gram area,  meet  age  and  pregnancy  status  re- 
quirements, and  have  a documented  health  need. 

When  eligible  for  the  program,  participants 
receive  monthly  vouchers  which  can  be  used  like 
a check  for  buying  food.  With  a voucher  the 
participant  can  buy  only  certain  foods.  The 
USDA  determines  the  monthly  food  package. 
All  of  the  foods  in  the  package  must  be  pur- 
chased. 


These  are  the  foods  which  must  be  purchased 
with  the  WIC  vouchers  for  infants: 


1.  Infant  formula  (only  one  of  the  brands  listed) 


Soylac 

Enfamil  with  Iron 

Nutramigen 

Pregestimil 

Prosobee 

Neo-Mull-Soy 


Isomil 

Similac  with  Iron 
Nursoy 

SMA  with  Iron 
Lofenalac 


2.  Iron-fortified  Infant  Cereal 


3.  Infant  Fruit  luices 


These  are  the  foods  which  must  be  purchased 
with  the  WIC  vouchers  for  women  and  children: 

1.  Milk  (whole,  skim,  or  low-fat) 

2.  Non-fat  dry  milk 

3.  Evaporated  milk 

4.  Eggs  (large) 

5.  Cheese  (natural  cheddar.  processed  American  or 

Swiss) 

6.  Fruit  juice  (canned  or  frozen) 

7.  Cereal  (those  high  in  iron) 

Physicians  can  aid  the  Tennessee  Department 
of  Public  Health  by  referring  patients  who  would 
benefit  from  WIC  to  their  local  health  depart- 
ment. 
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HISTORY 

The  patient  is  a 34-year-old  woman  who  was  re- 
ferred for  evaluation  of  a heart  murmur  noted  several 
years  previously.  For  the  past  few  months  the  patient 
had  frequent  palpitations  and  some  shortness  of  breath. 


Fig.  1 


The  following  electrocardiogram  was  obtained: 

Figure  1 : The  electrocardiogram  shows  sinus 
rhythm  at  a rate  of  93  per  minute.  The  PR 
interval  is  at  the  upper  limits  of  normal  at  .20 
seconds.  The  P waves  are  markedly  broadened, 
occupying  the  majority  of  the  PR  interval  in 
standard  lead  2.  There  is  a prominent  negative 
deflection  of  the  P wave  in  Vi  associated  with 
posterior  rotation  of  the  atrial  depolarization 
forces.  These  findings  are  strongly  suggestive  of 
left  atrial  enlargement.  The  50  msec,  forces  in 
the  frontal  lead  are  markedly  rightward  causing 
a Q wave  in  leads  1 and  aVL.  There  is  poor 
development  of  the  anterior  forces  in  leads  Vi_5. 
The  S wave  in  V2  is  30  mm  (the  V2  and  V3  leads 
are  half  standardized). 

Although  in  a different  clinical  situation  this 
tracing  might  strongly  suggest  a superior  lateral 
infarction,  this  young  woman  had  no  history 
suggestive  of  that  possibility. 

From  the  St.  Thomas  Hospital.  Department  of  Cardi- 
ology, Nashville,  Tennessee. 


She  had  no  history  of  chest  pain.  There  is  no  history 
of  orthopnea,  paroxysmal  nocturnal  dyspnea,  ankle 
edema  or  cough.  She  is  a non-smoker.  There  is  no 
history  of  hypertension  or  diabetes.  There  is  no  family 
history  of  coronary  arterial  disease. 

On  physical  examination  she  was  found  to  have  a 
blood  pressure  of  130/84.  The  carotid  arterial  pulses 
were  bisferiens  in  quality  with  a very  brisk  upstroke. 
There  was  a harsh  systolic  murmur  best  heard  at  the 
base  of  the  heart  which  radiated  surprisingly  well  to 
the  apex.  It  was  also  heard  in  the  axilla.  She  was 
noted  to  have  accentuation  of  this  mummur  with  Val- 
salva Maneuver. 


Fig.  2 


An  echocardiogram  (Figure  2)  was  obtained. 
The  phonocardiogram  obtained  at  the  apex  with 
a medium  filter  is  seen  above.  The  ventricular 
septum  is  noted  to  be  markedly  thickened  at 
2.4  cm.  When  compared  with  the  posterior  free 
wall,  measured  at  the  level  of  the  chordae  (not 
seen  in  this  tracing),  the  ratio  of  the  septal 
thickness  to  that  of  the  posterior  free  wall  was 
1.6:1.  (The  upper  limit  of  normal  is  1.3:1.) 
In  conjunction  with  the  prominent  systolic  mur- 
mur seen  in  the  phonocardiogram,  note  the 
marked  anterior  systolic  motion  of  the  anterior 
leaflet  of  the  mitral  valve  (marked  by  arrow). 
The  EF  slope  is  also  quite  flattened.  These 
findings  are  diagnostic  of  hypertrophic  car- 
diomyopathy with  obstruction. 

Electrocardiographic  Diagnosis: 

1)  Left  Atrial  Enlargement. 

2)  Abnormal  Orientation  of  Initial  Forces 
of  EKG  compatible  with  Hypertrophic 
Obstructive  Cardiomyopathy. 

Harry  Page,  M.D. 

Barton  Campbell,  M.D. 

Co-directors 
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Commitment  Procedures: 

1975  Amendments 

In  the  late  summer  of  1974  the  department 
contemplated  its  legislative  needs  for  the  follow- 
ing year.  It  considered  the  relative  merits  of  a 
“great  ideas”  approach  to  legislation — bills  to 
create  or  license  or  limit — as  opposed  to  the 
relatively  less  dramatic  but  more  conventional 
“swatch  and  sliver”  or  “housekeeping”  approach 
— which  customarily  amends  by  deleting  “him” 
in  the  eighth  paragraph  of  the  sixth  section  and 
substitutes  therefore  the  word  “it,”  and  further 
amends  by  replacing  the  word  “bathtub”  by  a 
pipe  following  the  word  “sink”  and  after  the 
soap  following  the  word  “Ivory,”  notwithstand- 
ing the  ring  around  the  collar. 

A mid-autumn  constitutional  broadside  on  the 
already  beleaguered  mental  health  act,  however, 
refocused  the  department’s  sights  from  great 
new  ideas  to  basic  ideas  of  fundamental  fairness, 
or  good  housekeeping  in  the  larger  sense.1  One 
matter  was  not  deferred:  a change  of  name  from 
the  Department  of  Mental  Health  to  the  Depart- 
ment of  Mental  Health  and  Mental  Retardation. 
This  constitutes  a formal  realization  of  what  has 
been  long  recognized:  equal  responsibility  to 
both  the  mentally  retarded  and  the  mentally  ill. 

Chapter  248  of  the  Public  Acts  of  1975,  effec- 
tive on  July  2,  1975,  affords  substantive  and  pro- 
cedural due  process  in  areas  related  to  admis- 
sion, commitment  and  interfacility  transfer,  to 
all  Tennesseans  who  may  require  treatment  or 
habilitation  for  mental  illness  or  mental  retarda- 
tion. Under  the  new  provisions  the  Commissioner 
may  transfer  a patient  or  resident  from  one 
facility  to  another,  under  one  statute,  for  thirty 
days’  emergency  care  or  for  a longer  period; 
such  transfer  is  subject  to  judicial  review.  Before 
any  transfer  may  occur,  the  person  must  receive 
a physical  and  mental  examination,  and  the  Com- 
missioner must  find  that  the  transfer  is  in  the 
person’s  best  interests  and  that  the  facility  to 
which  the  person  is  to  be  transferred  will  be  able 
to  provide  more  appropriate  care  and  treatment 
than  the  transferring  facility. 

Although  the  present  law  separates  the  issues 
of  competency  and  need  for  hospitalization,  the 
1975  amendments  require  that  in  order  to  focus 
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the  issues  more  clearly  the  hearings  on  these 
issues  be  separate,  so  that  not  every  person  who 
is  committed  becomes  incompetent  by  virtue  of 
his  commitment.  Superintendents  of  hospitals 
and  developmental  centers  will  be  able  to  certify 
restored  competency  of  a present  patient  or  resi- 
dent without  further  evidence  or  a hearing  before 
the  court.  Under  present  law,  restoration  of 
competency  without  a hearing  applies  to  certain 
discharged  patients  and  residents  only.  The 
broadening  of  this  provision  should  be  thera- 
peutically beneficial  to  the  patient  or  resident 
and  less  time  consuming  for  the  hospitals  or 
developmental  centers  and  for  the  courts. 

The  1975  amendments  further  change  com- 
mitment jurisdiction  from  the  county  court  to  the 
circuit,  chancery  or  probate  court,  to  ensure, 
where  possible,  that  committing  judges  be  law- 
yers. Before  a person  may  be  declared  in- 
competent or  committable,  the  quantitative  evi- 
dence in  support  of  such  a finding  must  be  clear, 
unequivocal  and  convincing,  in  contrast  to  the 
absence  of  any  quantitative  standard  in  the 
present  law,  which  absence  invites  inconsistent 
and  arbitrary  findings. 

The  new  qualitative  commitment  standard  for 
the  mentally  ill  and  the  mentally  retarded  offender 
is  more  objective  than  the  present  standard,  which 
should  aid  the  court  in  assessing  the  need  for 
commitment.2  In  addition,  the  new  standard  rec- 
ognizes community  resources  as  an  alternative  to 
institutional  care.  The  conditional  release  pro- 
cedure, recently  attacked  for  lack  of  procedural 
safeguards,  has  been  deleted,  to  be  replaced  by 
a regulation  that  provides  for  the  right  to  a one- 
step  administrative  hearing  before  revocation  of 
a conditional  discharge. 

Amendment  of  the  emergency  psychiatric  hos- 
pitalization procedure  places  jurisdiction  in  the 
General  Session  courts  and  deletes  required  notifi- 
cation of  the  court  before  the  admitting  hospital 
determines  that  the  prospective  patient  requires 
emergency  hospitalization.  An  admitted  patient 
attends  a probable  cause  hearing  five  days  follow- 
ing his  emergency  admission.  If  the  court  de- 
termines that  the  patient  is  mentally  ill  and  re- 
quires hospitalization,  it  may  order  further  evalu- 
ation for  not  more  than  fifteen  days.  While  the 
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emergency  admission  procedure  still  requires  the 
certification  of  two  licensed  physicians,  one  of  the 
certificates  must  be  provided  by  a physician  at 
the  admitting  hospital  or  treatment  resource. 
This  physician  serves  a screening  function  to 
ensure  that  the  prospective  patient  receives  an 
adequate  examination  and  that  the  hospital  or 
treatment  resource  can  justify  the  deprivation 
of  his  liberty.  In  both  the  emergency  procedure 
and  judicial  commitment  proceedings,  the  person 
has  the  right  to  counsel  and  receives  notice  of 
the  grounds  for  his  detention  and  possible  com- 
mitment. 

The  voluntary  admission  statute  opens  volun- 
tary application  to  persons  16  years  of  age  and 
over  who  seek  treatment  for  mental  illness,  alco- 
holism or  drug  abuse.  Although  a person  less 
than  16  years  old  may  be  admitted  by  appli- 
cation of  a parent,  spouse  or  guardian,  anyone 
may  request  his  own  release  regardless  of  age. 
The  request  must  be  granted  unless  a petition 
for  judicial  hospitalization  is  filed  within  48  hours 
of  the  release  request.  The  voluntary  admission 
procedure  further  protects  the  rights  of  the  juve- 
nile by  limiting  admission  by  parent,  guardian 
or  spouse  to  six  months  in  any  calendar  year. 
The  so  called  “non-contested”  admission,  quasi- 
voluntary in  nature,  has  been  repealed. 

What  few  provisions  governing  the  mentally 
retarded  were  not  attacked  by  the  Federal  court 
decision  in  Sciville  v.  Treadway 3 were  attacked 
in  the  most  recent  Federal  lawsuit.  The  legis- 
lative impact  is  repeal  of  the  laws  governing  the 
mentally  retarded.  New  procedures  for  admission 
to  developmental  centers  follow  the  regulations 
and  law  implementing  the  Saville  decision;  all 
such  admissions  are  voluntary,  through  admission 
review  boards.  The  only  provisions  for  court- 
commitment  of  the  mentally  retarded  appear  in 
the  Retarded  Offender  Act,  amended  and  re- 
moved from  the  criminal  code  to  the  Mental 
Health  Act. 

The  Retarded  Offender  Act  provides  for  the 
care,  treatment  and  habilitation  of:  (a)  the  per- 
son charged  with  a crime  who  is  incompetent  to 
stand  trial  because  of  mental  retardation,  (b) 
the  person  who  commits  a delinquent  act  who  is 
mentally  retarded,  and  (c)  the  person  convicted 
of  a criminal  offense  who  is  transferred  from 
a correctional  facility  to  a mental  retardation 
facility.  The  commitment  jurisdiction  vests  in 


the  criminal  or  juvenile  court.  Procedural  rights, 
standards  for  commitment  and  burden  of  proof 
are  identical  to  those  for  mentally  ill  persons 
subject  to  commitment.  The  commitment  pro- 
cedure provides  for  outpatient  evaluation  of  per- 
sons thought  to  be  incompetent  to  stand  trial  at 
community  mental  health  centers.  Further  evalu- 
ation not  to  exceed  30  days  may  follow  at  a 
psychiatric  hospital.  Only  a person  who  is  both 
incompetent  to  stand  trial  and  committable  may 
be  committed;  this  is  consistent  with  the  rationale 
of  the  United  States  Supreme  Court  in  Jackson 
v.  Indiana .4 

Joseph  Brenner,  Jr. 

Notes 

1.  Stoddard  v.  Ashley,  Civil  No.  C-74-550  (filed 
Oct.  25,  1974,  W.D.  Tenn.). 

2.  A mentally  ill  person  or  mentally  retarded  offender 

may  be  committed  if,  because  of  his  condition,  he 
possesses  a likelihood  of  serious  harm.  The  term 
“likelihood  of  serious  harm”  means:  (1)  a substantial 

risk  of  physical  harm  to  the  person  himself  as  mani- 
fested by  evidence  of  threats  of,  or  attempts  at,  suicide 
or  serious  bodily  harm;  or  (2)  a substantial  risk  of 
physical  harm  to  other  persons  as  manifested  by  evi- 
dence of  homicidal  or  other  violent  behavior  or  evi- 
dence that  others  are  placed  in  a reasonable  fear  of 
violent  behavior  and  serious  physical  harm  to  them;  or 
(3)  a reasonable  certainty  that  severe  impairment  or 
injury  will  result  to  the  person  alleged  to  be  mentally 
ill  as  manifested  by  his  inability  to  avoid  or  protect 
himself  from  such  impairment  or  injury  and  suitable 
community  resources  for  his  care  are  unavailable. 

Either  of  the  first  two  standards  may  be  a basis 
for  emergency  admission  of  a mentally  ill  person  or  for 
judicial  commitment  of  a mentally  retarded  offender  or 
delinquent.  Any  of  the  three  standards  may  be  a basis 
for  judicial  hospitalization  of  a mentally  ill  person. 

3.  Civil  No.  6969  (filed  Apr.  10,  1973,  M.D.  Tenn.). 

4.  406  U.  S.  715  (1972).  In  this  case  the  United 

States  Supreme  Court  held:  “We  hold,  consequently, 

that  a person  charged  by  a State  with  a criminal 
offense  who  is  committed  solely  on  account  of  his 
incapacity  to  proceed  to  trial  cannot  be  held  more 
than  the  reasonable  period  of  time  necessary  to  de- 
termine whether  there  is  a substantial  probability  that 
he  will  attain  that  capacity  in  the  foreseeable  future. 
If  it  is  determined  that  this  is  not  the  case,  then  the 
State  must  either  institute  the  customary  civil  commit- 
ment proceedings  that  would  be  required  to  commit 
indefinitely  any  other  citizen,  or  release  the  defendant. 
Furthermore,  even  if  it  is  determined  that  the  defendant 
probably  soon  will  be  able  to  stand  trial,  his  con- 
tinued commitment  must  be  justified  by  progress  toward 
that  goal.”  (406  U.  S.  at  738) 
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An  Update  of  Nuclear  Cardiology 

In  the  last  two  years,  a great  deal  of  hope 
has  been  generated  by  reports  that  there  were 
radiopharmaceuticals  that  could  be  utilized  to 
image  infarcted  (non-viable)  myocardium  or 
viable  healthy  myocardium.  While  these  hopes 
have  not  been  completely  realized,  significant 
progress  has  been  achieved. 

99m  technetium  labelled  phosphate  compounds 
localize  in  irreversibly  infarcted  myocardium.  It 
is  believed  that  the  deposition  of  these  compounds 
is  related  to  the  influx  of  calcium  in  irreversibly 
damaged  mitochondria.  These  compounds  have 
been  studied  by  several  groups  and  it  appears 
that  as  much  as  18  percent  false  negative  and 

9 percent  false  positive  studies  occur  with  the 
99m  technetium  polyphosphate  compound,  while 

10  percent  false  negative  and  5 percent  false 
positive  studies  occur  with  the  99m  technetium 
pyrophosphate.  These  studies  have  adequately 
dealt  with  the  problem  of  selecting  the  best  time 
for  scanning  (i.e.  post-infarction  and  post-injec- 
tion), the  best  views,  and  have  appreciated  the 
problem  of  interfering  skeletal  uptake  of  isotope. 

While  a 70  to  85  percent  accuracy  when  using 
technetium  pyrophosphate  is  certainly  respect- 
able, one  must  ask:  (1)  can  these  images  de- 

tect very  small  infarctions;  particularly  subendo- 
cardial infarctions,  and  (2)  is  the  area  of  infarct 
depicted  by  the  scan  an  accurate  reflection  of 
the  size  of  the  infarct?  There  appears  to  be  some 
disagreement  about  the  accuracy  of  this  method 
in  detecting  small  subendocardial  infarctions. 
There  is  agreement  that  the  infarction,  as  de- 
picted by  the  scan,  is  probably  not  an  accurate 
reflection  of  the  size  of  the  infarct  since  only 
the  non-viable  irreversible  region  is  depicted,  and 
not  the  total  area  of  infarction.  Finally,  consid- 
erations concerning  the  routine  use  of  this  type 
of  study  in  all  suspected  myocardial  infarctions 
necessitates  a comparison  of  the  accuracy  of 
EKGs,  enzyme  studies,  and  scan  images  done 
individually  and  done  as  a group.  Such  com- 
parisons have  not  as  yet  been  reported. 

Potassium  analogues  and  labelled  fatty  acids 
are  radiopharmaceuticals  that  localize  in  viable 

From  the  Department  of  Nuclear  Medicine  and  Ultra- 
sound, Park  View  Hospital,  Nashville,  Tenn.  37203. 
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myocardium.  The  radio  iodine  labelled  fatty 
acids  (Oleic  Acid  and  Hexadecanoic  Acid)  have 
not  stood  the  test  of  time.  The  potassium  an- 
alogues also  have  been  a bit  disappointing  in 
that  the  gamma  energy  has  been  too  high  for 
good  collimation  with  some  of  them  (K43,  K42, 
Rb81),  the  energy  has  been  too  low  to  penetrate 
overlying  bone  with  some  of  them  (Csl31),  and 
the  half  life  has  been  too  short  and  generators 
not  available  for  several  of  them.  Thallium  201 
is  a postassium  analogue  with  favorable  energy 
and  half  life  and  now  appears  to  be  the  radio- 
pharmaceutical of  choice  for  imaging  viable  myo- 
cardium. If  Thallium  201  is  used  to  image  the 
myocardium  before  and  after  exercise,  one  would 
hope  to  be  able  to  see  areas  of  ischemia  after 
exercise  as  a cold  spot  that  was  not  present  be- 
fore exercise  and  thereby  identify  anginal  and 
pre-anginal  patients.  At  the  present,  there  is  an 
insufficient  amount  of  data  concerning  such 
studies  in  humans. 

The  use  of  technetium  labelled  albumin  to 
determine  ejection  fractions  has  been  carefully 
studied  and  appears  to  be  more  accurate  than 
ejection  fractions  determined  by  echocardiogra- 
phy. The  reason  for  this  is  that  precise  geometric 
boundaries  are  not  a critical  matter  with  this 
method.  Of  more  importance  is  the  fact  that 
such  measurements  entail  the  use  of  a scintillation 
camera  and  computer  and  are  therefore  a rel- 
atively expensive  installation  which  cannot  be 
purchased  in  most  hospitals  unless  there  is 
sufficient  clinical  demand.  At  the  present  time, 
probably  even  the  cardiologists  are  not  sure  how 
frequently  they  need  to  have  an  ejection  fraction 
determination  on  a given  patient  or  how  im- 
portant it  would  be  in  all  cases. 

One  would  certainly  think  that  with  additional 
experience  with  currently  used  radiopharma- 
ceuticals, further  development  of  tomographic 
methods,  and  development  of  new  radiopharma- 
ceuticals (particularly  anti-myocardial  myosin) 
that  further  significant  progress  will  be  made. 
In  the  foreseeable  future  nuclear  cardiology  will 
be  of  major  importance  in  the  management  of 
cardiac  patients. 

Robert  Bell,  M.D. 

Director 
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TMS/RMP  and  SETAHEC 

The  Tennessee  Mid-South  Regional  Medical 
Program  is  currently  funding  three  projects 
through  the  Southeast  Tennessee  Area  Health 
Education  Center  in  Chattanooga.  For  the  period 
ending  June  30,  1974,  the  total  18-month  grant 
award  for  these  activities  was  $191,401. 
SETAHEC  serves  thirteen  counties  in  the  south- 
eastern part  of  the  state,  and  these  three  projects 
are  part  of  the  overall  initiative  to  improve  the 
quality  of  health  care  delivery  in  the  area. 

Southeast  Health  Services 
Education  Program 

Since  June  1972,  SETAHEC  has  attempted 
to  provide  continuing  education  opportunities  for 
health  professionals  as  well  as  health  education 
to  patients  with  chronic  diseases.  Classes  for 
patients  with  diabetes  and  hypertension  are  held 
on  a regular  basis.  The  diabetes  curriculum  con- 
sists of  a four-day  course  which  is  offered  once  a 
month  at  the  SETAHEC  Center  in  Chattanooga 
and  once  a month  in  different  locations  in  the 
service  area.  Fifteen  diabetic  patients  participate 
in  each  series  of  classes  along  with  an  average 
of  four  family  members  and  three  health  pro- 
fessionals. Two-hour  classes  are  also  held  each 
month  at  the  Alton  Park  Neighborhood  Health 
Center  in  Chattanooga  in  conjunction  with  the 
Hypertension  Follow-up  Program  which  is  also 
funded  by  TMS/RMP.  The  SETAHEC  hyper- 
tension teaching  team  also  provides  education  for 
hypertensives  identified  through  Chattanooga- 
Hamilton  County  Heart  Association  Screening 
Program,  another  project  sponsored  by  TMS/ 
RMP. 

The  diabetes  education  model  is  currently 
being  integrated  into  the  routine  program  at  Tri- 
County  Hospital  at  Ft.  Oglethorpe,  Georgia.  The 
SETAHEC  education  team  is  consulting  with  the 
staff  to  provide  a mechanism  whereby  all  diabetic 
patients  who  are  admitted  to  the  medical  floor 
of  this  hospital  will  have  the  opportunity  to  par- 
ticipate in  the  education  program.  Two  other 
hospitals,  Woods  Memorial  in  Etowah  and 
Campbell  Clinic  in  Chattanooga,  are  planning  to 
implement  this  diabetes  education  program  on 
an  experimental  basis  in  their  hospitals  during 


the  next  6 months.  Although  the  specific  impact 
of  this  program  cannot  be  proven,  it  is  felt  that 
patient  education  serves  to  reduce  the  number 
of  patient  visits  to  the  physician  for  emergency 
treatments,  the  number  of  hospital  admissions, 
and  the  length  of  stay  of  patients  with  chronic 
diseases,  particularly  diabetes  and  hypertension. 
The  total  investment  of  funds  of  TMS/RMP  in 
this  program  during  the  last  grant  period  was 
$138,275. 

Preceptorship  Experiences  for  Primary  Care 
Physician  Assistants  in  Southeast  Tennessee 

Because  of  the  maldistribution  of  medical  man- 
power in  rural  Southeast  Tennessee,  there  is  a 
definite  need  for  the  use  of  Physician  Assistants. 
Great  difficulty  has  been  experienced  in  recruiting 
this  type  of  health  professional  because  there  is 
no  training  program  in  Tennessee.  In  order  to 
meet  this  need,  this  program  makes  it  possible 
for  Physician  Assistant  students  to  serve  the  pre- 
ceptorship portion  of  their  training  in  the  area. 
Since  the  inception  of  the  program  in  September 
1974,  two  students  from  the  University  of  Ala- 
bama have  completed  their  preceptorships  in 
Athens  and  Dayton,  Tennessee.  Both  have  been 
offered  permanent  employment  by  their  precep- 
tors upon  completion  of  their  training  in  August 
of  this  year.  Four  additional  students,  three  from 
the  University  of  Kentucky  and  one  from  the 
University  of  Alabama,  started  their  preceptor- 
ships  on  April  1. 

It  is  anticipated  that  four  more  students,  two 
from  the  College  of  Medicine  at  Augusta,  Georgia 
and  two  from  Emory  Medical  School,  will  begin 
their  training  in  June.  SETAHEC,  in  coordi- 
nation with  the  Clinical  Education  Center  of  the 
University  of  Tennessee  in  Chattanooga,  is  cur- 
rently negotiating  with  George  Washington  Uni- 
versity and  Johns  Hopkins  University  to  develop 
a program  in  which  ten  students  per  year  would 
be  recruited  from  Southeast  Tennessee  to  attend 
one  of  these  Universities  for  their  first  year  of 
didactic  training.  Upon  completion  of  the  initial 
phase  of  the  program,  they  would  come  to 
Chattanooga  for  clinical  rotation  and  then  return 
to  their  home  areas  for  preceptorships.  If  these 
plans  are  brought  to  fruition,  health  care  delivery 
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in  the  area  should  be  greatly  improved  because 
it  has  been  shown  that  approximately  80  percent 
of  Physician  Assistant  trainees  remain  with  their 
preceptor  for  permanent  employment.  TMS/ 
RMP  has  provided  $33,850  in  support  of  this 
activity. 


Medical  Record  Consultant  for 
Southeast  Tennessee 

The  overall  objective  of  this  program  is  to 
improve  the  medical  record  procedures  in  South- 
east Tennessee  hospitals  in  order  to  facilitate  the 
utilization  of  these  records  by  physicians  and  ap- 
propriate health  agencies.  Of  the  twenty-four 
major  hospitals  in  the  Southeast  Tennessee  area, 
thirteen  do  not  have  either  a Registered  Medical 
Record  Administrator  or  an  Accredited  Medical 
Record  Technician  on  their  staff.  There  are  only 
six  RRAs  and  14  ARTs  employed  in  the  area, 
and  many  of  these  institutions  have  not  stan- 
dardized their  medical  record  system.  This  has 
increased  the  cost  of  utilization  in  terms  of  both 
money  and  effort.  The  American  Medical  Record 
Association  now  requires  that  their  members  par- 
ticipate in  continuing  education  programs  in  order 
to  maintain  their  accreditation  or  registration,  a 
fact  which  further  substantiates  the  need  for  this 
activity.  An  RRA  and  a ART  have  been  em- 
ployed to  give  workshops  and  provide  on-the-job 
training  for  medical  records  personnel  in  this 
area  on  a consulting  basis.  In  addition,  they 
assist  in  actually  changing  and  improving  the 
medical  record  systems  where  required. 

TMS/RMP  support  terminated  June  30,  1975, 
and  it  is  anticipated  that  this  program  will  be 
self-supporting  on  a fee-for-service  basis.  Since 
January  1,  1975,  9 consulting  sites  in  area  hos- 
pitals and  nursing  homes  have  been  established, 
and  a total  of  1 1 health  care  institutions  have 
asked  for  consultation.  The  types  of  services  that 
have  been  requested  range  from  the  overall  es- 
tablishment of  a new  records  department  to  a 
review  of  current  policies.  This  activity  is  an- 
other attempt  to  improve  the  quality  of  health 
care  delivered  in  the  Southeast  Tennessee  area. 
The  total  TMS/RMP  funding  of  this  project  has 
been  $19,276. 
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Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 
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This  past  June  in  Atlantic  City,  the  AMA  House  of  Delegates  voted  a 
dues  increase  of  $140,  making  AMA  dues  $250  per  year,  beginning  in  1976! 
TMA  will  require  a modest  dues  increase  to  become  effective  in  1977!! 
Most  county  societies  will  find  the  need  for  small  dues  increases  in  the  near 
future!!!  It  appears  that  within  two  years  our  combined  society  dues  will 
be  in  the  neighborhood  of  $400  or  more.  That’s  high  considering  what  we 
have  paid  in  the  past,  and  it  is  doubly  high  considering  the  frustration  that 
we  all  feel  in  these  difficult  times  when  organized  medicine  always  seems 
to  be  on  the  “short  end  of  the  stick.” 

Annual  dues  of  $450  a year  sounded  excessive  to  me  until  I had  an 
experience  or  two  that  helped  me  to  look  at  this  matter  of  dues  from  a 
different  perspective.  Let  me  share  these  experiences  with  you  in  the  hope 
that  it  will  have  essentially  the  same  effect  on  you.  For  twenty  years,  TMA 
has  had  a competent  and  dedicated  part-time  employee  doing  janitorial  and 
maintenance  work  in  the  TMA  building  in  Nashville,  after  he  gets  off  from 
his  full-time  job  with  South  Central  Bell.  He  happened  to  overhear  a 
discussion  about  medical  society  dues  while  he  was  cleaning.  His  curiosity 
got  the  better  of  him.  and  he  privately  asked  Mr.  Ballentine  about  this  dues 
problem.  Now  John  makes  around  $9,000-$  10,000  a year  from  Ma  Bell, 
and  pays  dues  to  his  union  of  about  $350  a year.  Jack  didn’t  have  the  heart 
to  tell  him  exactly  how  much  money  was  involved  in  dues  with  the  AMA. 
TMA  and  the  county  societies. 

The  past  two  AMA  conventions  I have  attended  (Portland  in  1974  and 
Atlantic  City  in  1975),  have  shown  me  a more  aggressive  AMA.  Speaking 
out  with  more  authority,  filing  lawsuits  against  HEW,  threatening  to  file 
more  lawsuits,  and  even  giving  support  in  principle  to  various  work- 
stoppages  and  “slow-downs”  conducted  by  physician  groups  in  various 
groups  of  the  country.  Now  this  seems  to  be  the  “new  face  of  actions”  that 
most  of  us  have  wanted  to  see. 

The  professional  liability  crisis  in  our  state  and  nation  has  been  the 
experience,  along  with  these  other  two,  that  has  convinced  me  beyond  a 
shadow  of  a doubt  that  I cannot  afford  to  be  a non-member  of  my  county 
society,  my  TMA,  and  yes,  even  my  AMA.  We  may  well  see  the  day  in 
the  very  near  future  when  our  associations  will  be  the  only  agencies  to  which 
we  can  turn  to  provide  us  with  professional  liability  coverage. 

I believe  our  societies  and  associations  are  developing  the  toughness 
required  to  really  represent  us  on  ALL  fronts.  I believe  you  want  to  be  a 
part  of  that  kind  of  team.  I KNOW  I do!!! 


Sincerely, 
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Nailing  Down  the  Shoe 

“ For  want  of  a shoe  the  kingdom  was  lost, 

And  all  for  the  want  of  a horse-shoe  nail.” 

George  Herbert  (1640) 

You  culturally  deprived  members  of  the 
“younger'  generation  (whatever  that  is)  may 
not  know  it,  since  Latin  is  no  longer  a required 
subject  in  school,  but  one  of  the  most  famous  of 
all  military  operations  began  with  a crap  game 
on  the  banks  of  the  river  Rubicon.  With  the 
words,  “Alea  iacta  est,”  (“The  die  is  cast”) 
Caesar  launched  his  Gallic  wars.  As  it  happened, 
the  dice  told  the  truth:  he  was  indeed  very  suc- 
cessful. But  it  hasn't  always  been  so,  so  don’t 
you  count  on  it. 
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Delving  into  the  future  has  been  a favorite 
past-time  of  mankind  apparently  ever  since  he 
learned  to  communicate.  And  why  not?  Who 
wouldn’t  like  to  know  the  future?  (I  wouldn’t, 
that’s  who.  Eavesdroppers  seldom  hear  anything 
good  about  themselves,  as  the  saying  goes.)  But 
be  that  as  it  may,  consulting  haruspices  (liver- 
watchers),  astrologers,  crystal  balls,  tea  leaves, 
bumps  on  your  head,  lines  in  your  hand,  and  so 
on  has  always  held  a sort  of  fatal  fascination. 
Things  were  so  bad  in  Caanan  that  God  forbade 
His  people  to  have  anything  to  do  with  such 
practices,  and  decreed  that  all  who  dabbled  in 
them  were  to  be  stoned. 

We  have  gotten  a lot  more  sophisticated,  and 
so  we  generally  don’t  consult  mediums  and  things 
(though  more  and  more  people,  inexplicably — 
and  maybe  some  of  you,  God  forbid! — won’t  even 
go  out  the  door  unless  their  favorite  astrologer 
says  it’s  OK).  What  we  do  is  make  predictions 
based  on  “more  scientific  evidence.”  It  doesn’t 
really  seem  to  have  made  all  that  much  difference. 
An  economist  friend  of  mine  said  once  that  eco- 
nomics is  the  only  field  he  knows  of  where  a 
person  can  become  famous  by  always  being 
wrong.  A number  of  years  ago  all  sorts  of  books 
and  articles  were  being  written  about  how  by 
1975  poverty  would  be  done  away  with  and 
every  menial  chore  would  be  carried  out  by 
robots.  We  could  all  just  lie  back  and  enjoy 
life.  They  left  out  of  the  equation  a couple  of 
unforeseen  minor  factors,  like  the  population 
explosion  and  the  energy  shortage,  (the  horse- 
shoe nail,  so  to  speak),  and  so  instead  of  Utopia, 
1984  may  get  here  before  1984  (if  it  isn’t  here 
already!). 

All  of  this  is  by  way  of  saying  that  predicting 
the  future  is  fraught  with  hazards,  and  not  only 
is  it  never  what  we  thought  it  would  be,  it  not 
infrequently  is  exactly  the  opposite. 

About  five  or  six  years  ago  the  “doctor 
shortage”  began  to  catch  the  political  and  jour- 
nalistic eye,  and  it  became  a cause  celebre  of  a 
lot  of  do-gooders,  particularly — or  maybe  even 
mostly — in  Washington.  At  the  same  time  a lot 
of  pretty  well-trained  medics  were  coming  out 
of  the  military  service,  and  a fairly  natural  train 
of  thought  occurred  not  unnaturally  in  a number 
of  places  at  once,  and  several  programs  were 
set  up  to  train  these  people  to  be  what  has  come 
to  be  called  “physician  extenders.” 

Well,  maybe  you  remember  the  hue  and  cry 
that  ascended  toward  heaven — and  I think  I may 
have  indulged  in  some  of  it  myself — about  how 
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we  would  be  bastardizing  the  greatest  system  of 
medical  care  the  world  has  ever  known,  turning 
it  into  the  “feldsher”  system  practiced  in  Russia 
(which,  incidentally,  isn’t  all  that  bad.)  As  usual, 
the  prophets  misread  the  times,  and  in  spite  of  all 
the  smoke,  nothing  much  happened,  partly  be- 
cause the  medics  in  most  cases  had  had  enough 
of  being  medics,  and  wanted  either  to  study  medi- 
cine and  be  real  live  doctors,  or  else  forget  the 
whole  thing.  There  now  are  some  physician  assis- 
tants, of  course,  and  most  of  the  legal  road-blocks 
have  been  pretty  well  cleared  away.  We  don’t 
yet  have  a feldsher  system,  nor  is  it  a threat. 

While  it  is  possible  to  demonstrate  that  there 
is  no  actual  shortage  of  doctors,  but  that  it  is 
really  a matter  of  distribution,  this  knowledge 
doesn’t  help  much  in  some  of  our  counties  which 
have  no  doctors,  or  where  the  physician  to  popula- 
tion ratio  is  1:5000  (in  the  urban  areas  it  varies 
somewhere  around  1:600).  So  somebody  con- 
ceived the  notion — again  not  unnaturally — that 
since  a nurse  is  the  closest  thing  there  is  to  a 
doctor,  by  virtue  of  education,  training,  and  tem- 
perament, why  not  give  nurses  a little  more  train- 
ing and  use  them  as  physician  extenders — 
particularly  since  countless  of  them  already 
function  that  way,  and  always  have,  in  doctors’ 
offices.  So  the  nurse  practitioner  and  family  nurse 
clinician  came  into  being,  the  former  trained  to 
act  as  a physician  assistant  the  latter  to  func- 
tion semi-independently,  under  a doctor’s  direc- 
tion but  located  at  some  distance  away  from  him. 

The  first  experience  in  Tennessee  with  the 
nurse  clinician  was  in  Macon  County  in  Red  Boil- 
ing Springs,  a community  which  for  some  time 
had  tried  unsuccessfully  to  obtain  a doctor.  This 
has  been  the  subject  of  a symposium  carried  in 
the  Journal.1  The  cries  of  heresy  were  many  and 
loud,  in  spite  of  the  fact  that  the  idea  wasn’t 
really  all  that  new.  Kentucky  has  for  25  years 
had  a Frontier  Nursing  Service  for  its  mountain 
areas.  Those  nurses  have  really  functioned  as 
nurse  clinicians,  and  in  fact  their  manual  is  in 
wide  use. 

Tennessee  now  has  approximately  80  trained 
family  nurse  clinicians  or  nurse  practitioners, 
give  or  take  a few,  functioning  in  various  capac- 
ities as  real  colleagues  in  the  care  of  patients. 
Some  of  their  activities  are  detailed  in  the 
scientific  section  of  this  issue  of  the.  Journal. 
Though  three  of  the  papers  were  presented  before 
the  alumni  of  the  Vanderbilt  School  of  Nursing, 
the  topic  has  such  major  implications  for  the 
medical  profession  that  I felt  it  was  appropriate 


to  print  them  here.  The  other  paper  is  by  one  of 
our  own  members  who  served  as  preceptor  for 
one  of  the  nurse  practitioners. 

I’m  sure  that  feelings  about  the  program  are 
not  unmixed.  I will  give  everyone  the  benefit  of 
the  doubt  and  will  assume  each  person  is  moti- 
vated by  a sincere  desire  to  see  the  people  of  his 
area  get  the  best  possible  medical  care.  This  to 
me  is  that  the  patient  is  attended  by  a physician 
perfectly  trained  to  meet  the  present  needs  of 
that  individual,  whatever  those  needs  are.  I think 
you'll  agree  that  we  must  settle  in  most  instances 
for  something  less  than  the  ideal.  The  question 
is:  How  much  less? 

A lot  has  been  said  about  the  “barefoot  doc- 
tors” of  China  and  Russia  (who  incidentally  are 
neither  doctors  nor  barefoot).  They  are  trained 
in  first  aid  and  triage,  much  like  the  medical 
corpsmen  in  the  armed  services,  except  that  they 
are  also  conversant  with  and  have  the  answers  to 
many  practical  family  problems.  The  question 
is  asked,  is  this  what  we  want  for  our  people, 
and  the  answer  would  of  course  have  to  be,  “No,” 
though  China  has  made  vast  strides  forward  in 
health  care,  and  their  system  has  proved  to  be 
a great  deal  better  than  nothing. 

The  care  offered  by  the  family  nurse  clinician, 
particularly  as  described  here,  is  of  course  of  a 
much  higher  order  than  that  of  the  “barefoot 
doctors.”  I recognize  that  there  have  been  prob- 
lems in  some  communities  in  relation  to  family 
clinics,  and  that  the  personnel  in  the  clinics 
have  not  always  acted  wisely  or  with  maximum 
discretion  (as,  of  course,  all  of  us  always  do!). 

What  is  best  for  the  people  of  Tennessee — not 
the  people  generally,  but  specific  people  in 
specific  places,  where  physician  care  is  non- 
existent or  at  best  spotty?  What  is  best  for  them 
when  one  doctor  is  serving  three  or  four  or  even 
5,000  people?  How  does  he  spread  himself  to 
cover  this  number,  and  still  have  time  to  keep  up 
with  recent  advances? 

The  papers  here  give  some  answers — not 
necessarily  the  answers.  Maybe  you  have  some 
others.  Give  it  some  thought.  If  you  differ  with 
these  ideas,  work  to  improve  on  them.  After  all, 
we  are  by  calling  to  be  dedicated  to  bringing  the 
best  medical  care  possible  to  the  most  people, 
and  it  would  be  a shame  if  the  missing  horseshoe 
nail  was  our  own  lack  of  interest. 

There  have  been  various  predictions  about 
how  all  this  will  come  out — on  the  one  hand  that 
it  is  the  answer  to  all  of  medicine’s  needs,  and 
on  the  other  that  it  will  wreck  the  system.  We 
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can,  and  should,  have  a lot  to  do  with  how  the 
predictions  come  out. 


1.  The  Training  and  Utilization  of  Paramedical 
Personnel:  A Symposium.  The  Experience  in  Macon 
County,  Tennessee.  TMAJ  67:107-112,  Feb.,  1974. 

Man  The  Life-Boats,  or, 

Into  The  Sunset 

“If  the  earth  must  lose  that  great  portion  of 
its  pleasantness  which  it  owes  to  things  that 
the  unlimited  increase  of  wealth  and  popula- 
tion would  extirpate  from  it,  for  the  mere 
purpose  of  enabling  it  to  support  a larger,  but 
not  a happier  or  a better  population,  I sin- 
cerely hope,  for  the  sake  of  posterity,  that 
they  will  be  content  to  be  stationary,  long 
before  necessity  compels  them  to  it.” 

John  Stuart  Mill  (1806-73) 
Principles  of  Political  Economy 

There  are  two  subjects  which  I have  studiously 
avoided  commenting  upon  in  these  columns.  One 
is  acupuncture,  the  other  the  problem  of  world 
hunger,  and  it  is  certainly  not  because  they  are 
unimportant.  They  are,  but  I have  left  the  first 
alone  because  in  spite  of  having  read  a lot  about 
it  I really  as  yet  have  no  “feel”  for  it,  and 
though  I have  lots  of  feelings  about  the  second 
they  are  often  conflicting,  and  it  was  not  until  I 
began  to  look  at  it  as  a part  of  a much  larger 
problem  that  I began  to  sort  some  of  these  feel- 
ings out  and  begin  to  reconcile  them,  at  least 
partly. 

The  recent  World  Food  Conference  in  Rome 
apparently  solved  nothing,  but  it  did  send  out  a 
couple  of  clear  signals:  Almost  everyone  thinks 
the  United  States  should  feed  the  world,  even  one 
which  is  at  the  same  time  vocal  in  its  refusal  to 
limit  its  growth.  As  I thought  about  this,  and  read 
in  connection  with  it  the  above  quotation,  a lot 
of  things  began  to  fall  into  place,  and  I began  to 
see  not  only  food  supply,  but  also  ecology,  gov- 
ernment, inflation,  the  energy  crisis,  unemploy- 
ment and  most  of  the  other  world  problems  not 
related  to  natural  phenomena  as  being  expressions 
of  two  basic  functions:  an  explosion  of  popula- 
tion and  of  technical  proficiency,  two  functions 
which  often  work  against  each  other.  We  have 
reached  the  point  where  necessity  compels  it  to 
be  stationary.  Whether  we  heed  it  or  not  re- 
mains to  be  seen. 

The  United  States  has  achieved  a zero  growth 
rate  in  the  past  few  years,  at  the  expense  of  a 
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relative  decrease  in  the  more  productive  elements 
of  society,  and  only  in  the  more  enlightened  and 
developed  areas  of  the  world  has  a similar  growth 
rate  been  approached,  even  as  population  else- 
where booms. 

Modern  technology  has  allowed  us  to  extend 
life  expectancy  enormously,  often  without  atten- 
tion to  the  quality  of  the  life  we  are  prolonging. 
Many  formerly  productive  old  people  eke  out  a 
bare  existence  on  social  security  income,  or  lie 
apathetically  in  nursing  home  beds,  with  nothing 
to  look  forward  to  except  the  day  when  they  will 
cease  to  inhabit  this  earth.  We  can  now  nurture 
into  adulthood  what  a pediatrician  friend  calls 
“non-competitive  citizens.”  To  suggest  we 
should  do  otherwise  is  branded  callous  and  cruel, 
and  to  implement  it  is  against  the  law. 

Procreation  in  the  ghetto  and  among  the  rural 
poor  continues  largely  unabated,  further  compli- 
cating the  solution  of  their  problems.  The  place 
and  conditions  of  their  birth  and  of  their  early  life 
is  not  of  their  making,  and  by  the  time  they 
reach  the  age  at  which  they  can  do  something 
about  it,  they  are,  with  a few  notable  exceptions, 
locked  in.  Surely  society  owes  them  its  best  ef- 
forts, yet  their  increasing  unproductive  numbers 
outgrow  the  funds  and  people  available  to  help. 

In  the  face  of  all  this,  those  who  can  afford 
it,  as  well  as  many  who  cannot,  heap  up  things 
they  don’t  need — or  even  really  want;  they  waste 
food  and  energy,  and  damage  their  health  by 
overeating,  underexercising,  overindulgence  in  al- 
cohol, and  smoking.  And  all  the  while,  Indians, 
other  Asians,  Africans  and  others  multiply  and 
refuse  to  use  birth  control  methods  even  when 
they  have  them.  The  Indians  feed  their  sacred 
cows  while  they  themselves  starve  to  death.  And 
they  cry  to  the  United  States  to  feed  them. 

Meanwhile,  in  our  insatiable  lust  for  things 
we  strip  our  mountains,  cut  down  our  forests,  and 
pollute  our  streams,  a pastime  which  is  world- 
wide. We  pay  a big  price.  Worse,  we  refuse 
to  recognize  it.  We  turn  to  nuclear  power,  and 
in  the  face  of  incontrovertible  and  almost  over- 
whelming evidence  to  the  contrary,  we  believe 
those  who  pronounce  it  safe.  The  ground  in  many 
parts  of  the  country  is  collapsing  as  the  support 
of  subterranean  oil,  gas,  and  water  is  removed. 
Daily  we  increase  our  risks,  just  to  improve  a 
life  quality  which  progressively  eludes  us.  Our 
star  seems  to  pull  farther  and  farther  away.  Are 
we  killing  the  goose  that  laid  the  golden  egg? 

Triage  is  a war-time  concept  by  which  the 
wounded  are  divided  into  three  groups:  those 
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who  will  survive  without  help,  those  who  will  not 
survive  with  help,  and  those  who  will  survive 
only  with  help.  Maximum  assistance  is  given 
group  three  and  minimum  or  no  assistance  to 
group  one.  Group  two  is  made  as  comfortable 
as  possible,  depending  on  availability  of  help.  It 
has  been  suggested  that  there  is  no  way  to  aid 
peoples  who  are  unwilling  to  limit  population 
growth,  or  who  insist  on  feeding  instead  of  eat- 
ing or  using  their  cattle.  The  recently  revived 
“life-boat  theory”  holds  that  it  is  pointless  and 
even  immoral  to  take  another  person  into  an 
already  loaded  life-boat  if  by  so  doing  you  sink 
the  life-boat. 

The  world  is  running  out  of  everything  but 
people  and  their  demands,  and  it  is  from  the 
increase  in  both  that  most  of  our  problems  stem, 
those  of  medicine  included.  While  the  popula- 
tion of  the  United  States  is  not  increasing,  there 
are  increasing  numbers  of  those  who  require  our 
services,  and  because  of  our  rising  technical 
expertise  their  demands  on  us  increase  apace. 

There  you  have  the  problems  and  the  alterna- 
tives, all  of  which  are  grim.  What  do  you  do? 
Do  you  club  the  swimmer  in  the  head  with  an 
oar,  or  pull  him  aboard  and  sink  the  life-boat 
with  all  hands?  Maybe  you  could  throw  him  a 
line  and  tell  him  to  hang  on,  but  nobody  knows 
where  the  shore  is.  Perhaps  we  will  all  soon  sink 
anyhow,  or  starve.  If  so,  should  we  all  go  down 
together?  Or  should  we  keep  rowing  off  into  the 
sunset,  and  hope?  As  man  has  chosen  to  go  his 
own  way  without  God,  where  is  our  hope?  The 
Psalmist  says,  “Hope  in  God.”  It  can’t  hurt.  The 
other  way  looks  pretty  much  like  a dead  end. 

How  would  it  be  to  be  the  last  survivor — all 
alone? 

JBT 

Rip-Off 

Once  upon  a time  two  as  yet  unborn  souls 
appeared  before  the  Creator  for  their  earthly 
assignments.  As  usual,  each  was  given  his  pick 
of  available  positions.  The  first  asked  to  be  born 
to  Mr.  and  Mrs.  Wantapenny  Wrongsides,  who 
were  black  and  lived  in  the  ghetto  of  a large 
Tennessee  city  (name  withheld  to  protect  the 
guilty — it  could  be  yours).  The  second  asked  for 
Mr.  and  Mrs.  Gottabushel  Rightsides  (his  was 
second  choice,  remember),  who  lived  in  Belle 
Meade  (a  beautiful  meadow)  in  Music  City, 
U.S.A. 

They  were  duly  born  (the  similarity  ends 
there),  little  Gotty  in  a nice  hospital  and  little 


Wanny  in  a bed  occupied  by  three  brothers  and 
sisters,  besides  his  mother,  in  a cold-water  walk- 
up,  which,  it  being  December,  was  also  cold, 
period.  His  career  nearly  ended  right  there. 

Gotty  went  to  prep  school  and  college,  where 
he  made  straight  A’s,  never  got  into  any  trouble, 
and  was  the  apple  of  his  parents’  eye.  He  made 
lots  of  money,  had  lots  of  children,  lived  lots  of 
years  in  luxury,  and  died,  even  as  you  and  I. 

Wanny’s  life  was  a lot  shorter,  but  his  story 
takes  longer  to  tell.  (Bad  news  is  always  more 
“newsy”.)  His  father  split  before  he  was  born, 
and  as  the  youngest  of  eight  children  he  never 
had  enough  of  anything — love,  attention,  or  even 
food.  He  was  stealing  before  he  could  talk,  and 
kept  getting  into  trouble  with  the  juvenile 
authorities.  His  schooling  was  spotty,  though  he 
was  a bright  child,  especially  considering  his 
background  and  state  of  nutrition.  One  day  when 
he  was  17  he  ripped  off  a man  down  on  Union 
(ha  ha — I still  didn't  tell  you  which  city)  and 
wound  up  in  the  State  penitentiary  because  he 
couldn’t  afford  a lawyer,  and  nobody  really  cared, 
anyway.  Even  he  didn't  care  much.  But  before 
that  he  spent  six  months  in  the  county  jail  wait- 
ing for  his  case  to  come  to  trial.  Sanitation  was 
awful,  and  he  got  dysentery,  but  he  never  saw  a 
doctor  (or,  to  be  more  precise,  he  did  see  one 
once,  who  was  attending  a man  who  had  his 
throat  cut  in  a fight.  But  a doctor  never  saw 
him.)  It  was  unbelievably  hot,  it  being  July,  and 
he  was  losing  water  at  a great  rate  by  various 
routes.  He  nearly  died,  but  just  then  his  case 
came  up,  and  so,  because  it  would  look  bad  to 
put  a skeleton  in  the  dock,  he  was  treated,  and 
watered  and  fed  and  dressed  up  for  the  occasion. 

It  was  open  and  shut — Mr.  Rightsides’ 
(wouldn’t  you  know  it)  word  against  his.  And 
so  the  big  iron  gate  clanged  shut — as  it  turned 
out,  forever.  He  was  attacked  homosexually  the 
first  night,  and  the  next  day  he  killed  the  man 
who  did  it.  He  spent  the  next  two  years  in  soli- 
tary, and  when  he  came  out,  a friend  of  the  man 
he  killed  put  a home-made  shiv  between  his  19- 
year-old  ribs.  He  was  buried  somewhere,  but  no 
one  came  to  the  funeral,  because  nobody  cared. 

Answer  True  or  False: 

1.  Since  every  person  has  a choice  as  to  where 
he  is  going  to  be  born  and  who  his  parents 
will  be,  we  shouldn’t  worry  too  much  about 
it. 

2.  If  little  Wanny  had  of  shaped  up,  he 
wouldna  got  in  that  fix. 

3.  What’s  jail  supposed  to  be,  anyhow — a 
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luxury  trip?  What  about  the  poor  guy  that 
got  mugged?  ( Non-sequitur  of  the  year) 

4.  You  can’t  make  a silk  purse  out  of  a sow’s 
ear.  ( Would  you  believe  a leather  one,  with 
a little  work?) 

The  answers  to  the  questions  are  contained  in 
the  picture  above,  and  will  show  up  clearly  if 
you  join  the  dots  together  in  proper  sequence. 
If  you  can’t  get  the  answers  by  yourself,  may  God 
help  you.  (You  might  try  reading  The  Gospel 
according  to  Saint  Matthew  25:43-45,  or  Matt. 
22:39,  or  even  Matt.  7:12). 

JBT 


LAWSON.  FRENCH  KYLE,  June  28,  1975.  Age  57. 
Graduate  of  University  of  Tennessee.  Member  of  the 
Knoxville  Academy  of  Medicine. 

TENDLER.  MORTON  J.,  July  2,  1975.  Age  76. 
Graduate  of  Yale  University.  Had  been  Shelby  County 
Jail  physician  for  past  six  years.  Member  of  Memphis- 
Shelby  County  Medical  Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association: 

HAMBLEN  COUNTY  MEDICAL  SOCIETY 

Timothy  W.  Thurston.  M.D.,  Morristown 

HAWKINS  COUNTY  MEDICAL  SOCIETY 

George  Earl  Miller.  M.D.,  Rogersville 

LAWRENCE  COUNTY  MEDICAL  SOCIETY 

Michael  R.  Gebaeur,  M.D.,  Lawrenceburg 
Homer  Lee  Staley,  M.D..  Lawrenceburg 
Darrell  L.  Vaughan,  M.D.,  Lawrenceburg 

McMINN  COUNTY  MEDICAL  SOCIETY 

Harish  B.  Soni,  M.D.,  Etowah 

NASHVILLE  ACADEMY  OF  MEDICINE 

J.  Anjou  German,  M.D.,  Nashville 
Bruce  E.  Herron,  M.D.,  Nashville 
Charles  W.  McGinnis,  M.D.,  Nashville 
Theodore  Norley,  M.D.,  Nashville 

ROANE-ANDERSON  COUNTY  MEDICAL  SOCIETY 

Karl  F.  Hubner,  M.D.,  Oak  Ridge 

SULLI\  AN-JOHNSON  COUNTY 
MEDICAL  SOCIETY 

Julian  Q.  Early,  M.D..  Bristol 
William  P.  Grigsby.  M.D..  Kingsport 
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national  new/ 


THIS  MONTH  IN  WASHINGTON 
(From  Washington  Office,  AMA) 
Medicare  Cost-Control  Hearings 

The  unusual  one-day  “public  oversight”  hear- 
ings of  the  House  Ways  and  Means  Committee’s 
Health  Subcommittee  to  determine  if  the  Depart- 
ment of  Health,  Education  and  Welfare  is  super- 
seding Congressional  intent  in  an  increasing 
number  of  Medicare  cost-control  regulations  was 
marked  throughout  by  angry  confrontation  be- 
tween the  HEW  Secretary  and  health  providers. 

Undaunted  by  a solid  array  of  heated  opposi- 
tion from  medical  and  hospital  groups,  Secretary 
Caspar  Weinberger  told  the  Subcommittee  that 
the  four  disputed  Medicare  regulations  will  save 
about  $250  million  a year  and  “improve  the 
quality  of  care.” 

The  hearing  bringing  together  Weinberger  and 
his  critics  was  called  by  Subcommittee  Chairman 
Dan  Rostenkowski  (D-Ill.)  who  said  he  was 
sorry  the  confrontation  had  to  take  place.  “I 
hope  the  Subcommittee  can  remove  roadblocks. 
We  should  really  try  to  get  the  government  and 
the  health  care  industry  out  of  the  courtroom 
and  into  the  conference  room  where  the  debate 
belongs.” 

Four  lawsuits  have  been  filed  against  the  HEW 
Department  to  overturn  the  regulations.  Mem- 
bers of  hospital  and  physicians’  groups  including 
the  American  Medical  Association,  urged  the 
lawmakers  at  the  hearing  to  crack  down  on  HEW 
for  going  beyond  the  intent  of  law.  But  there  was 
little  indication  from  the  Subcommittee  that  any 
swift  action  is  contemplated. 

Weinberger,  easily  fielding  most  of  the  Sub- 
committee’s questions,  refused  to  acknowledge 
any  merit  in  the  private  sector’s  slashing  attacks 
on  the  regulations,  insisting  the  regulations  fol- 
lowed the  intent  of  Congress  and  were  needed  to 
curb  costs.  He  suggested  the  remedy  would  be  in 
seeking  to  have  Congress  change  the  laws,  rather 
than  in  suing  HEW. 

The  regulations  under  fire: 

*Social  Security’s  Utilization  Review  (UR)  final 
regulations  requiring  elaborate  institutional  post 
admission  review  mechanisms. 

^Reducing  the  schedule  of  limits  on  hospital  in- 
patient general  routine  service  costs  from  the 
90th  to  the  80th  percentile. 

^Limitation  on  recognition  of  physicians’  prevail- 
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ing  charge  increases,  based  on  an  economic  index. 

^Termination  of  the  inpatient  routine  nursing  salary 
cost  differential. 

Stressing  a common  theme  among  the  wit- 
nesses, the  AMA  cited  “a  general  feeling  of  futil- 
ity concerning  administrative  action  felt  by  the 
public  as  a whole,  but  especially  by  groups  sub- 
ject to  and  particularly  affected  by  federal 
regulation.'’  Ernest  T.  Livingstone,  M.D.,  Chair- 
man of  the  AMA  Council  on  Legislation,  said 
many  professional  associates  display  “an  attitude 
often  of  exasperation,  consternation  and  indigna- 
tion with  respect  to  the  bureaucratic  administra- 
tion of  government  programs. 

“Administrative  regulations,”  Dr.  Livingstone 
said,  “often  expand  upon  or  subvert  the  intent  of 
Congress.”  This  is  why,  he  explained,  the  AMA 
for  the  first  time  in  its  history  recently  sued  the 
HEW  Department,  over  the  UR  regulations. 
Federal  Judge  Julius  Hoffman  upheld  the  AMA's 
contentions  and  issued  a restraining  order  against 
carrying  out  the  UR  rules.  The  HEW  Department 
has  recommended  that  the  case  be  appealed. 

A key  AMA  argument  was  that  admission  re- 
view within  24  hours  is  directed  almost  solely 
to  protect  hospitals  against  possible  non-reim- 
bursement— not  the  patient’s  health.  Judge 
Hoffman  said  that  if  “patients  who  cannot  pay 
cannot  be  hospitalized  when  diagnosis  is  unclear, 
the  potential  injury  to  the  patient’s  health  may 
be  irreparable.” 

Edgar  T.  Beddingfield,  M.D.,  Vice  Chairman 
of  the  AMA  Council  on  Legislation,  said  HEW 
barged  ahead  on  the  physicians’  Medicare  fee 
index  without  giving  interested  parties  a chance 
to  question  the  details  of  the  regulations.  There 
is  no  justification  in  either  the  law  or  its  legisla- 
tive history  for  imposition  of  a national  economic 
index.  Dr.  Beddingfield  told  the  panel,  noting 
that  Medicare  fee  recognition  “has  long  lagged 
behind  current  trends  in  physicians’  fees.”  Be- 
cause of  the  unique  two-year  delay,  he  said  the 
index  limitations  could  result  in  shifting  the  finan- 
cial burden  to  Medicare-Medicaid  patients  by 
driving  reimbursement  further  below  realistic 
fees. 

Also  criticizing  the  Medicare  fee  constraints, 
John  Alexander  McMahon,  President  of  the 
American  Hospital  Association,  said  “this 
unilateral  arbitrariness  is  precisely  the  problem 
with  the  general  approach  to  program  economic 
controls  adopted  by  the  Social  Security  Adminis- 
tration in  carrying  out  its  responsibilities.  It 
clearly  suggests  that  SSA  continues  to  utilize  law 


to  suit  its  own  concerns  and  not  to  reflect  in  a 
careful  and  publicly  acknowledged  way  a com- 
mitment to  honor  legitimate  costs  in  the  delivery 
of  health  care.” 

❖ ❖ ❖ 

The  physicians’  Medicare  fee  index  angrily 
debated  by  the  AMA  and  the  HEW  Secretary 
during  the  Ways  and  Means  Health  Subcommittee 
“public  oversight”  hearing,  limits  reimbursement 
to  17.9  percent  above  levels  prevailing  in  fiscal 
year  1973. 

Now  in  effect,  the  new  payment  formula,  ac- 
cording to  HEW  Secretary  Weinberger,  will  save 
the  government  an  estimated  $26  million  during 
this  fiscal  year  out  of  a total  Medicare  Part  B 
outlay  of  $3.2  billion. 

Most  of  the  objections  to  the  national  formula 
which  is  pegged  to  various  cost-of-living  indexes 
were  brushed  aside  by  HEW  and  Social  Security 
in  issuing  the  regulations  in  final  form. 

The  AMA  has  charged  that  Congress  intended 
local,  rather  than  national  indexes;  that  the 
limitation  was  not  supposed  to  be  on  a procedure- 
by-procedure  basis  but  an  aggregate;  and  that 
HEW  allowed  insufficient  time  for  discussion  on 
the  manner  in  which  it  has  decided  to  draw  up 
the  index.  The  control  will  simply  force  more 
physicians  to  abandon  the  assignment  method, 
AMA  warned. 

Weinberger  argued  that  while  the  Senate 
Finance  Committee  report  suggested  that  a 
separate  index  for  each  locality  be  calculated,  “a 
national  index  is  being  used,  at  least  initially, 
because  the  data  required  to  construct  local  in- 
dices are  not  now  available.” 

The  index  will  be  applied  to  every  prevailing 
charge  in  each  locality.  It  will  also  be  applied 
on  a cumulative  basis  with  fiscal  1973  serving  as 
the  base  year.  Increases  in  prevailing  charges 
over  the  1973  base  year  level  cannot  exceed  the 
rate  justified  by  the  economic  index  calculated 
for  that  period. 

Any  individual  prevailing  charge  that  would 
increase  by  more  than  17.9  percent  over  the  1973 
base  level  will  have  its  rate  of  increase  limited 
to  17.9  percent.  Prevailing  charges  that  have 
increased  by  less  than  17.9  percent  will  be  un- 
affected. Any  portion  of  the  allowable  increase 
not  used  will  be  carried  forward  to  future  years. 

Because  physicians  are  incorporating  in  in- 
creasing numbers,  Internal  Revenue  Service  data 
are  no  longer  a good  source  of  information  about 
changes  in  physicians’  office  practice  expenses, 
Weinberger  said.  Pertinent  components  of  the 
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Consumer  Price  Index,  the  Wholesale  Price  Index, 
Bureau  of  Labor  Statistics  wage  indices,  and  data 
from  Medical  Economics  were  used  instead. 

* * * 

The  Association  of  American  Medical  Colleges 
(AAMC)  has  filed  suit  to  prevent  the  Depart- 
ment of  Health,  Education  and  Welfare  from 
implementing  Medicare-Medicaid  hospital  cost- 
control  regulations,  that  became  effective  July  1, 
1975. 

The  action  seeks  a preliminary  injunction 
against  regulations  which  set  limits  on  routine 
service  costs  in  short-term,  non-federal  hospitals. 

AAMC  says  the  regulations  fail  to  consider 
factors  in  hospital-cost  measurement  that  Con- 
gress wrote  into  law;  namely,  the  scope  of  services 
offered,  the  quality  and  intensity  of  care,  and 
hospitals’  educational  programs.  As  a result, 
many  hospitals’  daily  costs  will  soar  far  beyond 
the  amounts  allowed,  AAMC  says. 

HEW’s  reimbursement  schedule  for  these 
routine  daily  costs  groups  hospitals  according  to 
their  urban  or  non-urban  location,  area  per- 
capita  income,  and  bed  number.  Similar  interim 
regulations  have  been  in  effect  for  the  past  year, 
but  at  a higher  reimbursement  rate. 

“If  these  new  regulations  are  allowed  to  stand, 
Medicare  patients  could  lose  up  to  $68  million 
worth  of  hospital  services  next  year,”  said  John 
A.  D.  Cooper,  M.D.,  President  of  AAMC. 


per/onol  new/ 


The  Hiwassee  District  Health  Planning  Council  re- 
cently honored  Athens  pediatrician.  DR.  JOHN  M. 
APPLING  with  a commendation  for  his  “12  years 
of  sacrificial  service,  and  his  special  concern  for  all 
children  ...  he  is  truly  a concerned  and  dedicated 
person  who  cares  about  the  physical,  mental  and  emo- 
tional health  of  all  children  in  this  area.”  The  Hiwassee 
Child  Care  Committee,  Inc.  is  making  progress  in  edu- 
cation for  prevention  of  child  abuse  and  neglect  as  well 
as  all  elements  affecting  the  health  and  future  of 
children. 

DR.  RAMON  AZARET,  Greeneville,  was  recently 
selected  by  popular  vote  as  an  Employee  of  the  Year 
at  Greene  Valley  Developmental  Center.  Dr.  Azaret 
was  chosen  as  Direct-Contact  Employee  of  the  Year. 

The  American  Academy  of  Family  Physicians  re- 
cently announced  that  three  Tennessee  physicians  had 
completed  continuing  education  requirements  to  retain 
their  active  membership  in  the  Academy.  These  were 
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DR.  JAMES  MARVIN  BALDWIN,  of  Ashland  City; 
DR.  RICHARD  E.  GALLOWAY  of  Elizabethton,  and 
DR.  HARRY  LEE  PEELER  of  Selmer. 

DRS.  JOHN  F.  BOXWELL  and  HATHAWAY 
HARVEY,  of  Chattanooga,  have  been  elected  to  Fel- 
lows of  the  American  Society  of  Head  and  Neck 
Surgery.  Both  are  certified  in  Otolaryngology  and 
are  members  of  the  American  College  of  Surgeons. 

DR.  ROCCO  A.  CALANDRUCCIO  of  Memphis,  has 
been  chosen  president-elect  of  the  American  Academy 
of  Orthopaedic  Surgeons.  Dr.  Calandruccio  is  a faculty 
member  at  the  University  of  Tennessee  Center  for  the 
Health  Sciences. 

DR.  FRANCIS  H.  COLE  of  Memphis,  former  presi- 
dent of  the  TMA  and  the  Memphis  Surgical  Society, 
was  recently  presented  the  L.  M.  Graves  Memorial 
Health  Award  for  significant  contributions  to  com- 
munity health. 

DR.  PETER  M.  DUVOISIN,  Chattanooga,  has  been 
certified  in  the  subspecialty  of  cardiovascular  diseases 
by  the  American  Board  of  Internal  Medicine.  Dr. 
Duvoisin  is  the  author  of  many  articles  on  heart- 
related  topics. 

DR.  JAMES  M.  FOLEY,  acting  director  of  the 
Chattanooga-Hamilton  County  Health  Department,  was 
recently  honored  by  members  of  his  staff  with  a plaque, 
at  a retirement  party  given  in  his  behalf. 

DR.  GEORGE  L.  KIRKPATRICK  of  Athens,  has 
been  named  a diplomate  of  the  American  Board  of 
Family  Practice  (ABFP)  as  a result  of  passing  a cer- 
tification examination.  He  is  now  certified  in  the 
specialty  of  family  practice. 

Cleveland’s  new  Cherokee  Park  Hospital  announces 
that  DR.  JAMES  C.  LOWE,  a Cleveland  surgeon,  has 
been  elected  Chief  of  Staff.  DR.  GLENN  M.  BYERS, 
also  of  Cleveland,  was  chosen  Vice  Chief  of  Staff. 
The  hospital  is  now  under  construction,  with  opening 
scheduled  for  the  first  of  August. 

DR.  TOM  NESBITT  of  Nashville,  was  unanimously 
elected  to  his  3rd  term  as  Speaker  of  the  House  of 
Delegates  of  the  AM  A during  its  meeting  recently 
concluded  in  Atlantic  City. 

DR.  ROBERT  G.  PATRICK  of  Martin,  has  been 
elected  Chief  of  Staff  at  Volunteer  General  Hospital. 
Elected  Vice-Chief  of  Staff  was  DR.  JOHN  DAVID 
CHANDLER,  Jackson,  while  DR.  HOBART  H.  BEALE 
of  Martin  has  been  named  Secretary.  DR.  WILLIAM 
LLOYD  DUNCAN,  Martin,  was  named  FACS  during 
the  election  recently  held  at  the  hospital. 

DR.  JAMES  E.  PHILLIPS,  was  recently  recognized 
for  “a  job  well  done”  while  serving  on  the  board  of 
directors  of  River  Park  Hospital  in  McMinnville.  A 
plaque  was  presented  to  Dr.  Phillips  upon  expiration 
of  his  term  on  the  board. 

DR.  WARREN  C.  RAMER,  SR.  was  elected  Chief 
of  Staff  at  Lexington  Hospital.  DR.  MAURICE  LOW- 
RY was  elected  Vice  Chief,  and  DR.  JACK  C.  STRIP- 
LING Secretary. 
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The  Nashville  Cardio-Vascular  Society  recently 
elected  DR.  WILLIAM  S.  STONEY  President.  Other 
officers  are:  DR.  HARVEY  BENDER.  President  Elect; 
DR.  LOYDA  TACOQUE,  Secretary-Treasurer;  DR. 
TAYLOR  WRAY,  Assistant  Secretary-Treasurer;  and 
DR.  GOTTLIEB  C.  FRIESINGER,  Chairman  of  the 
Program  Committee.  DRS.  CRAWFORD  ADAMS 
and  QAMAR  KHAN  were  elected  as  new  members 
of  the  Board  of  Directors.  DRS.  WILLIAM  EWERS, 
CONSTANTINE  POTANIN  and  JAMES  M.  HIGH 
were  renominated  to  the  Board  of  Directors. 

The  Chattanooga  Area  Heart  Association  has  elected 
DR.  J.  ED  STRICKLAND.  JR.  as  incoming  President, 
and  DR.  CLIFTON  R.  CLEAVELAND,  Vice  President. 


announcement/ 


Sept.  7-12 
Sept.  11-13 
Sept.  19-26 

Sept.  20-22 
Sept.  21-25 

Oct.  3-4 

Oct.  6-9 
Oct.  7-9 

Oct.  11-15 
Oct.  12-14 


CALENDAR  OF  MEETINGS 

NATIONAL 

Flying  Physicians  Association,  Playboy 
Club  Hotel,  Lake  Geneva,  Wis. 

American  Association  for  the  Surgery  of 
Trauma,  Camelback  Inn,  Scottsdale,  Ariz. 

American  Society  of  Clinical  Pathologists 
and  College  of  American  Pathologists, 
Conrad  Hilton  Hotel,  Chicago. 

National  Cancer  Conference,  Hyatt  Re- 
gency Hotel.  Atlanta. 

American  Academy  of  Ophthalmology 
and  Otolaryngology,  Dallas  Convention 
Center,  Dallas. 

American  Society  of  Internal  Medicine, 
Thunderbird  Motor  Inn,  Jantzen  Beach, 
Portland,  Or. 

American  Academy  of  Family  Physicians, 
Palmer  House,  Chicago. 

American  College  of  Emergency  Phy- 
sicians, Las  Vegas  Convention  Center, 
Las  Vegas,  Nv. 

American  Society  of  Anesthesiologists, 
Palmer  House,  Chicago. 

American  College  of  Preventive  Medicine, 
22nd  Annual  Meeting,  Chicago. 


Oct.  13-17 

American  College  of  Surgeons,  Fairmont 
Hotel,  San  Francisco. 

Oct.  18-23 

American  Academy  of  Pediatrics, 
Washington  Hilton,  Washington.  D.C. 

Oct.  19-22 

American  College  of  Gastroenterology, 
Hilton,  Las  Vegas,  Nv. 

Oct.  22-27 

American  Academy  of  Child  Psychiatry, 
Chase  Park  Plaza,  St.  Louis. 

Oct.  23-25 

American  Academy  of  Psychiatry  and  the 
Law,  Annual  Meeting,  Boston. 

Oct.  26-30 

American  College  of  Chest  Physicians, 
Disneyland  Hotel,  Anaheim,  Ca. 

Nov.  2-6 

American  College  of  Chest  Physicians, 
Conrad  Hilton,  Chicago 

Nov.  6-8 

Southern  Thoracic  Surgical  Association, 
Fairmont  Roosevelt  Hotel,  New  Orleans 

Nov.  9-14 

American  Association  of  Blood  Banks, 
Palmer  House,  Chicago 

Nov.  12-15 

American  Academy  of  Neurological  Sur- 
gery, Phoenix,  Ariz. 

Nov.  16-17 

American  College  of  Preventive  Medicine, 
Chicago 

Nov.  16-19 

Southern  Medical  Association,  Fontaine- 
bleau, Miami  Beach 

Nov.  16-20 

American  Association  of  Public  Health 
Physicians,  Chicago 

Nov.  16-20 

American  Public  Health  Association,  Con- 
rad Hilton,  Chicago 

Nov.  16-21 

American  Academy  of  Physical  Medicine 
and  Rehabilitation,  Hyatt  Regency,  At- 
lanta 

Nov.  29- 
Dec.  4 

American  Medical  Association,  Honolulu 

Nov.  30- 
Dec.  5 

Radiological  Society  of  North  America, 
Palmer  House,  Chicago 

STATE 

Oct.  20-21 

Tennessee  Valley  Medical  Assembly,  Read 
House,  Chattanooga 

Oct.  24-25 

Tennessee-Kentucky  Region.  American 
College  of  Physicians,  Hyatt  Regency 
House,  Nashville 

Nov.  5-7 

Tennessee  Academy  of  Family  Physicians, 
Civic  Auditorium.  Gatlinburg 
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The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  I credit  for 
the  AM  A Physician's  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 


Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman 
can  plan  an  individualized  program  of  one-to-four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 

Participating  Departments  and  Divisions 

Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases James  D.  Snell,  M.D. 

Dermatology  Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  . Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Sanford  B.  Krantz,  M.D. 

Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology John  S.  Zelenik,  M.D. 

Orthopaedics  Paul  W.  Griffin,  M.D. 

Pathology William  H.  Hartmann,  M.D. 

Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 

General  . . H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 


Oral  H.  David  Hall,  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physician’s 
Recognition  Award  and  American  Academy  of  Family 
Physician’s  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 
305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615/322-2716 


University  of  Michigan 
School  of  Public  Health 
Ann  Arbor,  Michigan 

GRADUATE  PROGRAMS  IN  MATERNAL  AND 
CHILD  HEALTH 

Graduate  Programs  for  Physicians  in  Mental  Retarda- 
tion and  Related  Disabilities,  Maternal  and  Child  Health, 
Community  Pediatrics,  and  Community  Obstetrics. 
School  Term  Begins:  September-1975,  January-1976 
Fees:  Regular  School  Tuition 

Further  Information:  Dr.  Ruben  Meyer,  Director 
School  of  Public  Health 
University  of  Michigan 
Ann  Arbor,  Michigan  48104 


Cancer  Information 

D-l-A-L  A-C-C-E-S-S  S-Y-S-T-E-M 


WHAT? 


A valuable  cancer  education  service  through 
toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 

WHERE?  Sn  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  University 
of  Texas  System  Cancer  Center. 

WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m., 
CST;  Saturday,  8:00  a.m.  to  11:00  a.m., 
CST. 

Write:  Southern  Medical  Association 
Cancer  Information  Center 
2601  Highland  Avenue 
Birmingham,  Alabama  35205 
Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 


National  Conference  on  Gynecologic  Cancer 

American  Cancer  Society’s  National  Conference  on 
Gynecologic  Cancer,  September  18-20,  1975,  Marriott 
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Hotel — Philadelphia,  Pennsylvania.  This  professional 
education  activity  is  acceptable  for: 

15  Credit  Hours  in  Category  I for  the  Physician’s 
Recognition  Award  of  the  American  Medical  Associ- 
ation. 

15  Elective  Hours  by  the  American  Academy  of 
Family  Physicians. 

For  information  write: 

Sidney  L.  Arje,  M.D. 

American  Cancer  Society 
219  East  42nd  Street 
New  York,  New  York  10017 

University  of  Miami  School  of  Medicine 
Clinical  Application  of  Intra-Aortic 
Balloon  Pump 

University  of  Miami  School  of  Medicine 
Division  of  Thoracic  & Cardiovascular  Surgery  and 
Cardiology 

November  14-15,  1975 

(This  course  precedes  the  Annual  Meeting  of  the 
Southern  Medical  Association  to  be  held  in  Miami 
Beach.  November  16-20,  1975,  and  the  Annual  Meet- 
ing of  the  American  Heart  Association  held  in  Anaheim. 
California,  November  17-20,  1975) 

Americana  Hotel 
9701  Collins  Avenue 
Bal  Harbour,  Florida 

The  course  is  designed  to  provide  cardiologists,  cardiac 
surgeons  and  allied  professionals  with  information  on 
the  newest  developments  in  the  area  of  treatment  of 
shock  and  heart  failure.  Practical  aspects  of  intra- 
aortic balloon  pump  and  intra-aortic  balloon  pump  in 
cardiogenic  shock  and  cardiac  surgery  patients  will  be 
stressed. 

Fee  $140  (physicians  in  practice) 

75  (physicians  in  training,  nurses  and 
technicians) 

For  information  write: 

Division  of  Continuing  Medical  Education 
University  of  Miami  School  of  Medicine 
P.O.  Box  520875  Biscayne  Annex 
Miami,  Florida  33152 
Tel.  (305)  547-6716 

Allergy  and  Immunology  Symposium 

A four-day  medical  symposium  entitled  “Allergy  and 
Immunology  for  the  Practicing  Physician.”  will  be  held 
at  The  Greenbrier  in  White  Sulphur  Springs,  West  Vir- 
ginia from  August  17-20,  1975.  The  medical  seminars 
will  be  held  from  8:00  A.M.  until  10:00  A.M.  each 
day.  A golf  and  tennis  tournament  will  be  held  in 
conjunction  with  this  meeting,  beginning  each  day 
at  10:00  A.M.  There  will  be  a rap  session  each 
evening  from  6:00  P.M.  until  7:00  P.M. 

A wide  variety  of  subject  material  will  be  covered 
including  some  of  the  following:  “The  Pharmacology 

of  Bronchospasm,”  “Cholinergic  Bronchospasm:  Rec- 

ognition, Diagnosis  and  Treatment,”  “Bronchoprovaca- 
tion  As  A Diagnostic  Tool,”  “Hay  Fever  and  Asthma: 


What’s  the  Connection?”  “Status  Asthmaticus,”  "Ther- 
apy of  Chronic  Contractable  Recurring  Asthma  in 
Children,”  and  many  others. 

For  further  information  contact  Claude  A.  Frazier, 
M.D.,  4-C  Doctors  Park,  Asheville,  N.C.  28801. 

National  Conference  on  Cancer  Research 
and  Clinical  Investigation 

American  Cancer  Society/National  Cancer  Institute 

— replacing  the  EIGHTH  NATIONAL  CANCER 
CONFERENCE— 

September  18-20,  1976 
Hyatt  Regency  Atlanta  Hotel 
Atlanta,  Georgia 

University  of  Kentucky 
College  of  Medicine 

Scientific  Foundations  for  Clinical  Practice 

September  26-28,  1975 
Department  of  Anesthesiology 
and 

Office  of  Continuing  Education 
College  of  Medicine 
University  of  Kentucky 
Lexington,  Kentucky 
Fee:  $45.00 

For  further  information,  contact: 

Frank  R.  Lemon,  M.D. 

Office  of  Continuing  Education 
College  of  Medicine 
University  of  Kentucky 
Lexington,  Kentucky  40506 
(606)  233-5161 

Wisconsin  Breast  Cancer  Detection 
Foundation,  Inc. 

First  Annual  Mid-American  Breast  Cancer  Symposium 
November  7th  & 8th 

Mid-American  Breast  Cancer  Symposium: 
Thermography,  Mammography,  Xerography, 
Surgery. 

Concourse  Hotel,  Madison,  Wisconsin 
Sponsored  by  Wisconsin  Breast  Cancer  Detection 
Foundation 

7803  Mineral  Point  Road 
Madison,  Wisconsin  53717 
(608)  831-2300 

SIXTH  ANNUAL  SYMPOSIUM 
on 

THE  ADOLESCENT  IN  OFFICE  PRACTICE 
Presented  by  Children’s  Hospital  of 
Vanderbilt  University,  Tennessee  Chapter, 
American  Academy  of  Pediatrics,  Tennessee 
Pediatric  Society,  and  Davidson  County 
Pediatric  Association 

Friday  and  Saturday,  September  26-27,  1975 
at  the 

University  Club  of  Nashville 
2402  Garland  Avenue 
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University  of  Miami  School  of  Medicine 
Miami,  Florida 

OBSTETRICAL  & GYNECOLOGICAL 
REVIEW  COURSE 

Department  of  Obstetrics  & Gynecology 
University  of  Miami  School  of  Medicine 
October  18-23,  1975 

Sonesta  Beach  Hotel  & Tennis  Club,  Key  Biscayne,  Fla. 

This  course  is  specifically  designed  for  physicians 
preparing  for  the  Boards  and  for  those  wishing  to  up- 
date their  knowledge  and  skills. 

30  hours;  optional  35  with  self-learning. 

HUMAN  UNION:  THE  HEALTH 
PRACTITIONER  LOOKS  AT  SEXUALITY 

Department  of  Family  Medicine 
University  of  Miami  School  of  Medicine 
November  20-23,  1975 
American  Hotel,  Bal  Harbour,  Fla. 

Enrollment  limited.  Registration  open  to  physicians 
and  spouses.  Division  of  Continuing  Medical  Educa- 
tion, University  of  Miami  School  of  Medicine,  P.O. 
Box  520875  Biscayne  Annex,  Miami,  Florida  33152. 
Telephone  (305)  547-6716. 


Symposium  on  Central  Nervous  System 
in  the  Newborn: 

The  Department  of  Pediatrics  University  of  Louis- 
ville School  of  Medicine,  presents  its  Ninth  Annual 
Newborn  Symposium,  November  13-14,  1975  to  be 
held  at  the  Health  Sciences  Center  Auditorium  Abra- 
ham Flexner  Way,  Louisville,  Kentucky.  Participants 
will  be:  Doctors  David  Clark,  Frederick  C.  Battaglia, 
Henry  Garrettson,  Reba  Hill,  Richard  Naeye,  John 
Nelson,  Leo  Stern  and  members  of  the  Department  of 
Pediatrics,  University  of  Louisville  School  of  Medicine. 
Dr.  David  Clark  will  deliver  the  1975  Eleventh  Annual 
Louisville  Pediatric  Lecture  on  November  12. 

For  information  write:  Dr.  Billy  F.  Andrews,  200 
E.  Chestnut,  Department  of  Pediatrics,  Louisville, 
Kentucky  40202. 

Primary  Care  Program 

The  Children’s  Hospital,  Birmingham,  Ala. 

The  Children’s  Hospital  of  Birmingham,  Alabama 
would  like  to  announce  a program  for  the  primary 
care  physician.  This  is  entitled  Children’s  Hospital 
Day  and  will  be  held  in  the  Children’s  Hospital  audi- 
torium at  1601  6th  Avenue,  South,  Birmingham,  on 
October  2,  1975,  beginning  at  8:30  a.m.  The  program 
will  be  given  by  the  University  of  Alabama  faculty 
and  by  a visiting  pediatric  gastroenterologist,  Dr.  Frank 
Cozzetto,  who  will  talk  on  hepatitis  and  recurrent  ab- 
dominal pain. 

Address  inquiries  to:  F.  Carden  Johnston,  Jr.,  M.D., 
Associate  Professor  of  Pediatrics,  The  Children’s  Hos- 
pital, 1601  Sixth  Avenue,  South,  Birmingham,  Alabama 
35233. 
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Entomological  Society  of  America 

The  1975  Meeting  of  the  Entomological  Society  of 
America  will  be  held  in  New  Orleans,  Louisiana,  at 
the  Marriott  Hotel,  from  November  30  through  De- 
cember 4,  1975.  The  morning  of  December  2 will  be 
devoted  to  an  Insect  Allergy. 

University  of  California,  Berkeley 
School  of  Public  Health 

The  Division  of  Maternal  and  Child  Health  of  the 
University  of  California  School  of  Public  Health  at 
Berkeley  announces  the  following  postgraduate  pro- 
grams for  pediatricians,  obstetricians,  and  other  phy- 
sicians interested  in  receiving  training  in  the  field  of 
Maternal  and  Child  Health.  These  programs  all  lead 
to  the  degree  of  Master  of  Public  Health.  Tax-exempt 
fellowship  support  is  available. 

MATERNAL  AND  CHILD  HEALTH.  A 9-month 
program  in  planning,  organizing  and  operating 
comprehensive  health  services  for  mothers  and  chil- 
dren. 

FAMILY  PROGRAM.  A 9-month  academic  pro- 
gram providing  intensive  work  in  family  planning 
as  part  of  the  general  graduate  preparation  of  ma- 
ternal and  child  health  specialists. 

SCHOOL  HEALTH.  A 9-month  academic  program 
providing  intensive  work  in  school  health  as  part 
of  the  general  graduate  preparation  of  maternal  and 
child  health  specialists. 

THE  MULTIPLY  HANDICAPPED  AND  MEN- 
TALLY RETARDED  CHILD.  A 21-month  aca- 
demic and  clinical  program  in  planning,  organizing, 
and  operating  community  services  for  children  with 
multiple  handicaps,  including  mental  retardation. 
CAREER  DEVELOPMENT  PROGRAMS.  Three- 
year  academic  and  residency  programs  consisting  of 
one  year  of  academic  training  leading  to  the  degree 
of  Master  of  Public  Health  combined  with  residency 
training  in  Pediatrics  or  Obstetrics-Gynecology. 

Applications  are  now  being  accepted  for  the  group 
entering  in  July  or  September  1976.  For  information, 
write  to  Helen  M.  Wallace,  M.D.,  School  of  Public 
Health,  University  of  California,  Berkeley,  California 
94720. 


University  of  Tennessee  Clinical 
Education  Center-Chattanooga 
1975-76  Program  Schedule 


Sept.  4-5 

Current  Methods  in  OB/GYN 

Nov.  20-21 

Management  of  the  Critically  Til  Surgical 
Patient 

Dec.  4-5 

Hypertension  for  the  Family  Physician 

Feb.  11 

Use  of  Blood  and  Blood  Products 

Feb.  19-20 

Ear,  Nose  and  Throat  Problems 

March  4-5 

Orthopaedics 

March  18-19 

Recent  Advances  in  Pediatrics 

April  22-23 

Allergies 

May  13-14 

Pulmonary  Functions 

June  3-4 

Infectious  Disease 
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Spring  1976  Diagnostic  Radiology  for  the  F.P.  and 

E.R.  Physician  (One  week  in  Gatlin- 

Sept.  22-26 

Medical  Oncology  Review,  Huntington, 
Sheraton,  Pasadena,  CA. 

burg) 

Sept.  29- 

An  Electrophysiologic  Approach  to  the 

Spring  1976  Tax  and  Estate  Planning  for  Physicians 

(2-3  days  in  Calloway  Gardens  or  Hil- 

Oct. 2 

Diagnosis  and  Treatment  of  Cardiac 
Arrhythmias,  Hilton  of  Philadelphia 

ton  Head  Island) 

Courses  approved  for  Category  I credit  for  AMA 
Physician’s  Recognition  Award. 

For  information,  contact  LeRoy  J.  Pickles,  Director 

Oct.  2-4 

Endocrinology  and  Metabolism — Current 
Perspectives,  University  of  California  at 
Davis  Division  of  Endocrinology,  Beverly 
Hilton 

of  Continuing  Medical  Education,  Suite  300,  921  East 
Third  Street,  Chattanooga,  Tennessee  37403. 

Oct.  8-10 

New  Concepts  in  Basic  and  Applied 
Hematology,  Jefferson  Medical  College 
of  Thomas  Jefferson  University,  Phila- 
delphia, PA. 

School  of  Medicine 

Medical  School  of  Georgia 
Augusta,  Georgia 

1975-1976 

CONTINUING  MEDICAL  EDUCATION 

Oct.  13-17 

Preventive  Internal  Medicine:  The  In- 
ternist’s Role  in  the  Prevention  and  Modi- 
fication of  Acute  and  Chronic  Diseases, 
University  of  Tennessee  Department  of 
Medicine,  Memphis,  TN. 

COURSES  FOR  PHYSICIANS: 

OPHTHALMOLOGY,  September  12-13,  1975. 

Oct.  16-18 

The  Clinical  Spectrum  of  Adult  Heart 
Disease,  University  of  New  Mexico  School 
of  Medicine,  Albuquerque,  NM. 

FAMILY  PRACTICE  SYMPOSIUM,  October  13-17, 
1975. 

ADVANCED  ELECTROCARDIOGRAPHY.  Holi- 
day Inn  of  lekyll  Island.  Georgia,  October  20-24, 

Oct.  20-23 

Endoctrine,  Metabolic  and  Genetic  Dis- 
ease: Clinical  Application  of  Basic  Ad- 
vances, Duke  University  Medical  Center, 
Durham,  NC. 

1975. 

PSYCHOBIOLOGY,  November  10-12,  1975. 
GASTROINTESTINAL  DISEASES,  December  4-5, 

Oct.  20-24 

Contemporary  Internal  Medicine.  Cornell 
University  Medical  College,  New  York. 
NY. 

1975. 

BASIC  NEUROLOGY,  February  19-21,  1976. 
CLINICAL  PSYCHIATRY,  February  26-27,  1976. 

Oct.  27-31 

Internal  Medicine — Review  and  Advances, 
University  of  California  at  Davis,  Sacra- 
mento Medical  Center 

MAKING  SURGICAL  DECISIONS,  March  4-6, 
1976. 

Nov.  2-3 

Liver  Disease  and  the  Internist,  Ambas- 
sador Hotels,  Chicago,  IL. 

HORMONAL  REPLACEMENT,  March  15-16,  1976. 

THE  AGED  PATIENT-PSYCHIATRIC  AND  NEU- 
ROLOGIC ASPECTS,  May  6-8,  1976. 

Dec.  8-11 

Fluid  and  Electrolyte  Balance,  Hyper- 
tension and  Renal  Disease,  Passavant  Pa- 
villion.  Northwestern  Memorial  Hospital. 
Chicago,  IL. 

THE  PITUITARY,  May  20-22,  1976. 

INTERNAL  MEDICINE,  Holiday  Inn  of  Jekyll 

197fi 

Island,  Georgia,  June  10-12,  1976. 

PHYSICIANS  CONTINUING  EDUCATION 
SERIES,  in  Dalton.  Georgia,  January  8,  February 
12,  March  11,  and  April  1,  1976. 

Jan.  5-9 

Workshops  in  the  Physiology,  Diagnosis 
and  Treatment  of  Electrolyte  and  Acid- 
Base  Disorders,  Philadelphia.  PA. 

In  Dublin,  Georgia  October  28  and  November  25, 
1975;  January  27,  February  24,  and  March  23, 
1976. 

Jan.  20-23 

Internal  Medicines  and  the  Practice  of 
Internal  Medicine:  Letterman  Army 

Medical  Center,  San  Francisco,  CA. 

Division  of  Continuing  Education 
Medical  College  of  Georgia 

Jan.  26-30 

Second  Stanford  Winter  Course  in  In- 
fectious Diseases.  Keystone.  CO. 

Augusta,  Georgia  30902 

American  College  of  Physicians 
4200  Pine  St.,  Philadelphia,  Penn.  19104 

Jan.  28-30 

Update  in  Infectious  Diseases,  Phila- 
delphia, PA. 

Feb.  9-11 

Basic  Mechanisms  of  Disease.  Shreveport, 
LA. 

1975-76  Postgraduate  Courses 
1975 

Feb.  18-20 

Immunological  Mechanisms  of  Disease, 
Hilton  Hotel,  Gainesville,  FL. 

Sept.  10-12  Recent  Advances  in  Infectious  Diseases, 
Olympia  Hotel.  Seattle 

Mar.  1-5 

Specifically  Treatable  Diseases,  Phila- 
delphia, PA. 

Sept.  22-24  Psychiatry  for  the  Internist.  Mayo  Clinic. 
Rochester,  MN. 

Mar.  15-18 

Neurology  for  the  Internist,  Rochester, 
MN. 
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Mar.  24-26 

Mar.  24-27 

Mar.  25-27 

April  12-14 

April  12-14 

April  21-23 

April  21-23 

April  26-28 

April  26-30 

May  6-8 
May  10-12 

May  12-15 
May  17-19 


Challenges  of  Drug  Therapy,  1976,  Char- 
lottesville, VA. 

Hematology  and  Oncology,  1976,  Jack- 
son,  MS. 

Clinical  Recognition  and  Management  of 
Heart  Disease,  Tucson,  AZ. 

Frontiers  of  Medical  Science:  The  Clini- 
cian as  Translator,  Lexington,  KY. 

Recent  Advances  in  Nephrology,  Galves- 
ton, TX. 

Endocrinology:  Clinical  and  Scientific 

Aspects,  Nashville,  TN. 

Current  Concepts  of  Clinical  Infectious 
Diseases,  Charlottesville,  VA. 

Auscultation  in  its  Clinical  Setting,  Phila- 
delphia, PA. 

Advances  in  Internal  Medicine,  Fairmont 
Hotel.  San  Francisco,  CA. 

Gastroenterology,  Little  Rock,  AR. 

Practical  Internal  Medicine — Advances 
and  Review,  Baltimore,  MD. 

Moving  Points  in  Rhematology  and  Clin- 
ical Immunology,  Hotel  William  Penn, 
Pittsburgh. 

Important  Topics  in  Internal  Medicine, 
Columbia,  MO. 


depth  study  of  a wide  range  of  subjects  of  importance 
to  practicing  physicians. 

The  ACP  regional  meetings  and  postgraduate 
courses  have  been  approved  by  the  American  Medical 
Association  Advisory  Committee  on  Continuing  Med- 
ical Education.  They  fulfill  Category  I requirements 
for  the  AMA  Physician’s  Recognition  Award. 

American  College  of  Physicians 
1975-76  Regional  Meetings 

1975 

Southeastern  Regional  Meeting  (AL,  GA,  LA,  MS, 
SC),  Grand  Hotel,  Point  Clear,  AL,  Sept.  12-13. 
Info:  Thomas  N.  James,  M.D.,  F.A.C.P.,  Dept,  of 
Medicine,  University  of  Alabama  Medical  Center, 
Birmingham,  AL  35294. 

Ohio  Regional  Meeting,  Mohican  State  Park  Lodge, 
Mansfield,  OH,  Sept.  26-27.  Info:  William  H.  Bunn, 
Jr.,  M.D.,  F.A.C.P.,  Youngstown  Hospital  Association, 
P.O.  Box  240,  Youngstown,  OH  44501. 

Illinois  Regional  Meeting  (Downstate  and  Northern), 
Drake  Hotel,  Chicago,  IL,  Oct.  10-11.  Info:  Robert 
M.  Kark,  M.D.,  F.A.C.P.,  Presbyterian-St.  Luke’s 
Hospital,  1753  Congress  Parkway,  Chicago,  IL  60612. 

Indiana  Regional  Meeting,  Sheraton  French  Lick  Hotel, 
French  Lick,  IN,  Oct.  22.  Info:  Donald  E.  Wood, 
M.D.,  F.A.C.P.,  6467  Holiday  Drive,  E.,  Indianapolis, 
IN  46260. 


June  1-4 
June  7-9 

June  14-17 
June  21-25 
June  23-25 
June  24-26 
June  28-30 


Current  Concepts  in  Immunological  Dis- 
eases, Montreal,  P.Q.,  Canada. 

Perspectives  in  Internal  Medicine:  A 

Critique  of  Recent  Advances  and  Clinical 
Controversies,  Iowa  City,  IA. 

Internists’  Approach  to  Hematology, 
Seattle,  WA. 

Hematology  for  Internists  with  Emphasis 
on  Recent  Advances,  Rochester,  NY. 

Clinical  Pharmacology — Rational  Basis 
of  Therapeutics,  San  Francisco,  CA. 

Selected  Topics  in  Internal  Medicine, 
Hamilton,  Ont.,  Canada. 

Current  Concepts  of  Infectious  Diseases, 
Edmonton,  Alta.,  Can.,  Jasper  Park  Lodge, 
Jasper,  Alta.,  Canada. 


ACP  Announces  Regional  Meetings, 
Postgraduate  Courses 

The  American  College  of  Physicians  (ACP)  has  an- 
nounced the  dates  and  locations  of  34  regional  meetings 
and  41  postgraduate  courses  to  be  held  between  Septem- 
ber, 1975,  and  June,  1976,  at  sites  throughout  the 
United  States  and  Canada. 

The  ACP’s  one-to-four  day  regional  meetings  are 
designed  to  help  practicing  internists  (and  physicians 
in  related  specialties)  keep  up  with  new  developments 
in  the  basic  sciences  and  clinical  medicine. 

Averaging  three  to  five  days  in  duration,  the  ACP 
postgraduate  courses  provide  opportunities  for  in- 


Tennessee/Kentucky  Regional  Meeting,  Hyatt  Regency, 
Nashville,  TN,  Oct.  24-25.  Info:  Gerald  I.  Plitman, 
M.D.,  180  Waring  Road,  Memphis,  TN  38117. 

West  Virginia/Western  Pennsylvania  Regional  Meeting, 
American  College  of  Physicians,  Morgantown,  WV, 
Oct.  31-Nov.  1.  Info:  John  E.  Jones,  M.D.,  F.A.C.P., 
West  Virginia  University  Medical  Center,  Morgan- 
town, WV  26505. 

Florida  Regional  Meeting,  Innisbrook,  Tarpon  Springs, 
FL,  Oct.  31-Nov.  2.  Info:  Leighton  E.  Cluff,  M.D., 
F.A.C.P.,  Chairman,  Dept,  of  Medicine,  College  of 
Medicine,  University  of  Florida,  Gainesville,  FL 
32601. 

Arkansas  Regional  Meeting,  University  of  Arkansas 
Medical  Center,  Little  Rock,  AR,  Nov.  15.  Info: 
Joseph  H.  Bates,  M.D.,  Veterans  Administration 
Hospital,  300  East  Roosevelt  Road.  Little  Rock, 
AR  72206. 

1976 

Missouri  Regional  Meeting,  Washington  University 
School  of  Medicine,  St.  Louis,  MO.  Mar.  5-6.  Info: 
Thomas  W.  Burns,  M.D.,  F.A.C.P.,  University  of 
Missouri  School  of  Medicine,  Columbia,  MO,  65201. 

South  Carolina  Regional  Meeting,  Myrtle  Beach  Hilton, 
Myrtle,  SC,  Mar.  12-14.  Info:  Roy  A.  Howell,  Jr., 
M.D.,  F.A.C.P.,  210  Market  Street,  Bennettsville,  SC 
29512. 

Alabama  Regional  Meeting,  Grand  Hotel,  Point  Clear, 
AL,  May  21-22.  Info:  Thomas  N.  James,  M.D., 

F.A.C.P.,  Dept,  of  Medicine,  University  of  Alabama 
Medical  Center,  Birmingham,  AL  35294. 
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TENNESSEE  VALLEY 
MEDICAL  ASSEMBLY 

(Sponsored  by  the  Chattanooga  and  Hamilton  County  Medical  Society,  Inc.) 
THE  READ  HOUSE,  CHATTANOOGA,  TENNESSEE 
Monday,  October  20,  and  Tuesday,  October  21,  1975 


23RD  ANNUAL  ASSEMBLY 


October  20,  1975 — MONDAY,  Read  House 
Focus  on  Emergency  Care 


October  21,  1975 — TUESDAY , Read  House 
Focus  on  Cancer 


7:30  a.m.  REGISTRATION 

9:00  a.m.  James  F.  Toole,  M.D.,  Winston-Salem, 

N.C.,  “THE  UNCONSCIOUS  PA- 
TIENT: DIFFERENTIAL  DIAGNO- 
SIS AND  TREATMENT’’ 

10:00  a.m.  COFFEE  BREAK 
Exhibit  Visitation 

10:30  a.m.  Paul  M.  Stevens,  M.D.,  Houston.  TX., 
“ACUTE  RESPIRATORY  FAILURE: 
DIFFERENTIAL  DIAGNOSIS  AND 
THERAPY” 

11:15  a.m.  G.  C.  Friesinger,  M.D..  Nashville.  TN., 
“LETHAL  ARRHYTHMIAS” 


8:00  a.m.  REGISTRATION 


9:00  a.m.  B.  Winfred  Ruffner,  Jr.,  M.D..  Char- 
lottesville, VA.,  "ADVANCES  IN 
THE  DIAGNOSIS  OF  CANCER” 


10:00  a.m.  Kemp  Clark,  M.D.,  Dallas,  TX.,  “MAN- 
AGEMENT OF  INTRACTABLE 
PAIN” 


10:30  a.m.  COFFEE  BREAK 
Exhibit  Visitation 


12:30  p.m.  LUNCHEON 

Continental  Room 

SPEAKER:  E.  Blake  Moore,  Attorney- 
at-Law,  “THE  LEGAL  IMPLICA- 
TIONS OF  EMERGENCY  MED- 
ICAL CARE” 

2:00  p.m.  Archer  S.  Gordon,  M.D.,  Ph.D.,  Thou- 
sand Oaks,  CA.,  "ADVANCES  IN 
CARDIOPULMONARY  RESUSCI- 
TATION” 

3:00  p.m.  David  R.  Boyd,  M.D.,  Washington.  DC. 

“ADVANCES  IN  EMERGENCY 
MEDICAL  CARE” 


3:30  p.m.  COFFEE  BREAK 
Exhibit  Visitation 

4:00  p.m.  C.  Robert  Clark,  M.D.,  Chattanooga, 
TN.,  “PHYSICIAN  INVOLVEMENT 
IN  ON-THE-SCENE  EMERGENCY 
CARE”  (Lecture  and  Film) 

4:30  p.m.  Demonstration  by  Chattanooga-Hamilton 
County  Rescue  Service 
(physician’s  wives  invited) 


11:00  a.m.  Joseph  V.  Simone,  M.D.,  Memphis, 
TN.,  “ACUTE  LYMPHOCYTIC 
LEUKEMIA  IN  CHILDREN” 


11:30  a.m.  H.  S.  Gallager,  M.D..  Houston.  TX., 
“CANCER  OF  THE  BREAST” 


12:00  Noon  Robert  L.  Egan,  M.D.,  Atlanta,  GA, 
“EARLY  DETECTION  OF  BREAST 
CANCER" 


1:00  p.m.  LUNCHEON 

Continental  Room 

SPEAKER:  Herman  F.  Lehman,  Jr., 

D.D.S.,  M.P.H.,  Birmingham,  AL., 

“THE  CANS  AND  CANTS  OF 
CANCER  CONTROL” 

2.00  p.m.  SYMPOSIUM,  Ball  Room 

“MANAGEMENT  OF  THE  DYING 
PATIENT” 

Elisabeth  Kubler  Ross,  M.D..  Floss- 
moor,  IL. 
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AMERICAN  COLLEGE  OF  PHYSICIANS 
Abstracts  for  Tennessee-Kentucky  Regional 
Meeting,  Oct.  24-25,  1975 

The  following  abstracts  were  submitted  for  considera- 
tion for  presentation  at  the  annual  Regional  Meeting  of 
the  Tennessee-Kentucky  Regions  of  the  American  Col- 
lege of  Physicians.  The  American  College  of  Physicians 
was  created  in  1915  to  serve  the  field  of  Internal  Med- 
icine and  to  foster  the  best  principles  and  traditions  of 
our  calling.  It  has  subsequently  enlarged  its  scope 
and  includes  amongst  its  more  than  30,000  members — 
physicians  not  only  in  Internal  Medicine  but  in  other 
closely  related  specialties.  The  Tennessee  Region  num- 
bers over  400  physicians  in  its  ranks.  Since  its  found- 
ing the  basic  role  of  the  American  College  of  Physicians 
has  been  to  maintain  and  advance  the  highest  possible 
standards  in  medical  education,  medical  practice  and 
clinical  research.  It  encourages  continued  educational 
advancement  and  scholarly  achievement  beyond  the 
training  period  so  as  to  help  maintain  the  highest 
possible  standards  of  medical  practice  in  the  field  of 
Internal  Medicine  and  related  specialities. 

The  abstracts  published  herein  presented  represent  a 
"first”  in  what  is  hoped  will  be  a continuing  yearly 
tradition  in  these  pages. 

Gerald  I.  Plitman,  M.D.,  F.A.C.P. 

Governor  for  Tennessee 

The  American  College  of  Physicians 

1.  Double-Blind  Randomized  Trial  of  Low-Dose  In- 
tramuscular (IM)  Versus  High-Dose  Intravenous 
(IV)  Penicillin  Therapy  in  Gonococcal  (GC) 
Arthritis. 

David  E.  Trentham,  John  W.  McCravey,  Alfonse  T. 
Masi,  Abraham  Garcia-Kutzbach,  Alexander  S.  Townes, 
University  of  Tennessee  Center  for  the  Health  Sciences, 
Memphis,  Tennessee. 

High-dose  penicillin  (pen)  is  currently  recommended 
for  the  treatment  of  GC  arthritis  on  the  assumption 
that  invasive  gonococci  are  “penicillin  resistant.”  We 
are  conducting  an  ongoing  double-blind  randomized 
trial  comparing  low-dose,  i.e.,  procaine  (pro)  pen 
600.000  units  (u)  IM  q 12  h for  up  to  10  days  with 
high-dose,  i.e.,  the  same  10-day  pro  pen  regimen  plus 
aqueous  pen  G 10  million  u IV  daily  for  the  first  3 
days.  Forty-two  patients  who  completed  the  protocol 
were  accepted  as  having  GC  arthritis  and  were  classified 
by  degree  of  bacteriologic  confirmation  and  presence  of 
skin  lesions  typical  of  gonococcemia.  Multiple  individ- 
ual response  variables  were  analyzed  as  well  as  an 
overall  score  of  rapidity  of  clinical  response  (0  no 
response,  1 slow,  2 moderate,  3 rapid)  determined  by 
investigators’  consensus  after  independent  review  of 
each  patient’s  course  without  knowledge  of  therapy. 
When  the  pre-therapy  features  of  the  26  patients 
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randomly  allocated  to  low-dose  versus  the  16  to  high- 
dose  were  analyzed,  a significant  (p<0.025  difference 
was  found  in  the  proportion  having  monarthritis  (1  of 
16  high,  10  of  26  low).  Without  considering  response, 
matching  was  performed  between  the  high  and  low 
dose  treated  patients  on  number  of  joints  involved  as 
well  as  degree  of  bacteriologic  and  skin  lesion  con- 
firmation. Sixteen  pairs  were  obtained,  and  their  re- 
sponse as  well  as  that  of  the  total  42  patients  was 
analyzed.  All  patients  and  pairs  had  a significant  clin- 
ical improvement  on  either  regimen  within  72  hours  of 
initiating  therapy.  Also  no  significant  difference  in 
either  the  total  or  matched  series  was  found  between 
the  low  and  high  group  scores  (low  2.2,  high  2.5  total 
and  low  2.3,  high  2.5  matched  series)  or  in  days  to: 
full  range  of  motion:  pain  free  status;  or  apyrexia.  Thus, 
no  significant  difference  is  evident  presently  in  the  treat- 
ment of  GC  arthritis  with  either  low-dose  IM  versus  the 
same  low-dose  plus  supplemental  high-dose  IV  penicillin 
for  the  first  3 days. 

2.  Low  Dose  Dialyzable  Transfer  Factor  in  the 
Treatment  of  Selective  Malignancies. 

Robert  A.  Burson,  J.  Ward  Thomas,  Phil  Leiberman, 
Charles  L.  Neely,  University  of  Tennessee  Center  for 
the  Health  Sciences,  Memphis,  Tennessee. 

Recently  transfer  factor  has  been  applied  as  im- 
munotherapy to  patients  with  malignant  disease.  Two 
patients  who  had  progressive  disease  and  failed  to 
respond  to  conventional  chemotherapy  and  one  patient 
with  malignancy  and  recurrent  severe  pharyngeal  in- 
fections received  dialyzed  transfer  factor  and  are  de- 
scribed. 

Patient  F.  D.  had  recurrent  disease  after  excisional 
biopsy,  graft  and  groin  dissection  for  malignant  mela- 
noma of  the  left  foot.  She  failed  to  respond  to  three 
interval  courses  of  DTIC.  Initial  workup  for  distant 
disease  was  negative.  She  exhibited  delayed  hypersensi- 
tivity to  3 of  6 antigens  and  to  DNCB.  Weekly  dialyzed 
transfer  factor  was  given.  There  was  improvement  in 
per  cent  T-rosettes  and  blastic  formation  over  a 6 month 
period,  with  a 50%  reduction  of  visible  tumor  and 
improvement  in  performance  status.  She  continues  on 
therapy  with  transfer  factor  alone  with  no  evidence  of 
distant  disease. 

Patient  O.  A.  had  a radical  resection  of  a fibrosarcoma 
of  the  rectum  in  1962.  Right  extrapleural  metastasis 
devleoped  in  1968,  and  later  in  1972  she  developed  liver 
metastases.  Exhaustive  conventional  chemotherapy 
failed  to  arrest  progression.  In  February  1974,  she 
received  7 units  of  transfer  factor  periodically  to  June 
1974,  with  improvement  in  per  cent  T-rosesttes,  blast 
transformation  and  development  of  delayed  hypersensi- 
tivity to  DNCB.  There  was  no  further  evident  tumor 
progression  and  performance  status  improved  to  90%. 
She  died  unexpectedly  after  3%  months  of  transfer 
factor  therapy;  autopsy  could  not  be  obtained. 
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Patient  H.  C.  was  first  diagnosed  as  having  chronic 
lymphocytic  leukemia  in  1957.  He  eventually  became 
refractory  to  standard  therapy  and  developed  spleno- 
megaly and  severe,  frequent  pharyngeal  infections  re- 
quiring hospitalization.  There  was  a persistent 
granulocytopenia  of  less  than  500mm3  neutrophils.  Be- 
cause of  the  severe  infections  he  received  one  unit  of 
transfer  factor.  Over  the  next  5 months  there  were  no 
infectious  episodes  and  the  CLL  remained  stable. 
Pharyngeal  infections  returned  and  one  unit  of  transfer 
factor  was  given  again.  After  3 weeks  he  developed 
Herpes  Zoster,  but  pharyngeal  infections  are  less  fre- 
quent and  severe.  Immune  functions  were  not  studied. 

3.  Reduplication  of  the  Aortic  Valve  Causing  Left 
Ventricular  Outflow  Tract  Obstruction. 

David  P.  Hall.  M.D.,  Glen  L.  Loveday,  M.D.,  Charles 
E.  Richardson,  M.D..  University  of  Tennessee  Clinical 
Education  Center — Chattanooga. 

Reduplication  of  the  aortic  valve  has  not  previously 
been  described.  This  is  a case  of  a twenty-one-year-old 
man  presenting  with  symptomatic  left  ventricular  out- 
flow obstruction  associated  with  classical  auscultation 
and  palpation  findings  of  aortic  stenosis.  Post  stenotic 
dilatation  of  the  aorta  was  absent.  Extensive  non  in- 
vasive studies  showed  findings  suggestive  of  congenital 
bicuspid  aortic  stenosis.  The  echocardiogram  was 
similar  to  that  of  patients  previously  described  having 
bicuspid  aortic  stenosis.  Cardiac  catheterization  revealed 
a pressure  gradient  of  88  millimeters  of  Mercury  at 
rest.  Cineangiography  suggested  an  obstruction  below 
a normal  aortic  valve  in  addition  to  absence  of  post 
stenotic  dilatation.  At  surgery,  a structure  located  twelve 
millimeters  below  a normal  aortic  valve  was  seen.  The 
structure  consisted  of  three  firm  components,  one  of 
which  obstructed  approximately  sixty-five  per  cent  of 
the  outflow  tract.  The  other  two  structures  were  fused 
at  their  bases  and  the  total  structure  suggested  a primi- 
tive reduplication  of  the  aortic  valve.  Microscopically, 
these  structures  showed  myxomatous  degeneration.  Post 
operatively,  there  was  no  gradient  across  the  aortic  valve. 
Post  operative  non  invasive  studies  included  a more 
normal  echocardiogram,  normal  carotid  artery  in- 
direct tracings,  and  a normal  apex  cardiogram.  The 
post  operative  phonocardiogram  showed  an  ejection 
sound  of  aortic  origin  not  previously  present.  There 
was  a residual  left  ventricular  outflow  tract  ejection 
murmur  that  ended  well  before  the  second  sound. 
This  case  along  with  actual  graphic  recordings  are  to 
be  presented. 

4.  Treatment  of  Paget’s  Disease  of  Bone  with  Syn- 
thetic Salmon  Calcitonin  and  Vitamin  D. 

G.  Palmieri,  J.  Dvorak  and  P.  Bordier,  University  of 
Tennessee  Center  for  the  Health  Sciences,  Memphis, 
TN.,  University  of  Oklahoma,  Health  Sciences  Center. 
Oklahoma  City.  OK.  and  I.N.S.E.R.M.,  Paris,  France. 

The  beneficial  effects  of  synthetic  salmon  calcitonin 
(SCT)  in  the  treatment  of  Paget's  disease  (PD)  has 
been  demonstrated  by  numerous  investigators.  Vitamin 
D has  been  used  in  the  past  without  positive  results. 
The  present  report  describes  the  results  obtained  with 
the  combination  of  SCT  and  vitamin  D in  selected  cases 


of  PD.  Four  of  1 1 patients  with  widespread  PD  were 
found  to  excrete  less  than  100  mg  of  Ca/24  h urine 
(on  a 700  mg  Ca  diet)  without  other  evidences  of  nutri- 
tional osteomalacia.  Serum  Ca  and  P were  normal. 
Treatment  with  SCT  produced  in  all  patients  marked 
reduction  of  serum  alkaline  phosphatase  (AP)  (mean 
60%)  and  urinary  hydroxyproline  (HYPRO)  (mean 
55%)  with  clinical  improvement  in  10  patients.  How- 
ever, in  those  who  had  low  urinary  Ca,  the  clinical 
response  was  less  striking  and  1 patient  noticed  increas- 
ing pain,  becoming  bedridden.  Addition  of  vitamin  D 
(100.000-750,000  U,  i.m./wk)  was  followed  by 
noticeable  clinical  improvement  in  all  4 patients.  One 
showed  remarkable  radiological  remineralization  and 
marked  histological  changes:  reduction  of  osteoclasts 
counts  and  striking  increase  in  the  number  of  active 
osteoblasts,  just  the  reverse  of  the  expected  effect  of 
vitamin  D on  PD.  No  histological  studies  were  per- 
formed in  the  others.  No  changes  were  observed  in 
the  serum  Ca,  P.  AP  or  urine  Ca  and  HYPRO.  Sud- 
den interruption  of  SCT  and  vitamin  D in  1 patient 
was  followed  promptly  by  transient  hypercalcemia.  These 
studies  suggest:  1)  Chronic  SCT  administration  inhibits 

the  hypercalcemic  and  osteoclastic  activity  of  large  doses 
of  vitamin  D,  2)  The  combination  of  SCT  and  vitamin 
D may  stimulate  osteoblastic  activity  probably  by  an 
effect  of  SCT  on  vitamin  D metabolism  and  3)  Patients 
with  PD  having  a non  optimal  clinical  response  to  SCT 
and  showing  low  urinary  Ca  excretion  may  experience 
further  improvement  with  the  addition  of  vitamin  D. 
probably  due  to  associated  subclinical  osteomalacia. 
The  therapeutic  potential  of  the  combination  SCT  and 
vitamin  D in  PD  and  other  metabolic  bone  diseases 
deserves  further  investigation. 

5.  Absence  of  Association  Between  Rauwolfia  Al- 
kaloids and  Breast-Cancer. 

Stephen  T.  Miller,  M.D.  and  John  W.  Runyan,  Jr.,  M.D., 
F.A.C.P.  University  of  Tennessee  Center  for  the  Health 
Sciences,  Memphis,  Tennessee. 

Three  recent  studies  have  reported  an  increased  risk 
of  breast-cancer  after  exposure  to  reserpine.  In  the 
Memphis  Chronic  Disease  Program,  reserpine  is  exten- 
sively prescribed  because  its  efficacy,  low  cost,  and  long 
duration  of  action  are  advantageous  in  controlling  hy- 
pertension and  its  complications  in  an  inner-city  popula- 
tion. A preliminary  analysis  of  the  enrollees  in  this 
program  documented  only  one  new  case  of  breast- 
cancer  in  648  hypertensive  women  in  four  years,  and 
this  patient  had  not  taken  reserpine.  This  finding,  plus 
the  possible  bias  introduced  in  two  of  the  previous 
studies  by  control  groups  composed  of  patients  without 
cardiovascular  diseases,  prompted  this  study. 

The  relative  risk  of  developing  breast-cancer  after 
exposure  to  rauwolfia  alkaloids  was  assessed  by  a case- 
control  study  comparing  patients  having  breast-cancer 
with  patients  having  colon-cancer.  Among  the  247 
women  with  carcinoma  of  the  breast,  21  (8.5%)  had 
previously  taken  reserpine  or  other  rauwolfia  derivatives. 
Among  108  women  with  colon-cancer,  12  (11%)  had 
been  exposed  to  rauwolfia  alkaloids.  The  relative  risk 
of  breast-cancer  after  taking  rauwolfia  is  0.74,  but  this 
risk  is  not  significantly  different  from  1.00  (X2  = 0.61). 
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Race,  age,  and  prevalence  of  hypertension  were  analyzed 
and  were  not  confounding  variables. 

This  study  is  at  variance  with  the  three  previous 
studies  and  suggests  that  selection  of  controls  in  those 
studies  may  have  produced  a false  association.  There- 
fore, the  results  of  previous  studies  should  not  be 
extrapolated  to  all  populations,  and  the  use  of  reserpine 
may  be  continued  when  it  is  essential  for  effective  hyper- 
tension management. 

6.  Endoscopic  Retrograde  Cholangiopancreatogra- 
phy: Early  Memphis  Experience. 

Alan  D.  Samuels,  M.D.,  Memphis,  Tennessee 

Endoscopic  retrograde  cholangiopancreatography  is  a 
new  endoscopic  technique  allowing  visualization  of  the 
pancreaticobiliary  ductal  system  in  a high  proportion  of 
patients  studied.  This  examination  has  been  performed 
at  the  Baptist  Hospital.  Memphis,  Tennessee  since  De- 
cember, 1974.  To  date  (5-05-75)  a total  of  25  such 
examinations  have  been  attempted.  Indications  for 
examination  include  1)  jaundice,  not  clearly  of  either 
medical  or  surgical  origin:  2)  recurrent  pancreatitis; 
3)  abdominal  pain,  with  or  without  a history  of  previous 
surgery;  4)  carcinoma,  primary  site  unknown. 

The  age  range  of  the  patients  is  15-78.  Twelve  were 
females.  Six  patients  were  examined  for  jaundice,  five 
for  recurrent  pancreatitis,  eleven  for  abdominal  pain, 
and  two  in  an  attempt  to  find  a primary  carcinoma.  One 
patient  was  examined  twice. 

Of  the  six  jaundiced  patients,  visualization  of  the 
biliary  tract  was  accomplished  in  three.  Stones  were 
visualized  in  two.  In  one  of  these  co-existing  carcinoma 
was  also  found.  The  third  patient  was  normal.  Four 
pancreatic  ducts  were  visualized  in  these  patients.  One 
demonstrated  changes  consistent  with  carcinoma  of  the 
pancreas.  Two  were  normal.  The  fourth  showed 
changes  of  chronic  pancreatitis. 

In  patients  with  recurrent  pancreatitis  the  pancreatic 
duct  was  visualized  in  only  one  occasion.  It  was  normal. 

In  patients  examined  for  abdominal  pain  the  bile 
duct  was  visualized  three  times  and  was  normal  in 
each  instance.  The  pancreatic  duct  was  visualized  six 
times.  Mild  ecstatic  change  was  noted  in  one  and  a 
mid-ductal  obstruction  was  noted  in  a second.  Of  these 
eleven  patients  seven  had  at  least  one  duct  canulated, 
no  duct  was  visualized  in  the  remaining  four. 

In  patients  with  unknown  primary  carcinoma  both 
attempts  were  unsuccessful  although  cytology  was  ob- 
tained from  the  papilla  of  vater. 

In  properly  selected  patients  the  endoscopic  retro- 
grade pancreatocholangiogram  can  provide  clinically 
useful  information.  It  appears  most  useful  in  evaluating 
jaundiced  patients  and  directing  the  surgeon  in  his  ap- 
proach. The  examination  is  less  valuable  in  diagnosing 
abdominal  pain  syndromes.  Its  value  in  early  detection 
of  carcinoma  of  the  pancreas  is  still  unclear. 

7.  Endoscopic  Complications:  The  Results  of  the 
1974  American  Society  for  Gastrointestinal  En- 
doscopy (A/S/G/E)  Survey. 

Department  of  Medicine,  Univ.  of  Kentucky  College  of 
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Medicine.  S.  E.  Silvis  (Minneapolis),  O.  Nebel  (San 
Diego),  G.  Rogers  (Chicago),  C.  Suwaga  (Detroit)  and 
P.  Mandelstam  (Lexington,  Ky.).1 

Fiberoptic  instrumentation  has  revolutionized  the 
clinical  practice  of  gastroenterology;  procedures  previ- 
ously formidable  or  non-existent  are  in  everyday  use 
and  have  resulted  in  enhanced  accuracy  in  diagnosis, 
improved  patient  management,  and,  in  some  cases,  in 
avoidance  of  open  surgical  intervention. 

To  evaluate  the  risks  which  these  procedures  entail, 
anonymously  processed  survey  questionnaires  concerning 
the  endoscopic  surveys  they  performed  in  1972  and 
1973  were  sent  to  642  members  of  the  A/S/G/E.404 
(64%)  of  the  surveys  were  returned. 

The  complication  rate  for  esophagogastroduodenos- 
copy  (211,410  examinations)  was  1.32/1000;  cardiopul- 
monary mishaps,  perforation  and  bleeding  predominated. 
For  coloscopy  without  polypectomy  (23,298  examina- 
tions), the  complication  rate  was  3.46/1000:  perforation 
and  bleeding  predominated. 

Endoscopic  retrograde  cholangiopancreatography 
(3884  examinations)  and  coloscopy  with  polypectomy 
(6214  examinations)  were  associated  with  much  higher 
complication  rates,  23.2/1000  and  21.6/1000,  respec- 
tively. In  the  former,  cholangitis  and  pancreatitis  con- 
stituted the  majority  of  complications,  in  the  latter, 
bleeding  and  perforation. 

In  the  over  240,000  examinations,  17  fatalities  were 
recorded:  of  these,  7 were  due  to  cardiopulmonary 
complications,  4 to  perforations,  2 to  cholangitis  and 
2 to  pancreatic  sepsis. 

Respiratory  depression  secondary  to  intravenous  diaze- 
pam (Valium)  was  met  with  not  uncommonly.  All 
endoscopists  should  be  prepared  to  offer  immediate 
cardiorespiratory  resuscitation. 

These  procedures,  in  the  hands  of  skilled  and  experi- 
enced operators  and  their  trainees,  can  be  carried  out 
with  a reasonable  morbidity  and  mortality.  They  are, 
however,  not  without  risk,  and  for  each  patient,  the 
potential  benefit  must  be  balanced  against  the  potential 
hazard. 

8.  Renin-aldosterone  System  and  Prostaglandin  A 
in  Essential  Hypertension. 

C.  S.  Brooks,  R.  T.  Talwalkar,  T.  A.  Kotchen,  Univer- 
sity of  Kentucky  School  of  Medicine. 

Alterations  in  the  renin-aldosterone  system  (RAS) 
and  prostaglandin  A (PGA),  a renal  vasodepressor  sub- 
stance, have  been  implicated  in  the  pathogenesis  of 
various  hypertensive  diseases.  The  purpose  of  the 
present  study  is  to  compare  the  reactivity  of  the  RAS 
and  PGA  in  response  to  furosemide  in  22  patients  with 
essential  hypertension  and  10  age  matched  normotensive 
controls.  Blood  was  drawn  before  and  4 hours  after 
furosemide  (80  mg,  orally)  for  measurement  of  plasma 
renin  activity  (PRA),  plasma  aldosterone  (P  Aldo), 
and  PGA,  all  by  radioimmunoassay.  Urine  was  collected 
during  the  4 hour  period  for  measurement  of  Na  + 
(ENa+),  K~,  and  aldo  excretion.  The  results  are  as 
follows: 
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CONTROLS 

(Con) 

before  furos. 

after  furos. 

PRA  (ng/ml/hr) 

0.7+0.2SE 

2. 9+1.0 

P aldo  (ng/ml) 

14.8+0.9 

21.1+5.0 

PGA  (ng/ml) 

1.7+0. 2 

1.9+0. 2 

ENa+  (mEq/ 4 hr ) 

183  + 18 

Ek+  (mEq/ 4 hr) 

29+3 

Eawo  (Mg/4  hr) 

4. 6+0.5 

ESSENTIAL  HYPERTENSIVES 

(EH) 

before  furos. 

after  furos. 

0. 7+0.2 

1.7+0. 3 

16.7+3.1 

24.4±9.1 

1. 7+0.2 

1.8±0.2 

177±  1 1 
30+3 
4.7±0.4 


In  response  to  furosemide,  PRA  increased  in  both 
Con  and  EH  (p<0.01),  although  ENa  + did  not  differ 
(p>0.05).  However,  the  PRA  response  was  less 
(p<0.02)  in  EH.  Lower  PRA  in  EH  was  not  ac- 
counted for  by  an  isolated  subgroup.  Despite  sup- 
pressed PRA,  P Aldo  and  EAld0  after  furosemide  in 
EH  and  Con  did  not  differ  (p>0.05).  In  both  Con 
and  EH.  there  was  a linear  correlation  between  EK  + 
and  EAldo  after  furosemide  (p<0.05).  Baseline  PGA 
in  Con  and  EH  did  not  differ  (p<0.05),  and  PGA  did 
not  change  in  response  to  furosemide  (p>0.05).  In 
conclusion,  in  response  to  furosemide  PRA  but  not 
aldo  is  suppressed  in  EH.  Low  renin  EH  may  reflect 
an  altered  renin  responsiveness  in  EH  rather  than  a 
distinct  subgroup.  PGA  is  not  decreased  in  EH. 

9.  What  the  Internist  Should  Know  About  Splenec- 
tomy. 

Philip  DeSimone,  University  of  Kentucky  School  of 
Medicine. 

Splenectomy  is  sometimes  indicated  in  seriously  ill 
patients,  usually  with  hematologic  disease.  Our  im- 
pression that  this  surgical  procedure  is  fraught  with 
complications  prompted  a review  of  140  splenectomies 
performed  in  our  hospital  during  the  past  three  years. 
Excluding  twenty-nine  cases  of  incidental  splenectomy, 
the  overall  mortality  was  11.8%  with  a complication 
rate  of  30%.  The  most  common  complications  were 
wound  abscess,  6 cases;  asymptomatic  pleural  effusion, 
5 cases;  right  and  left  lower  lobe  pneumonia,  5 cases; 
and  subphrenic  abscess,  4 cases. 

There  were  fifty-two  cases  of  splenectomy  for  medical 
reasons,  the  bulk  of  which  had  an  underlying  hematolog- 
ical disorder.  Three  deaths  were  recorded  in  this  group 
(5.8%).  There  was  a 22%  complication  rate  (12  out 
of  52);  the  most  frequent  being  wound  abscess,  4 
cases;  subphrenic  abscess,  2 cases  (both  of  whom  died); 
pancreatitis,  2 cases  (one  of  whom  died).  A review 
of  the  medical  reasons  is  given  and  the  benefits  derived 
by  splenectomy  are  analyzed.  For  purposes  of  com- 
parison, there  were  fifty-nine  cases  of  splenectomy 
secondary  to  trauma,  the  overall  mortality  rate  of  this 


group  was  18.6%  (11  out  of  59).  Ten  of  these  patients 
also  had  evidence  of  severe  head  trauma  either  open  or 
closed.  Seven  of  these  patients  died.  Excluding  these 
severe  head  injuries,  the  mortality  was  8%.  The  com- 
plication rate  in  this  group  was  38%  and  the  most 
frequent  causes  of  complications  were  asymptomatic 
pleural  effusion,  3 cases;  pneumonia,  3 cases;  sub- 
phrenic abscesses,  2 cases. 

We  conclude  that  splenectomy  for  medical  reasons 
is  a relatively  safe  procedure  and  that  complications  do 
not  exceed  those  seen  when  splenectomy  is  performed 
for  trauma  in  otherwise  normal  people. 

10.  Cholecystokinin  (CCK)  Gallbladder  Examina- 
tions—Clinical  Experience  and  Usefulness. 

R Leslie  Hargrove,  M.D.,  B.  F.  Overholt,  M.D.,  R.  Kent 
Farris,  M.D.,  Knoxville,  Tennessee. 

In  order  to  evaluate  patients  with  possible  gallbladder 
disease  whose  routine  gallbladder  x-rays  had  been  nega- 
tive, Cholecystokinin  (CCK)  gallbladder  examinations 
have  been  carried  out.  To  date  a total  of  forty-seven 
patients  have  been  studied. 

After  an  overnight  fast  and  following  preparation 
for  gallbladder  examination  in  the  usual  fashion  with 
Telepaque.  each  patient  was  sent  to  the  Gastrointestinal 
Laboratory  for  duodenal  drainage.  After  positioning 
of  a double  lumen  tube  under  fluoroscopic  guidance, 
1.5  IVY  units  of  CCK  per  kg.  of  body  weight  was 
injected  over  a one  minute  period  with  serial  films 
taken  at  2,  4.  6,  8 and  20  minutes  assessing  the  degree 
of  gallbladder  emptying  and  visualization.  Duodenal 
secretions  were  analyzed  for  cholesterol,  calcium  bili- 
rubinate, white  blood  cells  and  bacteria.  Careful  at- 
tention was  paid  to  the  patient’s  response  to  the  infusion 
of  CCK. 

Of  the  forty-seven  patients  so  far  studied,  ten  have 
gone  to  surgery  with  findings  of  acalculus  cholecystitis 
in  five  patients,  and  one  diagnosis  each  of  a long  and 
tortuous  cystic  duct,  cholesterolosis,  thickened  mucosa, 
calculous  cholecystitis,  and  thickening  of  all  layers  of 
the  gallbladder  wall.  The  only  side-effect  from  a CCK 
infusion  so  far  has  been  the  expected  mild  abdominal 
cramping. 

Our  experience  to  date  would  suggest  that  this  proce- 
dure represents  a useful  addition  in  the  study  of  patients 
with  possible  gallbladder  disease  whose  routine  gall- 
bladder examinations  have  been  negative. 

11.  Ischemic  Cardiomyopathy:  The  Myopathy  of 
Coronary  Artery  Disease— Natural  History  and 
Results  of  Medical  Versus  Surgical  Treatment. 

Ronald  F.  Yatteau,  M.D.,  Director.  East  Tennessee  Bap- 
tist Heart  Center,  Knoxville,  Tennessee. 

Clinical,  hemodynamic  and  angiographic  data  were 
analyzed  in  66  patients  with  coronary  artery  disease 
and  severe  generalized  left  ventricular  dysfunction 
(ischemic  cardiomyopathy)  in  order  to  determine  their 
prognosis  and  examine  the  results  of  medical  and 
surgical  management.  Seventy-six  percent  of  patients 
had  angina,  85  percent  a history  of  one  or  more 
myocardial  infarctions,  73  percent  cardiomegaly,  38 
percent  mitral  regurgitation.  98  percent  severe  stenosis 
of  two  or  three  major  coronary  arteries,  and  100  per- 
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cent  a left  ventricular  ejection  fraction  of  25  percent 
or  less. 

Forty-two  patients  were  managed  medically,  and  24 
surgically  with  aortocoronary  bypass  grafts  or  ventric- 
ular plication,  or  both.  The  clinical  and  hemodynamic 
findings  in  both  groups  were  nearly  identical.  In  a 
follow-up  period  of  12  months,  the  mortality  rate  was 
3i  percent  in  the  medical  group  and  50  percent  in  the 
surgical  group,  with  83  percent  of  the  surgical  deaths 
occurring  within  1 month  of  operation.  There  was  no 
significant  difference  in  the  functional  status  of  medical 
and  surgical  survivors.  Regardless  of  therapy,  patients 
with  mitral  regurgitation  or  a left  ventricular  end- 
diastolic  pressure  of  24  mm  Fig  or  greater  had  a 
significantly  higher  mortality  rate  than  patients  with 
these  findings.  This  study  indicates  that  patients  with 
ischemic  cardiomyopathy  have  a poor  prognosis,  and 
surgical  intervention  with  current  available  techniques 
has  a high  operative  mortality  rate  without  significantly 
altering  the  symptoms  in  the  survivors. 

12.  The  Effect  of  Treatment  of  Hypertension  on 
Prognosis  in  Patients  with  Clinical  Ischemic 
Heart  Disease. 

H.  A.  Oxman,  M.D.,  F.A.C.P.,  F.A.C.C.,  F.C.C.P., 
Director.  East  Tennessee  Baptist  Fleart  Center.  Knox- 
ville, Tennessee. 

Little  is  known  about  the  prognosis  of  hypertensive 
individuals  who  have  clinically  recognized  ischemic 
heart  disease,  and  whether  the  treatment  of  their  hyper- 
tension improves  their  long-term  survivorship. 

As  part  of  a study  of  ischemic  heart  disease  among 
residents  of  Rochester,  Minnesota,  the  influence  of 
prior  blood  pressure  levels  on  subsequent  survivorship 
was  studied. 

Follow-up  through  January  1,  1972,  has  been  possi- 
ble in  over  99  percent  (1,542)  of  the  1,555  residents 
with  ischemic  heart  disease  who  were  classified  by 
their  prior  blood  pressure  levels. 

The  data  shows  that: 

1 ) Patients  with  ischemic  heart  disease  and  hyperten- 
sion have  markedly  decreased  survivorship; 

2)  Patients  with  ischemic  heart  disease  and  borderline 
blood  pressure  elevation  have  a significantly  de- 
creased survivorship  when  compared  to  patients 
who  have  normotensive  blood  pressure  levels; 

3)  Diagnostic  hypertension  alone  has  a worse  prog- 
nosis than  systolic  hypertension  alone.  Combined 
systolic  and  diastolic  hypertension  has  a worse 
prognosis  than  either  one  alone; 

4)  Some  form  of  antihypertensive  treatment  in 
patients  with  clinical  ischemic  heart  disease 
improved  survivorship; 

5)  Adequate  antihypertensive  treatment  improved 
survivorship  even  more  significantly; 

6)  Among  patients  on  adequate  antihypertensive 
treatment,  there  was  a marked  decrease  in  the 
incidence  of  congestive  heart  failure,  subsequent 
myocardial  infarction  and  cardiac  death,  especially 
sudden  cardiac  death. 

The  data  emphasizes  the  importance  of  adequate 
antihypertensive  treatment  in  patients  with  clinical 
ischemic  heart  disease. 

660 


13.  Who  Are  the  High  Risk  Patients  with  Classical 
Angina  Pectoris? 

H.  A.  Oxman,  M.D.,  F.A.C.P.,  F.A.C.C.,  F.C.C.P., 
Director,  East  Tennessee  Baptist  Heart  Center,  Knox- 
ville, Tennessee. 

With  the  increasing  availability  of  diagnostic  and 
therapeutic  measures  for  patients  with  clinical  ischemic 
heart  disease,  it  has  become  important  to  identify 
patients  at  highest  risk  for  cardiac  death  and  subsequent 
myocardial  infarctions  who  might  benefit  most  from  the 
use  of  these  measures. 

As  part  of  a study  of  ischemic  heart  disease  among 
residents  of  Rochester,  Minnesota,  the  medical  records 
of  all  residents  who  had  classical  angina  pectoris  as 
their  initial  manifestation  of  ischemic  heart  disease  were 
reviewed  for  the  presence  of  prior  risk  factors. 

By  means  of  step-wise  discriminant  analysis,  it  was 
possible  to  determine  that  the  most  important  factors 
for  cardiac  death  were: 

1 ) Cardiac  enlargement  by  routine  chest  x-ray; 

2)  Diastolic  hypertension; 

3)  Cigarette  smoking; 

4)  An  abnormal  resting  electrocardiogram  at  the 
time  of  diagnosis  and  classical  angina  pectoris; 
and 

5)  An  elevated  cholesterol  level. 

Using  these  five  variables  and  cardiac  death  at  the 
end  point,  we  were  able  to  correctly  classify  92%  of 
individuals  as  living  and  75%  as  dead  at  five  years. 
With  these  same  variables,  we  were  able  to  accurately 
classify  which  patients  were  at  highest  risk  for  devel- 
oping a myocardial  infarction  within  five  years  after 
the  initial  diagnosis  of  classical  angina  pectoris. 

Using  combinations  of  these  variables,  we  have  been 
able  to  develop  a risk  profile  for  patients  with  classical 
angina  pectoris. 

Until  the  efficacy  of  the  new  surgical  procedure  is 
firmly  established,  these  high  risk  factors  should  be 
considered  in  the  selection  of  angina  pectoris  patients 
for  early  diagnostic  and  therapeutic  intervention.  It  is 
in  the  high  risk  group  that  rapid  improvement  by 
surgical  intervention  can  be  readily  appreciated,  and  it 
is  in  this  group  that  surgery  should  be  considered  first. 

14.  Isolated  Starr-Edwards  Mitral  Valve  Replace- 
ment: Factors  Influencing  Early  and  Late 
Death,  and  Late  Systemic  Thromboembolism. 

H.  A.  Oxman,  M.D.,  F.A.C.P.,  F.A.C.C.,  F.C.C.P.,  Di- 
rector. East  Tennessee  Baptist  Heart  Center,  Knoxville, 
Tennessee. 

Between  March.  1966,  and  January,  1972,  342  con- 
secutive patients  undergoing  isolated  mitral  valve  re- 
placement with  one  prosthetic  model  (Starr-Edwards 
6120)  were  studied  by  the  statistical  method  of  step-wise 
discriminant  analysis.  Groups  of  patients  of  varying 
risk  with  respect  to  early  and  late  mortality  and  late 
systemic  thromboembolism  were  identified. 

Three  variables  were  found  to  importantly  influence 
early  mortality;  functional  class  4,  giant  left  atrium,  and 
a history  of  prior  heart  surgery. 

A range  of  risk  of  early  mortality  were  found  from 
less  than  7%  for  those  who  had  none  and  67%  for 
those  who  had  all  three  factors. 

Of  the  311  patiems  who  survived  the  first  30  days 
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following  isolated  mitral  valve  replacement,  all  but 
three  had  been  followed  through  June,  1972. 

The  three  most  important  factors  that  influenced  late 
mortality  were:  1)  Age  over  50;  2)  A giant  left  atrium; 
3)  The  presence  clinically  of  more  than  one  valve 
being  involved. 

Using  these  three  variables,  we  were  able  to  distin- 
guish a range  of  late  mortality  at  three  years  from  7% 
to  40%. 

Late  thromboembolism  was  related  to  adequacy  of 
anticoagulant  therapy,  the  presence  of  left  atrial  throm- 
bus and  the  size  of  the  left  atrium. 

The  use  of  these  variables  gave  an  80%  accuracy  in 
determining  which  patients  would  be  free  of  systemic 
thromboembolism  in  three  years. 

Experience  with  this  type  of  method  of  statistic 
analysis  should  allow  improved  prediction  of  post 
surgical  risks  after  isolated  mitral  valve  replacement 
and  more  objective  comparison  of  results  using  differ- 
ent mitral  prosthetic  valves. 

15.  Nine  Year  Experience  with  Starr-Edwards 
Aortic  Valve  Replacement. 

H.  A.  Oxman,  M.D.,  F.A.C.P.,  F.A.C.C.,  F.C.C.P.,  Di- 
rector, East  Tennessee  Baptist  Heart  Center.  Knoxville. 
Tennessee. 

One  thousand,  twenty-seven  patients  had  isolated 
aortic  valve  replacement  with  a Starr-Edwards  prosthesis 
at  the  Mayo  Clinic  between  January  1,  1963,  and 
January  1,  1972. 

The  average  age  was  52.7  years.  Nine  hundred 
thirty-two  (91%)  were  in  functional  class  three  or  four 
preoperatively.  Dominant  aortic  stenosis  was  the  most 
common  lesion  in  507  (49%).  Early  mortality  (with 
30  days  of  operation)  was  6%  (65/1027)  for  the  entire 
nine  years.  The  most  frequent  cause  of  early  mortality 
was  postoperative  cardiac  dysrhythmia  in  28%  (18/65). 

Of  the  962  patients  who  survived  the  first  30  days, 
follow  up  has  been  possible  to  at  least  July  1,  1972, 
and  954  (99.1%)  ranging  from  one  month  to  115 
months  for  a mean  of  50.9  months. 

Actuarial  curves  revealed  75%  of  the  patients  who 
survived  the  first  30  days  were  alive  at  five  years  with 
an  improved  functional  cardiac  status.  The  two  most 
common  causes  of  late  death  were  sudden  death  in 
25%  (63/256)  and  coronary  disease  in  17%  (44/256). 

The  overall  incidents  of  late  systemic  thromboembo- 
lism by  actuarial  curves  was  8%  in  one  year,  17%  in 
three  years,  and  20%  in  five  years. 

Factors  which  were  found  to  be  most  important  in 
influencing  early  and  late  mortality  in  late  systemic 
thromboembolism  will  be  discussed  in  detail  and  in 
relationship  to  the  type  of  dominant  aortic  lesion  and 
the  type  of  Starr-Edwards  model  of  the  aortic  pros- 
thesis used. 

It  has  been  found  that  there  has  not  been  a marked 
improvement  in  the  long-term  survivorship  between  the 
individual  Starr-Edwards  model  types,  but  rather  the 
apparent  increased  survivorship  has  been  due  to  a 
dramatic  reduction  in  the  incidence  of  late  systemic 
thromboembolism  with  the  use  of  the  newer  Starr- 
Edwards  model  (1260  and  2310). 


16.  Identification  of  Patients  at  Highest  Risk  for 
Sudden  Cardiac  Death  Within  Five  Years  Fol- 
lowing Their  First  Myocardial  Infarction. 

H.  A.  Oxman,  M.D.,  F.A.C.P.,  F.A.C.C.,  F.C.C.P.,  Di- 
rector, East  Tennessee  Baptist  Heart  Center,  Knoxville, 
Tennessee. 

To  reduce  the  high  mortality  from  ischemic  heart 
disease,  we  must  be  able  to  identify  the  patients  at 
highest  risk  for  subsequent  sudden  cardiac  death.  Sud- 
den cardiac  death  is  the  most  common  mode  of  death 
for  patients  with  clinical  ischemic  heart  disease.  A 
large  community  study  was  undertaken  of  ischemic 
heart  disease  among  residents  of  Rochester,  Minnesota. 
Residents  who  survived  their  initial  myocardial  infarc- 
tion between  1955-1966  were  studied,  and  patients  at 
highest  risk  for  sudden  cardiac  death  were  identified 
among  the  579  who  survived  the  five  year  follow-up. 

All  had  the  opportunity  of  having  a complete  five- 
year  follow-up.  The  579  patients  were  divided  into 
four  groups  according  to  their  status  at  five  years  fol- 
lowing their  first  myocardial  infarction: 

GROUP  I — Living  (289);  GROUP  II — Sudden  car- 
diac death  (96);  GROUP  III — cardiac  death  not  sudden 
(47);  GROUP  IV — non  cardiac  death  (47). 

The  clinical  characteristics  of  each  group  were 
analyzed  and  will  be  discussed  in  detail. 

Those  dying  of  a sudden  cardiac  death  were  most 
likely  to  be  males  with  hypertension,  cardiomegaly.  and 
who  developed  angina  following  their  first  myocardial 
infarction  and  who  most  likely  had  premature  ventric- 
ular contractions  on  the  one-year  follow-up  resting 
electrocardiogram. 

Using  the  method  of  step-wise  discriminant  analysis, 
the  following  four  variables  were  identified  as  being 
most  important  in  predicting  sudden  cardiac  death  at 
five  years  following  the  first  myocardial  infarction: 
cardiomegaly,  diastolic  hypertension,  history  of  con- 
gestive heart  failure  with  the  first  myocardial  infarction, 
and  cigarette  smoking. 

Using  these  four  variables,  over  95%  of  those  living 
and  80%  of  those  with  sudden  cardiac  death  were 
correctly  classified  at  five  years. 

It  is  felt  that  those  individuals  at  highest  risk  for 
sudden  cardiac  death  following  the  first  myocardial 
infarction  can  be  identified  providing  a basis  for  aggres- 
sive and  rational  therapeutic  intervention. 

17.  Opsonic  Antibodies  to  Neisseria  Gonorrhoeae 
in  Patients  with  Gonococcal  Urethritis. 

I.  Ofek,  E.  Beachey,  A.  Bisno,  University  of  Tennessee 
Center  for  the  Health  Sciences  and  V.A.  Hospital, 
Memphis,  Tennessee. 

Virulent  colonial  variants  of  N.  Gonorrhoeae  resist 
phagocytosis  by  human  polymorphonuclear  leucocytes 
(PMN).  We  have  previously  demonstrated  the  presence 
of  opsonic  antibodies  (OAb)  in  sera  of  asymptomatic 
prostitutes.  To  further  assess  the  significance  of  such 
OAb.  we  tested  the  opsonic  effect  of  heat-inactivated 
sera  from  patients  with  culturally  documented  episodes 
of  acute  gonococcal  (GC)  urethritis  compared  with  that 
of  control  sera  from  nuns.  Type  1 GC  were  pre- 
opsonized with  the  sera  and  incubated  on  monolayers  of 
normal  human  PMN  for  15  min.  at  37°C.  A 50% 
increase  in  phagocytosis  over  control  was  considered  a 
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positive  opsonic  effect.  Results  were  as  follows:  first 

episode  of  GC  urethritis  (13  pts.),  0%  positive;  1-2 
previous  episodes  (15  pts.),  20%  pos.;  3 or  more 
episodes  (13  pts.),  46%  pos.  Internalization  of  opso- 
nized GC  into  PMN  and  their  intracellular  killing  were 
confirmed  by  electron  microscopy  and  visability  counts, 
respectively.  The  opsonic  effect  was  due  primarily  to 
serum  IgG  and  was  enhanced  by  complement.  In  pre- 
liminary experiments  sera  from  5 pts.  with  acute  GC 
arthritis  had  no  opsonic  effect.  These  data  suggest  an 
apparent  relationship  between  frequency  of  local  GC 
infection  and  prevalence  of  serum  OAb.  Although  the 
presence  of  serum  OAb  does  not  prevent  repetitive  local 
GC  infections,  it  might  possibly  play  a role  in  limiting 
dissemination. 

18.  The  Clinical,  Biochemical  and  Pathological 
Spectra  of  Polycystic  Ovarian  Disease. 

James  R.  Givens,  M.D.  (Member),  Richard  N.  Ander- 
son, Ph.D.,  and  Winfred  L.  Wiser,  M.D.,  Division  of 
Reproductive  Medicine,  Departments  of  Obstetrics  and 
Genecology  and  Medicine,  University  of  Tennessee 
Center  for  the  Health  Sciences,  Memphis,  Tennessee. 

The  internist  frequently  sees  the  hirsute  female  in 
consultation.  Polycystic  ovarian  disease  (PCOD)  is  a 
common  cause  of  hisutism  but  the  diagnosis  is  fre- 
quently not  considered  when  the  ovaries  are  not  en- 
larged. 

The  clinical  spectrum  of  PCOD  extends  from  the 
normal  appearing  female  to  the  virilized  female.  The 
pathological  spectrum  of  PCOD  extends  from  normal- 
sized ovaries  to  massively  enlarged  ovaries.  The  clinical 
and  pathological  spectra  of  PCOD  will  be  illustrated 
by  individual  cases.  The  Stein-Leventhal  syndrome  is 
only  a part  of  the  spectrum  of  PCOD.  The  Stein- 
Leventhal  syndrome  is  relatively  rare,  but  PCOD  is 
common. 

PCOD  is  characterized  biochemically  by  hyperandrog- 
enism.  The  use  of  plasma  androstenedione  and  testos- 
terone levels  in  the  diagnosis  of  the  hyperandrog- 
enism  of  PCOD  will  be  discussed.  The  pattern  of 
plasma  androgens  in  PCOD  is  variable.  Some  have 
an  elevated  plasma  androstenedione,  others  have  an 
elevated  testosterone,  and  some  have  an  elevation  of 
both  plasma  androstenedione  and  testosterone.  A few 
have  normal  plasma  androstenedione  and  testosterone 
levels,  but  low  testosterone-estradiol  binding  globulin 
(TeBG)  levels. 

Data  will  be  presented  indicating  that  the  hyperandrog- 
enism  of  PCOD  is  primarily  LH-dependent.  However, 
some  women  with  PCOD  also  have,  in  addition,  an 
ACTH-dependent  component  to  their  hyperandrogenism. 
LH  levels  are  usually  elevated  but  may  be  normal. 
Limitations  in  the  use  of  dynamic  tests  in  the  diagnosis 
of  PCOD  will  be  discussed.  For  example,  when  LH 
levels  are  high  there  may  not  be  a further  increase  in 
plasma  androgen  levels  with  hCG  injections. 

Medical  therapy  for  the  hyperandrogenism  of  PCOD 
will  be  discussed. 

19.  Leadership  and  Administrative  Skills  for 
Physicians. 

C.  C.  Congdon,  A.  I.  Chernoff,  R.  D.  Lange,  D.  A. 
Lingwood.  F.  J.  Miller,  and  W.  C.  Morris,  University  of 
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Tennessee  Memorial  Research  Center,  Knoxville,  Ten- 
nessee 37920,  and  University  of  Michigan  Center  for 
Research  on  Utilization  of  Scientific  Knowledge,  Ann 
Arbor,  Michigan  48106. 

All  of  us  are  born  into  organizations  and  spend  our 
lives  in  them.  Just  as  water  is  to  the  fish,  so,  too,  are 
organizations  of  such  constancy  to  the  physician  in  all 
categories  of  practice  that  a spirit  of  inquiry  into  organi- 
zational climate  and  leadership  is  rare.  The  only  overt 
expression  of  awareness  is  a chronic  complaint  about 
and  antagonism  to  our  administrators  regardless  of 
whether  they  are  physicians  or  laymen. 

Complaints  are  less  about  some  leaders  and  adminis- 
trators who  are  recognized  as  “technical  naturals.”  For 
reasons  that  are  not  very  apparent,  they  do  a very 
good  job  and  their  organizations  are  regarded  as 
effective.  Individuals  like  to  work  with  these  leaders 
and  their  organizations.  Physicians,  too,  are  sometimes 
natural  or,  as  we  say,  born  leaders.  Relatively  few  of 
the  people  in  medicine  or  biomedical  research  are 
aware  that  systematic  study  has  now  provided  theories 
that  help  explain  why  some  organizations  and  leaders 
are  more  effective  than  others.  Putting  these  theories 
to  work  in  an  organization  can  make  the  leadership 
and  the  organization  achievement  oriented  and  thereby 
enhance  the  organizational  climate. 

One  theory  states  that  an  effective  leader  provides 
goal  emphasis,  support,  work  facilitation,  and  inter- 
action facilitation.  Another  theory  emphasizes  authentic 
behavior.  Administrative  skills  are  closely  related  to 
the  behavior  and  provisions  mentioned  above  but  em- 
phasis is  placed  on  the  ability  to  keep  the  adminis- 
trative machinery  functioning  so  that  the  primary  tasks 
of  the  organization  are  achieved. 

To  be  effective  as  leaders  capable  of  using  a problem- 
solving approach  to  their  tasks,  physicians  in  lead  roles 
will  discover,  or  learn,  or  might  want  to  be  taught  to 
deal  with  their  information  needs,  need  for  skills,  con- 
cerns for  values,  and  the  situation  in  which  they  are 
operating. 

Several  organization  development  theories  have  been 
used  in  an  experiment  in  a biomedical  research  institute 
that  is  part  of  a medical  center.  The  organization  study 
follows  a model  for  planned  change  in  research  labs 
that  might  be  useful,  also,  to  physicians  in  their  various 
jobs  settings. 

20.  Erythrocytosis  with  Normal  Blood  Gas  Values: 
Secondary  and  Familial  Erythrocytosis. 

Robert  D.  Lange,  M.D.,  F.A.C.P.,  University  of  Ten- 
nessee Memorial  Research  Center,  U.T.  Center  for  the 
Health  Sciences,  Knoxville. 

In  the  classification  of  erythrocytosis  associated  with 
normal  blood  gas  values,  three  subclasses  emerge: 
I.  Primary  Polycythemia,  II.  Secondary  Polycythemia, 
and  III.  Familial  Polycythemia.  The  clinical  and  diag- 
nostic parameters  of  primary  polycythemia  are  well 
known.  It  is  the  purpose  of  this  report  to  present 
some  observations  on  secondary  and  familial  poly- 
cythemia in  regard  to  their  diagnosis,  pathogenesis, 
and  treatment. 

The  secondary  polycythemias  are  usually  due  to 
increased  erythropoietin  production.  This  is  usually 
associated  with  pharmacologic  agents  or  disease  states. 
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Included  in  the  pharmacologic  agents  are:  (1)  cobalt, 
(2)  androgens,  (3)  endocrines,  (4)  vasoactive  ma- 
terials, and  (5)  miscellaneous  compounds  such  as  the 
prostaglandins  and  llcAMP,  Among  the  tissues  involved 
in  inappropriate  erythropoietin  production  are:  (1) 

renal — the  prototype  being  hypernephroma,  (2)  central 
nervous  system,  (3)  liver,  (4)  endocrine  organs,  and 
(5)  a miscellaneous  group. 

Familial  erythrocytoses  are  caused  by  two  types  of 
genetic  transmission.  In  the  dominant  mode  of  in- 
heritance the  hemoglobinopathies  are  predominant. 
They  are  mainly  beta  chain  abnormalities.  However, 
at  least  two  alpha  chain  abnormalities  have  been  de- 
scribed. Some  forms  of  dominant  inheritance  associated 
with  erythrocytosis  occur  without  an  associated  hemo- 
globin change.  The  recessive  form  is  found  only  in 
sibs  rather  than  in  several  generations.  At  least  three 
families  with  this  abnormality  have  been  described, 
and  it  is  believed  that  they  may  have  a cellular  defect 
in  the  regulation  of  erythropoietin  production. 

By  presenting  these  less  well  known  forms  of  erythro- 
cytoses it  serves  to  call  attention  to  the  differential 
diagnosis  and  pathogenesis  of  the  different  forms  of 
these  disorders. 

21.  Hypopituitarism— A Complication  of  Diabetes. 

William  W.  Winternitz  and  Larry  D.  Olson,  Depart- 
ment of  Medicine,  University  of  Kentucky  Medical 
School. 

Hypopituitarism  is  a rarely  reported  accompaniment 
of  diabetes  mellitus.  Autopsy  studies  indicate,  however, 
that  pituitary  lesions  are  ten  times  more  common  in 
diabetics  than  in  non-diabetics.  Three  cases  of  diabetes 
with  spontaneous  hypopituitarism  are  reported.  We  be- 
lieve that  clinically  important  hypopituitarism  may  oc- 
cur more  commonly  than  is  suspected  in  diabetics  and 
that  the  diagnosis  should  be  sought  more  aggressively. 

22.  Pure  Red  Cell  Aplasia  (PRCA):  Presence  of 
Proerythroblasts  and  Response  to  Splenec- 
tomy. 

S.  D.  Zaentz,  (Member),  and  S.  B.  Krantz,  F.A.C.P. 
Depts.  of  Medicine,  Vanderbilt  University  School  of 
Medicine  and  Veterans  Administration  Hospital.  Nash- 
ville. Tennessee. 

PRCA  is  an  anemia  associated  with  a selective  ab- 
sence or  hypoplasia  of  all  marrow  erythroblasts.  An 
immune  pathogenesis  for  some  cases  of  PRCA  is  sug- 
gested by  the  demonstration  of  an  antibody  or  immune 
complex  that  is  cytotoxic  for  erythroblasts.  A patient 
has  now  been  studied  whose  marrow  had  an  abundance 
of  proerythroblasts  but  an  almost  complete  absence  of 
later  erythroid  precursors.  Her  marrow  showed  an  in- 
crease in  hemoglobin  synthesis  in  vitro  in  response  to 
erythropoientin  when  separated  from  her  own  plasma. 
This  in  vitro  incubation  also  led  to  the  morphological 
differentiation  of  mature  erythroblasts  indicating  that 
this  increase  reflected  an  actual  increase  in  erythro- 
poiesis.  A pretreatment  plasma  sample  contained  an 
antibody  or  immune  complex  cytotoxic  for  erythro- 
blasts. Immunosuppressive  therapy  with  cyclophospha- 
mide and  prednisone  did  not  result  in  an  increase  in 
the  reticulocyte  count  or  in  a change  in  marrow  mor- 


phology but  was  associated  with  a loss  of  the  plasma 
cytotoxic  activity.  Splenectomy  was  then  performed. 
A reticulocytosis  occurred  seven  weeks  later  and  the 
patient  has  subsequently  remained  in  complete  re- 
mission. This  study  indicates  that  the  anemia  associ- 
ated with  the  presence  of  abundant  proerythroblasts 
and  the  absence  of  later  erythroblasts  in  the  marrow 
may  have  the  same  pathogenesis  as  PRCA  and  that 
splenectomy  may  be  beneficial  when  immunosuppressive 
drugs  have  not  produced  a remission. 

23.  Ondeine’s  Curse— Idiopathic  Central  Hypo- 
ventilation. 

Leon  J.  Bogartz,  Knoxville,  Tennessee. 

A twelve-year-old  presented  to  the  U.  T.  Medical 
Research  Hospital  referred  by  his  pediatrician  because 
of  recurrent  respiratory  infections.  Evaluation  on  sev- 
eral occasions  revealed  this  young  man  to  have  acute 
bronchitis  and  acute  respiratory  failure  characterized 
by  severe  hypoxemia  and  moderately  severe  hyper- 
carbia.  Careful  examination  revealed  no  evidence  of 
congenital  heart  disease  or  a structural  abnormality 
to  the  lungs.  Evaluation  revealed  significant  failure  of 
the  central  respiratory  drive.  No  improvement  in  the 
level  of  alveolar  ventilation  could  be  accomplished. 
In  the  absence  of  organic  airway  disease  or  other 
causes  of  alveolar  hypoventilation  this  patient  is  then 
classifiable  as  having  idiopathic  central  alveolar  hyper- 
ventilation. After  careful  study,  he  was  referred  to  the 
Yale-New  Haven  Medical  Center  where  he  underwent 
the  placement  of  a phrenic  nerve  pacemaker  for  uni- 
lateral diaphragmatic  pacing.  A brief  review  of  the 
control  of  respiration,  differential  diagnostic  considera- 
tions, and  the  present  state  of  the  available  therapeutic 
modalities  is  discussed. 

24.  Acute  Respiratory  Failure  Incident  to  Viral 
Influenza  Pneumonia. 

Leon  J.  Bogartz,  Knoxville,  Tennessee. 

Epidemic  occurence  of  viral  influenza  has  been  seen 
to  produce  several  complications,  the  most  important  of 
which  is  severe  respiratory  distress  related  to  viral 
pneumonitis.  Extensive  viral  injury  to  the  tracheal  bron- 
chial tree  and  lung  parenchyma  may  lead  to  a progres- 
sive state  of  pulmonary  insufficiency  indistinguishable 
from  other  causes  of  the  acute  respiratory  distress 
syndrome.  Nine  patients  are  reported,  seen  during 
the  epidemics  of  1971-1972,  1974-1975.  from  the  area 
surrounding  Knoxville,  Tennessee.  Discussion  of  uni- 
fying symptoms  and  findings,  as  well  as  approach  to 
evaluation  and  treatment  is  discussed.  Special  notation 
of  the  incidence  of  acute  oliguric  renal  failure  and 
its  severe  prognostic  implication  is  made.  A brief  discus- 
sion of  histologic  findings,  pathophysiology  is  included 
in  discussion. 

25.  Uremic  Pericarditis:  A Prospective  Echocar- 
diographic  and  Clinical  Study. 

Taylor  M.  Wray,  M.D.,  and  William  J.  Stone,  M.D., 
Veterans  Administration  Hospital  and  Vanderbilt  Uni- 
versity School  of  Medicine,  Nashville,  Tennessee. 

Forty-five  patients  with  chronic  renal  failure  (CRF) 
who  were  potential  candidates  for  chronic  hemodialysis 
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were  evaluated  at  the  initiation  of  hemodialysis  (HD) 
both  echocardiographically  and  clinically  for  the  pres- 
ence of  pericarditis  (group  A).  Twenty-five  patients 
had  no  pericardial  rub  and  a negative  echo  (subgroup 
A 1);  six  patients  had  no  rub  but  technically  unsatis- 
factory echo  studies  (subgroup  A 2);  six  patients  had 
no  rub  but  had  congestive  heart  failure  and  an  echo 
which  was  positive  for  pericardial  effusion  (subgroup 
A 3);  eight  patients  had  definite  pericarditis  with  a 
rub  and  a positive  echo  (subgroup  A 4).  Additionally 
three  patients  already  undergoing  chronic  hemodialysis 
developed  pericarditis  (rub  and  positive  echo)  during 
this  period  (group  B).  Hemodialysis  had  been  started 
electively  in  22  of  25  patients  in  subgroup  A 1.  HD  was 
instituted  on  a semi-emergent  basis  for  various  compli- 
cations of  uremia  in  all  eight  of  the  patients  in  sub- 
group A 4.  In  6 of  8 patients  in  this  subgroup  peri- 
carditis resolved  with  dialysis.  During  this  period  three 
patients  (one  in  subgroup  A 4,  two  in  group  B)  re- 
quired pericardiectomy  for  tamponade. 

It  is  concluded  that:  (a)  the  incidence  of  uremic 

pericarditis  can  be  significantly  reduced  by  carefully 
following  patients  with  CRF  in  the  pre-uremic  state 
and  by  the  elective  initiation  of  HD  in  these  patients; 

(b)  hemodialysis  usually  will  promote  resolution  of 
uremic  pericarditis  in  previously  undialyzed  patients; 

(c)  pericarditis  which  occurs  in  patients  already  on 
HD  may  not  resolve  as  readily  as  in  previously  un- 
dialyzed patients;  (d)  echocardiography  is  a sensitive 
and  easily  repeated  test  in  the  evaluation  of  patients 
with  suspected  uremic  pericarditis. 

26.  Carbenicillin  Therapy  in  Renal  Insufficiency. 

Derrick  L.  Latos,  M.D.,  Charles  S.  Bryan,  M.D.,  and 
William  J.  Stone,  M.D.,  F.A.C.P.,  VA  Hospital  and 
Vanderbilt  University  School  of  Medicine,  Nashville, 
Tennessee. 

A 30-year-old  black  male  with  renal  insufficiency 
developed  lethargy  and  a bleeding  diathesis  while 
receiving  carbenicillin.  Both  symptoms  resolved  after 
discontinuation  of  carbenicillin,  associated  with  a de- 
crease in  serum  carbenicillin  levels  from  250  ug/ml 
to  less  than  1.5  ug/ml.  Dose-related  (blood  level- 
related)  toxicity  of  carbenicillin  includes  platelet  dys- 
function causing  a bleeding  diathesis,  neurotoxicity, 
hypokalemic  alkalosis,  sodium  overload,  and  granu- 
locytopenia. Patients  with  renal  insufficiency  are  par- 
ticularly susceptible  to  developing  high  blood  levels 
and  these  complications. 

A method  is  given  for  calculating  the  daily  mainte- 
nance dose  of  carbenicillin  to  achieve  any  desired 
serum  concentration,  based  on  the  endogenous  creatinine 
clearance  (Ccr)  (ml/min,  not  corrected  for  body  sur- 
face area).  A nomogram  relating  Ccr  (X)  to  the  plasma 
clearance  of  carbenicillin  (Ccarb)  (Y)  was  derived 
from  constant  rate  infusions  in  28  patients  (9  controls, 
19  with  renal  insufficiency):  Y = 10.4  -f  0-68  x (r= 
0.97,  p<0.001).  The  24  hour  maintenance  dose  of  car- 
benicillin in  mg  is  obtained  by  the  product  of  Ccarb 
(ml/min)  and  the  desired  serum  concentration  (ug/ml) 
times  1.44.  The  method  has  been  shown  to  be  equally 
applicable  to  intermittent  therapy  at  desired  mean  serum 
concentrations  of  50,  100,  and  200  ug/ml,  for  Ccr 
0-148  ml/min. 
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27.  Antiarrhythmic  and  Pharmacokinetic  Prop- 
erties of  2-Amino-2”,  6’-Propionoxylidide  HCI 
(W-36095-HCI,  Astra)  in  Man. 

Raymond  L.  Woosley,  Denis  G.  McDevitt,  Raphael  F. 
Smith,  Alan  S.  Nies,  Grant  R.  Wilkinson  and  John  A. 
Oates,  Vanderbilt  University  School  of  Medicine,  Nash- 
ville, Tennessee  37232. 

Eight  patients  with  stable  premature  ventricular 
contractions  (PVC’s)  were  given  single  oral  doses  of 
W-36095-HC1  (Astra).  Five  of  7 patients  receiving 
200  mg  or  greater  demonstrated  60-100%  suppression 
of  their  PVC’s.  An  elimination  t % of  14.7  ± 1.7  hrs 
served  as  a guide  for  subsequent  drug  administration 
in  nine  similar  patients.  Loading  doses  were  given  with 
maintenance  doses  every  12  hours  and  increments  every 
48  hours.  Computer  analysis  of  12-hr  telemetric  ECG’s 
documented  effective  suppression  (64-93%)  in  7 of  10 
patients.  Those  subjects  demonstrating  suppression  were 
then  randomly  assigned  to  a cross-over  study  of  placebo 
or  active  drug  at  the  dosage  found  effective  in  the 
dose  ranging  phase  (dosages  were  from  0.4- 1.1  gm,  q. 
12  hr).  Comparison  of  the  two  5 day  periods  docu- 
mented 70-100%  suppression  in  these  7 patients.  Two 
additional  patients  with  recurrent  ventricular  tachycardia 
were  controlled  on  doses  of  400  and  800  mg  q.  12  hrs. 
Each  also  had  a significant  reduction  in  the  number 
of  PVC's  and  a subjective  increase  in  exercise  tolerance. 
No  serious  side  effects  or  undue  drug  accumulation  oc- 
curred during  the  study.  The  data  indicate  that  W- 
36095-HC1  in  twice  daily  doses  is  an  effective  treat- 
ment for  continuous  suppression  of  PVC’s  in  many 
patients. 

28.  Prostaglandin  Synthesis  in  Neoplastic  Disease 
and  Hypercalcemia. 

H.  W.  Seyberth,  J.  L.  Morgan,  B.  J.  Sweetman,  and 
J.  A.  Oates,  Vanderbilt  University,  Nashville,  Tennessee. 

It  has  been  suggested  that  prostaglandins,  in  par- 
ticular those  of  the  E series,  may  be  involved  in  the 
pathogenesis  of  hypercalcemia  in  patients  with  neo- 
plastic disease.  However,  increased  prostaglandin  pro- 
duction has  not  yet  been  demonstrated  in  these  patients. 
Prostaglandin  E biosynthesis  in  normo-  and  hyper- 
calcemic  male  patients  with  neoplasms  and  in  patients 
with  primary  hyperparathyroidism  has  been  assessed 
by  measuring  the  urinary  excretion  of  7a-hydroxy-5, 
1 1-diketotetranorprostane-l,  16-dioic  acid  (PGE-M), 
the  major  metabolite  of  PGE.  (hospitalized  control 
patients:  8.0  ± 1.0  ng/mg  creatinine  (cr).  The 

excretion  of  PGE-M  in  15  normocalcemic  cancer 

patients  was  18.3  ± 33  ng/mg  cr,  while  14  hyper- 
calcemic  cancer  patients  excreted  significantly  more 
PGE-M  in  the  urine:  82.2  ± 21.9  ng/mg  or  (p  < 
0.001).  The  mean  excretion  of  PGE-M  in  6 patients 
with  various  hematologic  neoplasms  and  6 patients 
with  primary  hyperparathyroidism  was  8.7  ± 2.4  ng/ 
mg  cr  and  5.1  ± 1.1  ng/mg  cr  respectively,  despite  a 
marked  hypercalcemia.  Four  hypercalcemic  cancer  pa- 
tients were  treated  with  aspirin  (3.0  to  4.8  g/day)  and 
two  with  indomethacin  (75  to  200  mg).  The  serum 

calcium  fell  from  13.4  ± 0.4  to  11.6  ± 0.6  mg  % 

after  4 to  7 days  of  treatment  (p  < 0.001)  associated 
with  a reduction  of  the  urinary  excretion  of  PGE-M 
into  the  normal  range,  from  75.4  ± 25.0  to  8.1 
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± 1.7  ng/mg  cr  (p  < 0.001).  These  findings  support 
the  concept  that  E prostaglandins  are  involved  in  the 
pathogenesis  of  hypercalcemia  associated  with  cancer. 

29.  Lack  of  Clinical  Usefulness  of  Glucose  Toler- 
ance Tests. 

Alan  L.  Graber,  M.D.,  Oscar  Crofford,  M.D.,  Nash- 
ville, Tennessee. 

The  oral  glucose  tolerance  test  has  been  used  to 
diagnose  so-called  reactive  hypoglycemia  extensively, 
and  this  diagnosis  has  been  fashionable  for  a number 
of  bizarre  complaints.  It  has  been  shown  that  spon- 
taneous hypoglycemia,  often  asymptomatic,  occurs  in 
up  to  ten  percent  of  healthy,  normal  individuals  when 
given  an  oral  glucose  tolerance  test.  Since  100  gm 
of  pure  glucose  is  seldom  ingested  during  the  course  of 
ordinary  activities,  it  is  an  unlikely  assumption  that 
blood  sugar  levels  obtained  during  this  test  actually 
occur  spontaneously  in  response  to  the  feeding  of 
usual  meals.  The  author  contends  that  many  patients 
who  have  the  diagnosis  of  reactive  hypoglycemia  es- 
tablished by  oral  glucose  tolerance  testing  are  prone 
to  attribute  many  symptoms  to  so-called  hypoglycemia, 
even  when  their  blood  sugars  are  normal,  and  illus- 
trative cases  will  be  presented.  A more  meaningful 
way  to  diagnose  this  problem  is  to  obtain  a blood 
sugar  whenever  the  patient  has  symptoms  which  he 
attributes  to  hypoglycemia,  while  he  is  ingesting  his 
usual,  every-day  diet. 

The  second  major  use  of  the  oral  glucose  tolerance 
test  is  to  make  a diagnosis  of  mild  diabetes  mellitus, 
when  the  fasting  blood  glucose  is  within  the  normal 
range.  There  is  little  clinical  usefulness  in  making 
this  diagnosis,  since  no  treatment  for  this  condition  is 
currently  available  or  of  proven  benefit,  and  many 
patients  suffer  social,  economic,  and  psychological 
consequences  from  this  diagnosis. 

Illustrative  cases  will  be  presented.  If  the  patient 
has  symptoms  of  diabetes  or  one  of  its  complications, 
then  fasting  or  random  blood  glucose  would  usually 
be  elevated.  If  an  oral  glucose  tolerance  test  is  re- 
quired to  establish  the  diagnosis  of  diabetes,  it  does 
not  usually  explain  the  symptoms,  since  other  important 
diseases  may  be  concurrently  overlooked. 

30.  Arterial  Blood  Gases  During  Gastroscopy. 

Randolph  McCloy,  F.A.C.P.,  William  A.  Potter,  M.D., 
William  H.  Sutherland,  (Member),  Baptist  Memorial 
Hospital,  Memphis,  Tennessee. 

This  is  a study  conducted  to  determine  arterial  oxy- 
genation during  gastroscopy  in  normal  adults  and  in 
patients  with  lung  disease. 

A total  of  36  patients  requiring  endoscopy  were 
divided  into  two  groups,  classified  as  abnormal  or 
normal  by  history,  chest  x-ray,  and  pulmonary  func- 
tion studies.  Each  group  was  then  divided  into  two 
subgroups;  one  underwent  endoscopy  with  intravenous 
Valium,  and  the  other  with  local  anesthesia  only.  Ar- 
terial blood  gases  were  drawn  prior  to  procedure  as 
a control,  again  after  administration  of  Valium,  and 
after  intubation. 

In  the  normal  group  with  Valium.  70%  had  a de- 
crease in  the  PO.,  >5mmHg.  after  intravenous  Valium. 
After  intubation  70%  had  an  increase  in  PO.,. 


In  the  abnormal  group  with  Valium,  66.7%  had 
decrease  in  the  PO.,  >5mmHg.  with  administration 
of  Valium.  After  intubation  14%  had  an  increase  in 
P02. 

In  the  normal  group  without  Valium,  none  had  a 
decrease  in  the  PO.,  >5mmHg. 

In  the  abnormal  group  without  Valium,  60%  had  a 
decrease  in  the  P02  >5mmHg.  during  procedure. 

Conclusions:  1)  Intravenous  Valium  decreases  P02 
in  normal  and  abnormal  populations  more  than  intuba- 
tion. 2)  P02  in  normal  populations  does  not  decrease 
during  gastroscopy,  whereas  in  the  abnormal  population 
the  PO.,  is  unchanged  or  may  be  decreased. 

31.  Reversible  Heart  Block  and  Vascular  Ischemia 
in  Primary  Hyperoxaluria. 

B.  J.  Kelley,  M.D.,  C.  T.  Langford,  M.D.,  Thomas 
W.  Meriwether,  M.D.,  Daniel  H.  Boone,  III,  Memphis, 
Tennessee. 

Complete  heart  block  and  vascular  insufficiency  to 
the  extremities  are  recognized  complications  in  primary 
hyperoxaluria. 

The  vascular  insufficiency  with  gangrenous  extremities 
has  been  a contributing  factor  in  the  death  of  some 
patients. 

Reversal  of  complete  heart  block  has  not  previously 
been  seen. 

A patient,  B.  C.,  with  known  primary  hyperoxaluria 
presented  with  oliguric  renal  failure,  complete  heart 
block,  and  severe  arterial  vascular  insufficiency.  The 
heart  block  and  vascular  insufficiency  reversed  with 
dialysis  but  recurred  when  the  interdialysis  period  was 
extended.  The  changes  reversed  again  with  dialysis. 
The  patient  is  maintained  in  a good  state  with  frequent 
dialysis  and  large  doses  of  pyridoxine. 

The  clinical  course  and  oxalate  clearance  will  be 
reported. 

32.  Aspects  of  Cardiopulmonary  Resuscitation:  I. 
Geographical  and  Temporal  Trends  and  Their 
Significance. 

Robert  L.  Cossman,  M.D.,  Michael  D.  Wilons,  M.D., 
Arthur  T.  Hurst,  Jr.,  M.D.,  James  F.  Allbritten,  M.D., 
John  R.  Austin,  M.D.,  and  Pervis  Milnor,  Jr..  M.D., 
Memphis,  Tennessee. 

Approximately  4,000  cardiopulmonary  resuscitative 
efforts  have  been  carried  out  over  an  eight  year  period. 
Each  resuscitative  effort  has  been  described  according 
to  a prospective  questionnaire  identifying  precipitating, 
contributing,  complicating  and  similar  aspects  of  both 
the  emergency,  the  type  of  treatment  and  the  results. 
Information  so  obtained  has  been  adapted  for  computer 
analysis. 

Certain  definite  trends  have  been  identified  as  to  the 
geographical  location  and  temporal  occurence  of  such 
cardiopulmonary  arrests.  The  factors  contributing  to 
the  location  and  timing  of  these  emergencies  and  the 
implications  as  to  the  avoidance  and  management  will 
be  discussed. 

33.  Aspects  of  Cardiopulmonary  Resuscitation:  II. 
Clinical  Conditions  Associated  With  Cardio- 
pulmonary Arrest. 

Michael  W.  Wilons,  M.D.,  James  F.  Allbritten,  M.D., 
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Arthur  T.  Hurst,  Jr.,  M.D.,  Robert  L.  Cossman,  M.D., 
John  R.  Austin,  M.D.,  and  Pervis  Milnor,  Jr.,  M.D., 
Memphis,  Tennessee. 

Approximately  4,000  cardiopulmonary  resuscitative 
efforts  have  been  carried  out  over  an  eight  year  period. 
Each  resuscitative  effort  has  been  described  according 
to  a prospective  questionnaire  identifying  precipitating, 
contributing,  complicating  and  similar  aspects  of  both 
the  emergency,  the  type  of  treatment  and  the  results. 
Information  so  obtained  has  been  adapted  for  computer 
analysis. 

Certain  clinical  conditions  have  been  found  to  be 
associated  with  cardiopulmonary  arrest  with  great 
frequency.  Although  some — such  as  acute  myocardial 
infarction,  head  injury,  respiratory  failure,  thoracic 
surgery  and  uremia — were  to  be  expected,  others  were 
quite  unexpected.  The  identification  of  premonitory 
signs  and  precipitating  factors  as  well  as  remedial 
measures  will  be  discussed. 

34.  Aspects  of  Cardiopulmonary  Resuscitation:  III. 
Factors  Determining  Success  or  Failure  of  the 
Resuscitative  Effort. 

John  R.  Austin,  M.D.,  Michael  D.  Wilons,  M.D.,  James 
F.  Allbritten,  M.D.,  Arthur  T.  Hurst,  Jr.,  M.D.,  Robert 
L.  Cossman.  M.D.,  and  Pervis  Milnor,  Jr.,  M.D., 
Memphis,  Tennessee. 

Approximately  4,000  cardiopulmonary  resuscitative 
efforts  have  been  carried  out  over  an  eight  year  period. 
Each  resuscitative  effort  has  been  described  according 
to  a prospective  questionnaire  identifying  precipitating, 
contributing,  complicating  and  similar  aspects  of  both 
the  emergency,  the  type  of  treatment  and  the  results. 
Information  so  obtained  has  been  adapted  for  computer 
analysis. 

Of  these  approximately  4.000  resuscitative  efforts, 
the  majority  have  been  at  least  initially  successful;  a 
small  but  real  minority  have  permitted  the  victims  to 
leave  the  hospital  in  a physical  condition  as  good  as 
that  which  existed  prior  to  hospitalization.  Although 
age  and  clinical  diagnosis  might  be  expected  to  be  the 
dominant  determining  factors  in  success  or  failure  of 
the  resuscitative  effort,  this  has  not  been  found  to  be 
so.  The  various  factors  contributing  to  success  will 
be  identified  and  the  implications  as  to  prophylaxis 
and  treatment  will  be  discussed. 

35.  Aspects  of  Cardiopulmonary  Resuscitation:  IV. 
Cardiopulmonary  Resuscitation  in  the  Emer- 
gency Room. 

James  F.  Allbritten,  M.D.,  Michael  D.  Wilons,  M.D., 
Robert  L.  Cossman,  M.D.,  Arthur  T.  Hurst,  Jr.,  M.D., 
John  R.  Austin,  M.D.,  and  Pervis  Milnor,  Jr.,  M.D., 
Memphis,  Tennessee. 

Approximately  4,000  cardiopulmonary  resuscitative 
efforts  have  been  carried  out  over  an  eight  year  period. 
Each  resuscitative  effort  has  been  described  according 
to  a prospective  questionnaire  identifying  precipitating, 
contributing,  complicating  and  similar  aspects  of  both 
the  emergency,  the  type  of  treatment  and  the  results. 
Information  so  obtained  has  been  adapted  for  computer 
analysis. 

Cardiopulmonary  resuscitation  in  the  emergency 
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room  may  be  immediately  divided  into  those  patients 
who  arrive  in  the  emergency  room  “DOA”  and  those 
patients  whose  cardiopulmonary  arrest  occurs  after  ar- 
rival in  the  emergency  room.  For  those  who  arrive 
“DOA”  observations  and  implications  relative  to  pre- 
hospital management  and  experiences  with  the  newly 
instituted  system  of  trained  ambulance  attendants  will 
be  discussed.  Similarly,  the  identification  of  those  pa- 
tients at  risk  of  cardiopulmonary  arrest  in  the  emergen- 
cy room  will  be  discussed. 

36.  Aspects  of  Cardiopulmonary  Resuscitation:  V. 
Long-term  Survival  Following  Cardiopulmonary 
Resuscitation. 

Michael  D.  Wilons,  M.D.,  James  F.  Allbritten,  M.D., 
Arthur  T.  Hurst,  Jr.,  M.D.,  Robert  L.  Cossman,  M.D., 
John  R.  Austin,  M.D.,  and  Pervis  Milnor,  Jr.,  M.D., 
Memphis,  Tennessee. 

Approximately  4,000  cardiopulmonary  resuscitative 
efforts  have  been  carried  out  over  an  eight  year  period. 
Each  resuscitative  effort  has  been  described  according 
to  a prospective  questionnaire  identifying  precipitating, 
contributing,  complicating  and  similar  aspects  of  both 
the  emergency,  the  type  of  treatment  and  the  results. 
Information  so  obtained  has  been  adapted  for  computer 
analysis. 

It  has  been  apparent  since  the  advent  of  closed 
chest  cardiac  resuscitation  that  some  victims  of  such 
a disaster  would  be  able  to  survive  and  leave  the 
hospital  alive.  The  return  of  such  individuals  to  their 
former  activities  and  the  duration  of  life  without  dis- 
ability have  been  seen  in  a substantial  number  of  such 
patients.  The  numbers  of  such  patients,  the  degree  of 
disability  or  lack  of  it,  and  the  duration  of  life  after 
resuscitation,  all  will  be  discussed,  relative  to  the 
circumstances  of  the  arrest,  the  clinical  diagnosis,  etc. 

37.  Aspects  of  Cardiopulmonary  Resuscitation:  VI. 
Cardiopulmonary  Arrest  and  Acute  Myocardial 
Infarction;  Premonitory,  Precipitating  and 
Contributing  Factors. 

Arthur  T.  Hurst,  Jr.,  M.D.,  Michael  D.  Wilons,  M.D., 
James  F.  Allbritten.  M.D.,  Robert  L.  Cossman,  M.D., 
John  R.  Austin,  M.D..  and  Pervis  Milnor,  Jr.,  M.D., 
Memphis,  Tennessee. 

Approximately  4.000  cardiopulmonary  resuscitative 
efforts  have  been  carried  out  over  an  eight  year  period. 
Each  resuscitative  effort  has  been  described  according 
to  a prospective  questionnaire  identifying  precipitating, 
contributing,  complicating  and  similar  aspects  of  both 
the  emergency,  the  type  of  treatment  and  the  results. 
Information  so  obtained  has  been  adapted  for  computer 
analysis. 

Although  cardiopulmonary  arrest  is  an  obvious  ter- 
minal event  in  patients  with  intractable  pump  failure  in 
acute  myocardial  infarction,  it  also  occurs  in  other 
patients  where  the  degree  of  myocardial  infarction 
damage  is  not  so  great.  The  contribution  and  relation- 
ship of  the  type  of  arrhythmia,  enzymatic  abnormality, 
previous  cardiac  disease,  associated  clinical  disorders, 
promptness  and  adequacy  of  resuscitative  effort,  etc., 
will  all  be  discussed. 
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38.  Saralasin  Acetate  in  the  Recognition  of  Angio- 
tensinogenic  Hypertension 

H.  M.  Wilson,  J.  P.  Wilson,  G.  W.  Liddle.  P.  E.  Slaton 
and  J.  W.  Hollifield,  Vanderbilt  University,  Nashville. 
Tennessee. 

Saralasin  acetate  (P-113)  is  a potent  antagonist  of 
the  vaso-constrictive  action  of  angiotensin  II  and  pro- 
duces a fall  in  blood  pressure  (BP)  in  patients  with 
angiotensin-dependent  hypertension.  Twenty-four  pa- 
tients received  P-113  infusions  in  a prospective  study 
evaluating  P-113  as  a screening  tool  in  the  recognition 
of  functionally  significant  renovascular  disease.  Renal 
arteriography,  rapid  sequence  excretory  urography, 
renal  vein  renin  activity,  and  peripheral  renin  activity 
(PRA)  were  evaluated  in  each  patient.  A positive  BP 
response  to  P-113  was  defined  as  a fall  of  15  mmHg  in 
systolic  BP  and  10  mmHg  in  diastolic  BP.  A renal 
vein  renin  ratio  of  greater  than  1.5  is  indicative  of 
functionally  significant  renal  artery  stenosis. 

Six  patients  had  clear  evidence  of  angiotensinogenic 
hypertension.  Although  excretory  urography  was  normal 
in  one,  all  had  arteriographic  lesions.  Renal  vein  renin 
activity  was  high  and  lateralized  to  the  side  of  the 
predominant  arteriographic  lesion  in  four.  One  patient 
had  bilateral  arteriographic  lesions  in  association  with 
very  high  bilateral  renal  vein  renin  activity  (25  to  50 
ng/cc/hour).  One  patient  had  extremely  high  renin 
activity  (greater  than  50  ng/cc/hour)  in  venous  blood 
from  a single  transplanted  kidney.  PRA  was  greater 
than  10  ng/cc/hour  in  all  six  patients,  and  all  re- 
sponded to  P-113  infusion. 

Seven  patients  had  no  evidence  of  angiotensinogenic 
hypertension.  All  had  normal  arteriograms,  no  laterali- 
zation of  renal  vein  renin  activity,  and  normal  or  low 
PRA  ( 1 .22=1=0.49 ) (mean±SEM).  None  responded  to 
P-113. 

The  remaining  eleven  patients  had  positive  arteri- 
ograms but  less  clear  evidence  of  angiotensin-dependent 
hypertension.  Three  of  these  patients  responded  to 
P-113.  None  of  these  three  responders  had  lateralizing 
renal  vein  renins  or  clearly  elevated  PRA.  but  bilateral 
renal  vein  renin  activity  was  markedly  elevated  in  one 
(30-40  ng/cc/hour).  Two  patients  with  documented 
spironolactone-responsive  low-renin  hypertension  failed 
to  respond  to  P-113  despite  definite  lesions  on  arteri- 
ography. 

Conclusion:  P-113  responsiveness,  indicative  of  angio- 

tensinogenic hypertension,  suggests  the  presence  of  sig- 
nificant renovascular  lesions  and  is  associated  with 
elevation  of  PRA.  P-113  testing  is  a useful  noninvasive 
screening  test  for  the  recognition  of  significant  renovas- 
cular hypertension. 

39.  Disseminated  Intravascular  Coagulation:  Fac- 
tors Determining  Diagnostic  and  Therapeutic 
Approach  in  Patients  with  Infections. 

Jacek  Hawiger,  M.D.,  Department  of  Medicine,  Van- 
derbilt University  and  VA  Hospital.  Nashville,  Ten- 
nessee 37232. 

The  Syndrome  of  Disseminated  Intravascular  Co- 
agulation (DIC)  is  most  frequently  associated  with 
infections.  Analysis  of  50  patients  revealed  that  DIC 
occurred  in  cases  of  infections  of  bacterial,  rickettsial. 


and  fungal  etiology.  However,  the  occurrence  of  DIC 
in  bacteremia  due  to  gram-negative  rods  was  prevail- 
ing. Diagnosis  of  DIC  was  based  on  clinical  and 
laboratory  criteria.  Clinical  criteria  included  bleeding 
tendency  with  or  without  hypotension.  Laboratory  cri- 
teria included  thrombocytopenia  (relative  or  absolute); 
prolongation  of  prothrombin  time,  and  quantitative 
evidence  of  enhanced  fibrinolysis  manifest  by  increased 
amounts  of  degradation  products  of  fibrinogen  and 
fibrin  measured  by  the  staphylococcal  clumping  test.  On 
the  basis  of  these  criteria  patients  were  classified  into 
two  groups:  clinical  and  subclinical  DIC.  Clinical  DIC 
was  diagnosed  in  patients  fulfilling  both  clinical  and 
laboratory  criteria.  Subclinical  DIC  was  diagnosed  in 
patients  who  fulfilled  two  or  more  laboratory  criteria. 
Among  patients  with  clinical  DIC  three  presented  with 
Purpura  Fulminans  as  the  extreme  form  of  the  DIC 
syndrome.  Therapy  of  DIC  in  both  groups  was  based 
on  etiologic  approach  to  eliminate  the  causative  in- 
fection by  institution  of  antibiotic  therapy  specifically 
directed  against  the  infecting  organism  and  surgical 
drainage  when  indicated.  The  pathogenetic  approach 
to  therapy  was  applied  using  heparin  to  block  intra- 
vascular generation  and  clotting  activity  of  thrombin. 
This  approach  was  used  only  in  patients  with  clinical 
DIC  since  the  majority  of  patients  with  subclinical 
DIC  recovered  after  efficient  etiologic  treatment.  The 
most  consistent  prognostic  factor  determining  the  out- 
come of  DIC  was  the  time  elapsing  from  the  occur- 
rence of  the  symptoms  and  signs  of  causative  infection 
until  the  institution  of  specific  antimicrobial  therapy. 

40.  Lethal  Cardiac  Arrhythmias  in  the  Prolapsing 
Valve  Syndrome. 

Herman  D.  Sorensen.  M.D..  and  Raphael  F.  Smith, 
M.D.,  F.A.C.P.,  Vanderbilt  University  School  of  Medi- 
cine, Nashville,  Tennessee  37232. 

The  syndrome  of  prolapse  of  the  posterior  leaflet 
of  the  mitral  valve  (Barlow's  syndrome)  is  commonly 
encountered  in  the  practice  of  cardiology  although  the 
exact  prevalence  in  the  population  is  not  known.  The 
characteristic  physical  findings  are  a midsystolic  click 
and  a late  systolic  murmur.  Physiological  and  pharma- 
cological maneuvers  alter  the  temporal  relationship  be- 
tween the  click,  the  murmur,  and  other  events  of  the 
cardiac  cycle.  The  symptoms  commonly  present  are 
nonspecific  and  include  chest  pain,  palpitation,  dyspnea, 
and  fatigue.  Nonspecific  electrocardiographic  abnor- 
malities may  also  occur.  The  echocardiogram  shows 
a characteristic  posterior  motion  of  the  mitral  valve 
during  systole  and  prolapse  of  the  posterior  leaflet  is 
seen  on  left  ventricular  angiography. 

Ventricular  and  supraventricular  arrhythmias  are 
common  in  this  syndrome.  Usually  they  are  benign 
but  serious  ventricular  tachyarrhythmias  and  sudden 
death  have  been  reported.  The  cardiac  arrhythmias, 
both  ventricular  and  supraventricular,  are  frequently 
refractory  to  treatment.  Several  mechanisms  for  the 
genesis  of  the  arrhythmias  have  been  postulated.  These 
include:  (1)  Increased  automaticity  of  the  mitral  valve 
tissue  due  to  stretching;  (2)  Mechanical  stimulation 
of  the  ventricular  tissue  due  to  the  early  diastolic 
dumping  from  the  distended  mitral  leaflet;  (3)  Irrita- 
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bility  of  the  papillary  muscle  due  to  increased  stretch 
from  the  prolapsing  leaflet. 

Lethal  cardiac  arrhythmias  have  developed  in  two 
of  our  patients  with  Barlow’s  syndrome.  One,  age 
54,  died  suddenly  at  home  and  at  autopsy  no  myo- 
cardial infarction  or  significant  coronary  disease  was 
present.  The  other,  age  37,  had  ventricular  fibrillation 
at  home  and  was  brought  to  the  Emergency  Room  of  a 
community  hospital  and  successful  resuscitation  was 
performed.  During  the  first  48  hours  there  was  evi- 
dence of  ventricular  ectopy  which  subsided  while  he 
was  in  the  hospital.  He  was  referred  to  Venderbilt 
where  echocardiography  and  cardiac  catheterization 
showed  typical  prolapse  of  the  posterior  leaflet  of  the 
mitral  valve.  The  coronary  arteries  were  normal.  He 
was  monitored  continuously  but  had  no  ventricular 
arrythmias  while  at  rest.  However,  he  had  ventricular 
bigeminy  during  the  recovery  phase  of  a treadmill  test. 
He  was  treated  with  propranolol  in  gradually  increasing 
dosages  until  beta  adrenergic  blockade  was  attained. 
However,  complete  suppression  of  the  postexercise 
arrhythmia  was  not  achieved  until  quinidine  was  added 
to  the  regimen. 

The  purpose  of  this  report  is  to:  (1)  Direct  attention 
to  the  potentially  serious  nature  of  the  cardiac  ar- 
rhythmias associated  with  Barlow's  syndrome;  (2)  To 
discuss  the  mechanisms  and  therapy  of  these  arrhyth- 
mias; (3)  To  illustrate  how  exercise  testing  aids  in  the 
management  of  arrhythmias. 

41.  Combined  Azothioprin  Steroid  Therapy  of  Re- 
current Crohn’s  Disease. 

Richard  O.  Bicks,  M.D.,  Baptist  Memorial  Hospital, 
Memphis,  Tennessee. 

Eighteen  patients  were  treated  prospectively  with 
combined  Azothioprin  Prednisone  therapy  for  recur- 
rent Crohn’s  disease.  All  had  either  1)  inoperable 
small  bowel  diseases,  2)  recurrent  disease  within 
twelve  months  of  extirpative  surgery,  3)  steroid  failures 
as  defined  by  a dose  of  greater  than  30  mg  daily 
for  over  twelve  months,  or  4)  any  combination  of 
these  factors.  All  were  given  2.5  mg  per  kg  body 
weight  of  Azothioprin  as  well  as  Prednisone,  anti- 
spasmotics.  Cholestyramine,  and  insoluable  Sulfa  drugs 
as  needed. 

Twelve  of  eighteen  patients  completed  a two-year 
course  with  decreasing  doses  of  steroids  and  were 
found  to  be  free  of  disease  by  intensive  study  including 
colonoscopies  in  several.  Four  continue  on  therapy  with 
the  disease  under  clinical  control.  One  patient  relapsed 
violently  within  four  months  of  stopping  Azothioprin. 
No  evidence  of  toxicity  was  found.  Skin  tests  for 
delayed  hypersensitivity  remained  positive  during 
Azothioprin  therapy  but  sophisticated  tests  showed 
moderate  immunosuppression.  The  length  of  follow-up 
is  too  short  but  the  data  suggests  that  Azothioprin 
has  a place  in  the  management  of  recurrent  Crohn’s 
disease,  particularly  ileocolitis  recurrent  after  removal 
of  inflammatory  masses. 

42.  Deleted  at  author’s  request. 

43.  Office  Management  of  Metastatic  Carcinoma  of 
the  Breast. 

Jack  M.  Batson,  M.D.,  Nashville,  Tennessee. 

A personal  series  of  24  patients  has  been  handled 
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primarily  on  an  outpatient  basis  using  a weekly  treat- 
ment schedule  of  Methotrexate,  Cytoxan,  5 Fluorouracil, 
Vincristin,  and  Prednisone.  Twelve  of  eighteen  patients 
(67%)  had  remissions  lasting  from  five  to  thirty-three 
months.  The  main  complication  was  Herpes  Zoster  in 
four  of  eighteen  patients.  Hormonal  manipulation  was 
also  used  in  selected  cases.  The  duration  of  survival 
in  this  series  is  related  more  to  the  disease  free  interval 
from  mastectomy  to  first  sign  of  metastasis  than  to  age 
of  the  patient  at  time  of  mastectomy.  Prophylactic 
chemotherapy  following  mastectomy  with  involved 
nodes  has  been  proven  to  be  efficacious. 

44.  Anterior  Infarctional  Changes  Occurring  Dur- 
ing Mid  and  Late  Ventricular  Activation  De- 
tectable Only  By  Surface  Mapping  Techniques. 

Nancy  C.  Flowers,  Leo  G.  Horan,  Jennifer  C.  Johnson, 
and  R.  Chris  Hand,  University  of  Louisville  School  of 
Medicine,  Louisville,  Kentucky. 

This  study  compares  the  surface  potential  maps  of 
20  men,  13  to  28  days  after  an  acute  anterior  myo- 
cardial infarction,  with  those  of  30  normal  men.  Se- 
quential infarction  maps  from  each  patient  were  com- 
pared at  5 msec  intervals  with  the  mean  potential 
distribution  for  normal  subjects,  ± standard  deviations 
(2  SD).  Instances  in  which  abnormalities  occurred 
falling  outside  ± 2 SD  were  analyzed  as  to  location, 
duration,  and  intensity  against  the  expected  time  course 
of  ventricular  activation.  In  10  patients,  increased  non- 
vectorial  expression  plus  the  expected  protraction  of 
the  depth  and  size  of  the  anterior  sink  were  the  main 
evidences  of  the  recent  infarction.  In  10  others,  how- 
ever, long  after  the  expected  time  of  activation  of  the 
septum  and  anterior  free  wall,  significant  abnormalities 
occurred.  These  included  sustained  abnormal  late  posi- 
tive potentials  between  55  and  90  msec  after  QRS 
onset  centered  high  in  the  left  chest  between  the  xiphoid 
and  the  left  mid-scapular  line.  We  suggest  that  this  may 
represent  either  ( 1 ) significant  loss  of  previously  un- 
recognized cancellation  effect  or  (2)  late  excitation  of 
areas  which  had  been  protected  from  the  usual  route 
and  usual  time  of  ignition  by  the  intervening  zone  of 
ischemic  injury.  Whatever  the  ultimate  explanation, 
this  otherwise  detectable  abnormality  was  strikingly 
apparent  with  this  technique  of  analysis  and  display. 

45.  Rhabdomyolysis  and  Acute  Renal  Failure  Fol- 
lowing Acute  Alcohol  Intake. 

K.  K.  Arora,  J.  Melo.  D.  Nagar,  and  C.  Pengvanicb. 
Nephrology  Section,  Department  of  Medicine,  VA 
Hospital  and  University  of  Louisville  School  of  Medi- 
cine. 

Two  patients  (P)  developed  acute  rhabdomyolysis 
and  reversible  acute  renal  failure  following  heavy  al- 
cohol intake.  One  P— a 52-year-old  white  male  devel- 
oped myalgia,  weakness,  hyperkalemia,  and  oliguric 
renal  failure  four  days  after  heavy  alcohol  intake. 
CPK  was  5000  IU  (N10-45)  and  aldolose  420  U (N3- 
10)  per  ml.  The  urine  was  positive  for  myoglobin. 
By  tenth  day  of  hospitalization  BUN  was  200  mg  and 
serum  creatinine  11.0  mg  per  dl.  After  two  weeks  of 
oliguria,  during  which  he  required  intermittent  peri- 
toneal dialysis,  the  patient  then  went  into  a diuretic 
phase  and  made  an  uneventful  recovery.  The  second 
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P — a 54-year-old  white  male  presented  with  two  weeks 
history  of  feeling  unwell  and  weakness  following  heavy 
alcohol  intake.  CPK  was  10.000  IU  per  ml,  BUN  300 
mg  per  dl.  and  serum  creatinine  13.0  mg  per  dl.  Urine 
and  serum  were  negative  for  myoglobin.  The  urine  out- 
put was  200  ml  per  hour  and  the  urinary  sodium  61 
mEq  per  liter.  There  was  no  evidence  of  obstructive 
renal  disease.  Management  consisted  of  fluid  and  elec- 
trolyte replacement  with  an  uneventful  recovery.  A 
quadriceps  muscle  biopsy  done  in  both  cases  showed 
granular  and  floccular  degeneration  of  muscle  fibres, 
regenerating  myloblasts  and  infiltration  with  inflam- 
matory cells. 

These  cases  demonstrate  a rare  but  life-threatening 
complication  of  alcohol-induced  rhabdomyolysis. 

46.  Differential  Characterization  of  “Reticulum 
Cells”  in  Lymphoreticular  Neoplasms. 

L.  T.  Yam.  M.  Tavassoli,  and  P.  Jacobs,  Division  of 
Hematology-Oncology,  Department  of  Medicine,  Uni- 
versity of  Touisville  School  of  Medicine,  Louisville, 
Kentucky. 

The  term  “reticulum  cell”  is  a confusing  one,  having 
been  applied  to  the  cells  involved  in  many  hemopoietic 
neoplasms  such  as  reticulum  cell  sarcoma,  histiocytic 
medullary  reticulosis,  leukemic  reticuloendotheliosis 
and  monocytic  or  histiocytic  leukemias.  In  histologic 
sections,  even  the  cells  from  poorly  differentiated  extra- 
medullary lesions  of  chloroma  or  myeloblastic  leukemia 
have  been  called  “reticulum  cells.”  We  have  used  a 
combined  morphologic  and  cytochemical  approach  to 
study  “reticulum  cells”  in  smears  and  tissue  sections 
of  neoplasms  involving  histiocytes  or  “reticulum  cells.” 
The  cytochemical  markers  are:  chloroacetate  esterase 
for  neutrophilic  granulocytes,  nonspecific  esterase  and 
fluoride  resistant  esterase  for  monocytes  and  histiocytes 
(phagocytes),  tartrate-resistant  acid  phosphatase  for  the 
reticulum  cells  of  leukemic  reticuloendotheliosis,  and 
pyronin  for  the  lymphatic  reticulum  cells  (germinal 
center  cells).  The  morphology  of  these  cells  is  very 
well  appreciated  in  smears  and  the  location  of  these 
marker  cells  in  tissue  sections  is  easily  recognized. 
This  study  demonstrates  that  the  lymphoreticular  neo- 
plasms are  heterogeneous  in  nature  and  that  the  cells 
involved  in  these  neoplasms  are  different.  The  use  of 
cytochemical  and  immunochemical  methods  and  func- 
tional studies,  in  addition  to  single  morphology  is  use- 
ful in  subclassifying  the  lymphoreticular  neoplasms. 

47.  Significant  Hepatocellular  Disease  in  Asympto- 
matic Drug  Users. 

C.  H.  Tamburro,  Department  of  Medicine,  Digestive 
Diseases  and  Nutrition  Section.  University  of  Louisville 
School  of  Medicine,  Louisville,  Kentucky. 

Due  to  the  high  probability  that  narcotic  drug  abusers 
develop  viral  hepatitis,  a prospective  evaluation  of 
asymptomatic  parenteral  drug  users  for  evidence  of  liver 
disease  was  begun.  One  hundred  seventy  .consecutive 
admissions  to  drug  treatment  clinic  at  East  Orange  VA 
Hospital  were  studied  by  detailed  interview,  physical 
examination,  biochemical  liver  tests,  serological  studies 
for  the  HBs  antigen,  anti  HBs,  and  other  immunolog- 
ical tests  at  monthly  intervals  for  six  months  and  there- 


after for  three  month  intervals  for  up  to  two  years. 
Liver  biopsies  were  performed  if  the  SGPT  was  ab- 
normal for  more  than  three  consecutive  months  of  the 
one  hundred  seventy  patients  who  had  completed  at 
least  twelve  weeks  of  follow-up.  Sixty  percent  were 
noted  to  have  abnormal  SGPT  values,  10%  to  be 
HBs  antigen  positive  [%  transiently],  and  68%  were 
anti  HBs  positive.  Only  5%  had  normal  transaminases, 
and  were  negative  for  both  HBs  antigen  and  anti  HBs 
during  this  time.  Other  biochemical  abnormalities  in- 
cluded an  elevated  bilirubin  in  8%,  alkaline  phos- 
phatase in  40%,  and  an  SGOT  in  50%.  Of  the  fifty 
patients  who  fulfilled  the  criteria  for  liver  biopsy,  30 
provided  informed  consent  and  had  one  or  more  liver 
biopsies  performed.  All  biopsies  were  subject  to  “blind 
evaluation.”  Histologically,  acute  viral  hepatitis  was 
diagnosed  in  6%,  chronic  persistent  hepatitis  in  53%, 
chronic  active  hepatitis  in  24%,  alcoholic  liver  diseases 
in  11%,  and  non-specific  findings  of  other  liver  disease 
in  5%.  Serological  correlation  with  the  liver  biopsy 
reading  indicated  the  HBs  antigen  positive  patients 
accounted  for  7%  of  the  acute  viral  hepatitis,  21%  of 
the  chronic  persistent,  and  71%  of  the  chronic  active 
hepatitises,  none  with  alcoholic  liver  disease,  and  only 
one  with  non-specific  findings  had  HBs  antigen.  Of 
the  9 cases  of  serious  chronic  liver  disease,  6 were 
found  to  have  macronodular  cirrhosis  associated  with 
their  chronic  active  hepatitis,  80%  of  whom  had  per- 
sistent HBs  antigen  in  comparison  to  none  of  10  cases 
of  chronic  persistent  hepatitis  or  the  acute  viral  hepatitis. 

In  summary, 

1.  Almost  95%  of  asymptomatic  addicts  display  bio- 
chemical and  immunological  evidence  of  past  ex- 
posure to  hepatitis  B virus.  This  is  significantly 
different  from  control  groups  similarly  evaluated 
by  other  studies  of  military  personnel  and  blood 
donors. 

2.  While  almost  % of  those  individuals  biopsied 
showed  severe  evidences  of  liver  disease  [chronic 
active  hepatitis-macronodular  cirrhosis],  they  were 
neither  biochemically  or  clinically  distinguishable 
from  those  with  milder  histological  forms  of  liver 
injury. 

3.  Persistent  antigenemia  in  association  with  pro- 
longed SGPT  elevation  appears  to  have  predictive 
value  in  distinguishing  the  “severe  form”  [CAH, 
MC]  from  the  "mild  [CPH]  chronic  liver  injury. 
These  data  indicate  the  need  for  complete  evalua- 
tion of  individuals  with  persistent,  biochemical,  or 
serological  abnormalities,  and  indicate  those  who 
are  most  likely  to  develop  serious  chronic  liver 
disease  secondary  to  HB  viral  hepatitis. 

48.  Reversible  ASH  in  a Patient  With  Pheochromo- 
cytoma. 

Arno  A.  Schoenberger,  Thomas  E.  Ratts  and  Jay  M. 
Sullivan.  M.D..  Division  of  Circulatory  Diseases,  De- 
partment of  Medicine,  University  of  Tennessee  College 
of  Medicine,  Memphis,  Tennessee. 

A 34-year-old  male  with  episodes  of  hypertension, 
palpitations,  headaches  and  ocular  symptoms  over  a 
twelve  year  period  was  evaluated  for  pheochromocytoma. 
Urinary  excretion  of  catecholamines,  VMA  and  meta- 
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nephrines  were  elevated.  Angiography  showed  the  pres- 
ence of  a non-adrenal  pheochromocytoma  near  the 
lower  pole  of  the  left  kidney. 

Physical  examination  revealed  normal  blood  pressure, 
late  systolic  apical  bulge,  prominent  dicrotic  carotid 
notch,  S4,  systolic  ejection  murmur  III/VI  increasing 
with  Valsalva  which  was  all  confirmed  by  phonocardi- 
ography. Echocardiogram  showed  asymmetrical  septal 
hypertrophy  with  abnormal  septal  motion,  septum 
thickness  of  20  mm  (normal  6-11  mm),  septal  to  left 
ventricular  posterobasal  wall  ratio  of  1.7  (normal  below 


1.3),  anterior  motion  of  mitral  valve  in  systole  and 
marked  early  systolic  aortic  closure.  After  excision  of 
the  tumor  the  cardiac  murmur  disappeared  and  could 
not  be  provoked  by  exercise  or  Valsalva  maneuver.  An 
echocardiogram  performed  one  month  later  showed  a 
decrease  in  septal  thickness  to  15  mm,  normal  septal 
motion  and  loss  of  SAM. 

This  case  suggests  that  elevated  catecholamine  secre- 
tions can  be  associated  with  reversible  asymmetrical 
septal  hypertrophy  in  the  absence  of  sustained  arterial 
hypertension. 


ORTHOPAEDIC  SURGEON  URGENTLY  NEEDED  — Board 
Certified  or  Board  Eligible  Orthopaedic  Surgeon  needed 
to  join  our  only  (and  overworked!)  Board  Certified  Ortho- 
paedic Surgeon  who  has  been  in  private  practice  for  the 
last  three  years.  Immediate  partnership  available  and/or 
guaranteed  annual  income.  No  other  orthopaedic  surgeon 
outside  of  Nashville  and  Chattanooga.  The  hospital  is 
located  in  progressive,  college  community  midway  between 
Nashville  and  Chattanooga,  Tennessee;  ultra-modern  100- 
bed  hospital  with  excellent  surgical  supportive  facilities; 
14  physicians  already  on  actvie  medical  staff;  unlimited, 
year-round  recreational  attractions,  three  beautiful  lakes, 
flying  club  and  Country  Club  only  five  minutes  from  hos- 
pital and  many  cultural  and  educational  advantages.  We 
are  ready  when  you  are,  call  collect:  Richard  L.  Morris, 
Administrator,  John  W.  Harton  Memorial  Hospital,  P.O. 
Box  460,  Tullahoma,  Tennessee  37386,  (615)  455-0601. 


PEDIATRICIAN  URGENTLY  NEEDED  — Board  Certified  or 
Board  Eligible  Pediatrician  needed  to  join  our  only  (and 
overworked!)  Board  Certified  Pediatrician  who  has  been  in 
private  practice  for  the  last  two  years.  Immediate  partner- 
ship available  and/or  guaranteed  annual  income.  The  hos- 
pital is  located  in  a progressive  college  community  mid- 
way between  Nashville  and  Chattanooga,  Tennessee;  ultra- 
modern 100-bed  hospital  with  excellent  pediatric  unit, 
laboratory,  x-ray,  surgery  unit  and  other  supportive  facili- 
ties; 14  physicians  already  on  medical  staff;  unlimited 
year-round  recreational  attractions,  three  beautiflul  lakes, 
flying  club  and  Country  Club  only  five  minutes  from  hos- 
pital and  many  cultural  and  educational  advantages.  We 
are  ready  when  you  are,  call  collect:  Richard  L.  Morris, 
Administrator,  John  W.  Harton  Memorial  Hospital,  P.O. 
Box  460,  Tullahoma,  Tennessee  37388,  (615)  455-0601. 
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HOSPITAL 


A non-governmental  psychiatric  hospital.  Accredited 
by  Joint  Commission  on  Accreditation  of  Hospitals. 
Medicare  Approved.  Phone:  205=836-7201 


Hill  Crest  Foundation,  Inc. 


A short-term,  intensive  treatment  center  for  psychiatric 
disorders,  alcoholism,  and  drug  abuse. 

PSYCHIATRISTS:  Member  of:  American  Hospital  Association,  Na- 

James  K.  Ward,  M.D.  tional  Association  of  Private  Psychiatric  Hospitals, 

Otto  F.  Eisenhardt,  M.D.  Birmingham  Regional  Hospital  Council. 

F.  Joseph  Nuckols,  M.D. 

James  A.  Greene,  M.D.  6869  fifth  avenue  south 

Charles  W.  Moorefield,  M.D.  Birmingham,  Alabama  35212 
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The  Master's  Touch 


John  Powell,  a professor  at  Loyola  University 
in  Chicago,  wrote  a book  Why  Am  I Afraid  to 
Tell  You  Who  I Am?  And  I think  I would  have 
been  until  this  past  year.  But  I no  longer  am, 
and  this  morning,  I want  to  tell  you  something 
about  me,  and  in  the  process,  perhaps  I will  tell 
you  something  about  yourself,  about  us  as 
physicians,  about  life,  parts  of  humanity,  and 
God;  about  images,  and  reality;  . . . about  hon- 
esty and  the  great  mystery  we  all  experience 
together  as  we  flow  from  one  unknown  to  an- 
other. The  introduction  which  you’ve  heard 
surely  has  created  an  image.  Each  of  you 
imagines  what  I am  like,  but  none  knows.  I have 
come  to  know  some  of  you,  briefly,  and  I imagine 
what  you  are  like,  but  I don't  really  know.  I may 
know  what  you  do  for  a living  and  I may  know 
your  hobby,  but  I don’t  know  what  your  fears  are, 
what  aches  you  have,  what  concerns  you  have 
for  your  children,  nor  your  relationship  with  your 
wife.  We  have  learned  to  project  an  image  which 
we  think  will  help  us  the  most,  or  will  make 
others  think  the  best  of  us,  and  we  hide  our 
true  selves. 

Powell  says,  “There  are  many  things  inside 
every  one  of  us  which  we  would  like  to  share. 
All  of  us  have  our  own  secret  past,  our  secret 

Presented  at  the  Annual  Meeting  of  the  Tennessee 
Medical  Association.  Medicine  and  Religion  Breakfast, 
April  12,  1975. 

* Dr.  Dawson  received  the  medical  degree  from 
Northwestern  Medical  School  and  upon  completion  of 
a tour  of  duty  as  a battalion  surgeon  during  the  Korean 
conflict,  began  a surgical  practice  in  Seattle. 

He  is  certified  by  the  American  Board  of  Surgery, 
a Fellow  of  the  American  College  of  Surgeons,  and  a 
clinical  assistant  professor  of  surgery  at  the  University 
of  Washington. 

He  serves  as  a delegate  to  the  American  Medical  Asso- 
ciation from  the  State  of  Washington,  at  the  time  of 
the  address  was  president  of  the  Christian  Medical 
Society. 


JOHN  H.  DAWSON,  M.D.* * 

shames,  our  broken  dreams,  our  secret  hopes. 
Over  and  against  this  need  and  the  desire  to 
share  these  secrets  is  the  understanding  everyone 
of  us  must  weigh,  fear  and  risk.  Whatever  my 
secrets  are,  they  seem  more  than  anything  else 
to  be  deeply  and  uniquely  a part  of  me.  No  one 
has  ever  done  the  precise  things  I have  done,  no 
one  has  ever  thought  my  thoughts,  or  dreamed 
my  dreams.  I am  not  sure  I can  even  find  the 
words  to  share  these  things  with  another.  But 
what  I am  even  less  sure  of  is  this:  how  will  they 
sound  to  another?”  Earlier,  in  seeking  a response 
to  the  title  of  the  book,  he  had  received  this 
response:  “But  if  I tell  you  who  I am,  you  may 
not  like  who  I am,  and  it  is  all  that  I have.” 

As  physicians,  we  are  particularly  adept  at 
hiding  our  true  selves.  We  project  the  image 
we  wish,  we  give  and  accept  affirmation  of  our 
God-like  authority.  Patients  come  to  us,  and 
often  have  unreal  expectations.  A part  of  this 
is  our  own  fault.  We  enjoy  the  adulation  of  our 
patients,  yet  inside  we  know  it  is  not  warranted. 
It  has  been  said  that  the  disenchantment  with 
us  today  is  based  partly  upon  our  inability  to 
fulfill  these  unreal  expectations.  Perhaps  that  has 
something  to  do  with  the  increasing  malpractice 
suits.  Yet,  we  don’t  want  to  abandon  this  God-like 
image  which  we  have.  In  the  Middle  Ages,  peo- 
ple went  to  the  priest  for  their  salvation  in  the 
most  mystical  connotation  which  religion  and 
medicine  had  as  they  merged  together.  Today, 
there  is  perhaps  less  concern  of  the  broad  base 
of  humanity  with  regards  to  the  spiritual  salva- 
tion which  we  affirm  is  essential.  And  there  is 
in  the  broad  base  of  humanity  a recognition  that 
good  health  is  their  right,  for  without  good  health, 
they  cannot  have  the  “good  life.”  So,  to  a certain 
extent  people  come  to  the  physicians  today  as 
they  went  to  the  priests  of  the  Middle  Ages, 
demanding  their  salvation  in  the  form  of  good 
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health  that  they  might  enjoy  this  good  life.  To 
that  extent,  we  have  become  to  many  people  the 
key,  the  gate,  to  what  they  consider  to  be  their 
right.  And  when  we  can’t  deliver,  we’re  blamed. 

We  like  to  focus,  as  physicians,  on  our  suc- 
cesses. We  like  to  build  ourselves  up.  I do,  and 
1 suppose  you  do,  too.  And  yet,  though  we  may 
appear  competent,  confident,  and  not  needing 
anyone  in  particular,  look  at  our  suicide  rate. 
Look  at  the  drug  and  alcohol  problems  within 
our  own  profession.  In  my  own  life,  despite 


Whatever  my  secrets  are,  they  seem  more 
than  anything  else  to  be  deeply  and  unique- 
ly a part  of  me.  No  one  has  ever  done 
the  precise  things  I have  done,  no  one  has 
ever  thought  my  thoughts,  or  dreamed  my 
dreams. 


what  you  might  have  heard  in  the  introduction, 
despite  the  image  you  might  have  created  in  your 
own  mind  in  regards  to  me,  I consider  myself 
a failure.  Created  in  the  image  of  God,  I do  not 
measure  up.  I know  I have  not  lived  up  to  my 
potential. 

Now,  some  of  that  is  a realistic  appraisal.  I 
noticed  in  the  paper  the  other  day  that  Roger 
Williams  is  coming  to  play  tonight,  I think,  at 
Southern  Missionary  College.  You  know  who 
he  is:  a renowned  pianist  in  the  United  States. 
When  we  were  kids,  his  father  and  my  father 
were  best  friends.  He’s  a little  older  than  I am, 
and  my  mother  used  to  say,  “I  don’t  know  why 
I have  so  much  trouble  getting  you  to  practice 
the  piano;  Mrs.  Wirtz  never  has  any  trouble 
getting  Louie  to  practice  the  piano.”  And  I had 
an  inferiority  complex  for  a long  time  until  I 
realized  I truly  was  inferior.  There’s  really  no 
way  I could  compete  with  Roger  Williams  on 
the  piano. 

That  created  some  problems  for  me,  and  I’m 
sure  this  is  true  in  almost  every  area.  We  can  all 
find  someone,  in  whatever  area  we  work  or  have 
a hobby,  that  is  better  at  it  than  we  are.  But 
I’m  not  really  talking  about  being  the  best  at 
anything.  I’m  talking  about  trying  to  measure 
up  to  our  own  potential.  And  in  regard  to  this, 
as  I go  to  the  Scriptures  and  read  about  some  of 
the  men  who  are  elucidated  in  the  pages  of  that 
magnificent  Book,  I can  identify  with  various 
aspects  of  their  personalities  and  qualities.  I look 
at  Peter,  and  realize  that  he  is  considered  the 
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“Rock,”  the  man  upon  whom  much  of  the  early 
church  was  built;  there  was  a period  in  his  life 
when  with  great  affirmation,  he  told  Christ  that 
he  would  follow  Him  to  the  death.  But  before  the 
cock  crowed  the  next  morning,  he  had  denied 
Him  three  times. 

I think  of  the  marvelous  letters  of  Paul,  and 
yet  in  one  of  his  last  letters,  his  statement  almost 
in  frustration  that  the  things  that  he  would  do, 
he  does  not  do,  and  the  things  he  would  not 
do,  that  he  does.  I can  identify  in  a way  with 
Jesus  in  his  cry  of  feeling  abandoned  as  He 
was  on  the  cross:  “My  God,  My  God,  why  hast 
thou  forsaken  Me?”  There  are  times  when  I can 
identify  with  each  of  those  feelings  and  each  of 
those  personalities.  I can  identify  with  Elijah, 
who  after  his  magnificent  victory  over  the  proph- 
ets of  Baal,  ended  up  running  from  Jezebel,  and 
hiding  under  a broom  tree,  looking  for  the  voice 
of  God  in  the  earthquake,  and  the  wind,  and  the 
fire,  and  finding  it  in  a still,  small  voice. 

As  I identify  with  many  of  these  people  in 
the  Scriptures,  I find  that  I most  clearly  identify 
with  David.  Now,  that  might  tell  some  of  the 
psychiatrists  something  about  me,  that  I would 
want  to  be  identified  with  a king,  but  it’s  not 
necessarily  his  kingship  with  which  I identify, 
but  with  his  very  obvious  humanity.  If  you  were 
to  divide  the  aspects  of  David’s  life  into  three 
parts,  that  of  king,  husband,  and  father,  I would 
liken  his  professional  life  as  king  to  my  profes- 
sional life  as  a physician,  and  I would  have  to 
admit  to  a moderate  success  there.  And  yet  truly, 
David  did  have  his  difficulties  as  king.  There 
are  certain  aspects  of  the  way  that  he  was  king, 
times  when  he  ran,  times  when  his  daughter 
was  upset  with  him  about  the  way  he  danced 
in  the  streets,  and  various  things  that  you  are 
familiar  with. 


Patients  come  to  us,  and  often  have  unreal 
expectations.  A part  of  this  is  our  own  fault. 
We  enjoy  the  adulation  of  our  patients,  yet 
inside  we  know  it  is  not  warranted. 


But  it  isn’t  in  the  professional  area  that  I most 
identify  with  him.  It  is  rather  that  as  a husband 
I think  David  would  have  to  be  considered  a 
failure.  As  you  read  of  his  life,  you  get  the 
obvious  inclination  that  he  truly  did  not  have 
much  time  to  spend  with  his  wives.  And  prob- 
ably, as  you  project  into  that  time,  and  imagine 
what  things  were  like,  truly  he  did  not  have 
much  opportunity  to  exercise  what  we  would 
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consider,  from  reading  modern  day  literature,  the 
proper  husbandly  attitude  toward  his  wife  or 
wives.  He  probably  left  them  pretty  much  to 
themselves,  as  I suspect  we  do  in  that  23  Vi  hour 
day  which  was  mentioned.  Many  of  us  find  that 

We  can  all  find  someone,  in  whatever  area 
we  work  or  have  a hobby,  that  is  better  at 
it  than  we  are.  But  I’m  not  really  talking 
about  being  the  best  at  anything.  I’m  talk- 
ing about  trying  to  measure  up  to  our  own 
potential. 


we  give  all  of  our  time  and  effort  to  our  profes- 
sional lives  and  do  not  apportion  adequate 
amounts  of  it  to  our  wives.  They  go  their  way, 
and  we  go  ours.  We  grow  apart,  and  find  our 
communication  stilted  and  blunted.  Our  growth 
together  becomes  nonexistent  or  does  not  measure 
up  to  what  it  should  be.  I feel  this  in  my  own 
life,  and  I would  presume  that  some  of  you 
might  identify  with  me  and  with  David  in  this 
particular  area. 

Perhaps  even  more  agonizing  is  our  relation- 
ship with  our  children,  for  our  wives  are  adults 
and  can  function  without  our  close  association. 
I don’t  know  what  aches  and  pains  you  might 
have,  or  the  course  which  your  children  have 
taken.  Some  of  you  might  be  extremely  proud 
and  happy,  while  others  probably  have  deep 
heartaches  about  problems  that  exist  with  your 
children.  Fortunately,  I do  not  have  problems 
with  my  six  sons,  and  I don’t  find  that  this  is  an 
area  where  I’m  worried,  for  they’re  the  type  of 
boys  that  any  one  would  be  proud  of.  But  there 
is  a separation  between  us,  and  though  some 
gap  is  perhaps  necessary  as  the  boys  grow  to 
establish  their  own  independence,  this  one  is  the 
kind  of  gap  that  I don’t  think  needs  to  exist  or 
should  exist. 

I don’t  know  my  younger  boys  as  well  as  I 
know  the  two  older  boys.  The  older  two  happened 
to  be  growing  through  their  developmental  phase 
during  a three  year  period  when  my  wife  and 
I were  serving  as  medical  missionaries  in  Korea 
as  the  chief  of  surgery  at  a large  Presbyterian 
mission  hospital.  But  I find  that  as  I look  at  my 
two  youngest,  I feel  I don’t  really  know  them. 
Again,  I identify  with  David,  who  in  his  pro- 
fessional life  as  king  found  that  there  was  not 
only  a gap  between  him  and  his  sons,  but  in- 
deed, Absalom,  fair,  admired  by  all  Israel,  at- 
tempted to  wrest  the  kingdom  from  his  father. 
And  finally  after  one  of  David’s  generals  had 


killed  Absalom,  David  gave  that  heart-rendering 
cry  of  a father,  “Absalom,  my  son,  oh  Absalom, 
would  to  God  that  I had  died  instead  of  you." 
I would  pray  that  none  of  us  might  find  our- 
selves in  a position  where  we  would  wish,  as  we 
look  back,  that  we  had  spent  more  time  es- 
tablishing a contact  wtih  our  sons  and  daughters 
so  that  we  might  have  the  kind  of  relationship 
that  would  never  require  that  we  give  such  a 
cry.  Yet  there  is  comfort  in  the  Scriptures  for 
us,  for  David  was  considered  a man  after  God’s 
own  heart,  despite  his  failures,  and  indeed,  Christ 
came  from  his  lineage. 

We  as  physicians  are  expected  to  give  for  medi- 
cine as  for  a demanding  mistress.  We  lean  on 
our  wives  and  children  as  we  attempt  to  give 
as  we  are  requested.  We  often  deny  our  need 
to  be  filed,  strengthened  and  sustained.  Any  body 
of  water  that  is  constantly  being  drained,  and  does 
not  have  something  which  is  filling  it,  will  soon 
dry  out.  We  as  individuals  are  the  same. 
Many  in  life,  particularly  in  science,  choose  to 
deny  the  power  or  the  presence  of  God  in  his 
life.  The  result,  even  among  successful  people, 
is  often  despair,  depression,  and  defeat.  Hem- 
ingway, shortly  before  his  death,  said,  “I  live  in 
a vacuum  that  is  as  lonely  as  a radio  tube  where 
the  batteries  are  dead.  And  there  is  no  current 
to  plug  into.”  Clarence  Darrow,  speaking  of  his 
life,  said,  “If  I had  it  to  do  over  again,  I’d  chuck 
it.”  Carl  Jung  says  the  current  neurosis  of  our 
time  is  emptiness.  Jean  Paul  Sartre,  in  his  book, 
The  Philosophy  of  the  Absurd  says,  “Life  is  ab- 
surd. Love  is  impossible.  I am  abandoned  here 
on  earth.”  “The  cry  of  despair  from  hollow  men,” 
T.  S.  Eliot  describes  it.  Toffer,  in  his  book 
Future  Shock,  describes  graphically  the  effect 
of  the  increasing  information  and  stimulus  im- 
pact on  man  today  and  our  increasingly  evident 

Many  of  us  find  that  we  give  all  of  our  time 
and  effort  to  our  professional  lives  and  do 
not  apportion  adequate  amounts  of  it  to  our 
wives.  They  go  their  way,  and  we  go  ours. 
We  grow  apart,  and  find  our  communication 
stilted  and  blunted. 


inability  to  cope  with  and  adapt  to  the  rapidity 
of  change.  We  seem  to  have  lost  our  anchor 
or  north  star,  or  the  pressures  expose  the  fact 
that  we  have  never  had  one.  We  have  experi- 
enced and  seen  and  know  the  effects  of  isolation 
in  crowded  places,  and  loneliness  in  packed  cities. 

Today,  it’s  more  important  than  ever  that  we 
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know  who  we  are  and  where  we  stand,  so  that 
we  can  be  whole  ourselves  and  consequently  deal 
more  effectively  with  our  patients.  We  will  often 
give  our  talent,  but  not  ourselves.  We  may  reach 
out  with  our  skills,  but  sometimes  fail  to  con- 
vey compassion.  We  often  fail  to  convey  love, 
and  indeed  sometimes  feel  that  it  is  a sign  of 
weakness  when  we  show  tenderness,  and  so  we 
often  fear  to  do  so.  We  become  busy,  insensitive, 
and  callous.  We  fail  to  listen  to  our  patient’s 
fears  as  well  as  we  listen  to  their  symptoms 
relevant  to  organ  systems. 


Any  body  of  water  that  is  constantly  being 
drained,  and  does  not  have  something  which 
is  filling  it,  will  soon  dry  out.  We  as  indi- 
viduals are  the  same. 


I think  it’s  interesting,  if  you  have  read  or 
heard  about  William  Nolan’s  recent  book  on 
faith  healing,  A Doctor  in  Search  of  a Miracle, 
as  he  catalogues  his  experiences  and  denies 
observing  any  objective  change  in  organic  dis- 
ease, he  nevertheless  points  out  that  people  have 
gone  to  faith  healers  because  they  have  found 
there  the  sympathy  which  they  have  failed  to  find 
in  many  of  us  in  the  medical  community:  that 
outreach  of  tenderness,  love,  interest  and  com- 
passion. Indeed,  we  seem  to  have  lost  our  touch 
in  dealing  with  some  of  the  patient’s  fears. 

Paul  Brand,  a plastic  surgeon  who  devised  many 
of  the  reconstructive  leprosy  procedures,  once 
gave  a very  moving  talk  with  regard  to  “touch,” 
reminding  us  that  it  is  the  basic  first  of  all  the 
senses  which  we  have  developed.  The  amoeba 
lives  and  proceeds  according  to  touch  as  it  inches 
its  way  through  its  life.  Touch  is  still  extremely 
important  to  us.  But  Paul  Brand  mentioned  that 
during  a period  when  he  loved  to  do  anatomical 
dissections  he  also  spent  some  time  working  be- 
fore the  mast  on  a sailing  ship.  As  he  worked 
there,  and  handled  the  lines  of  the  sails,  his 
hands  became  very  calloused,  thick,  stiff,  and 
when  he  returned  to  his  anatomical  dissections, 
he  found  he  could  not  do  the  fine  dissections 
anymore.  The  feel  was  gone,  the  touch  was 
gone,  and  his  professional  work  was  affected  until 
the  callouses  wore  away  and  he  got  the  tenderness 
and  sensitivity  back  in  his  fingers. 

This  matter  of  touch  came  home  very  graphi- 
cally to  me  in  our  experience  as  missionaries 
in  the  Talgu  Hospital,  where  we  had  a 600  pa- 
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tient  leprosarium.  Three  hundred  of  these  pa- 
tients had  active  leprosy  and  300  had  deformities 
which  could  be  corrected  with  surgery,  which 
would  allow  them  to  get  back  into  society. 
Every  Tuesday  and  Thursday  afternoon  I went 
over  to  the  leprosarium  to  do  an  eyebrow  trans- 
plant or  a temperalis  transplant  which  might  pre- 
serve their  sight.  I recall  vividly  that  first  visit 
to  that  leprosarium  of  600  people.  We  were 
being  taken  by  the  Superintendent,  but  as  we 
got  near  the  people,  they  all  moved  back  into  their 
hovels,  for  they  didn’t  want  to  be  seen  by  stran- 
gers. It  required  some  pulling  on  the  part  of 
the  Superintendent  to  get  them  to  come  out  of 
their  little  shacks  and  their  little  holes,  and 
their  little  places  where  they  lived. 

At  our  first  clinic  I asked  my  first  patient  to 
hold  out  his  hand,  and  he  did  so.  I looked  at 
him  as  I reached  out  and  grasped  his  hands. 
The  fact  that  you  touch  a leper  conveys  more  to 
him  than  you  can  imagine,  for  lepers  have  been 
considered  unclean  and  untouchable  for  cen- 
turies. They  are  still  ostracized  and  isolated  in 
many  parts  of  the  country,  and  in  many  parts  of 
the  world  they  are  still  considered  unclean  and 
untouchable.  A kind  of  communication  was  es- 
tablished by  virtue  of  touching  and  word  spread 
through  the  leprosarium,  so  that  in  succeeding 
weeks,  as  I wandered  through  the  leprosarium 
grounds  looking  for  patients  who  needed  a 
particular  kind  of  surgical  reconstruction  that  we 
could  offer,  they  would  then  come  and  chat  with 
me,  with  my  miserable  Korean.  They,  would 
come  because  they  recognized  in  me  someone 
who  cared  enough  to  reach  out  and  to  touch 
them.  In  fact,  by  the  time  we  had  left,  those 
people  who  had  nothing  in  a material  sense 
scraped  together  what  they  could  and  bought 
me  a solid  gold  ring,  which  I am  wearing  today. 
It’s  the  most  meaningful  memento  I have  of  those 
three  years.  I consider  those  years  a gift  to  me, 
and  not  a gift  that  I gave  to  them. 

We  need  to  reach  out  and  touch  our  pa- 
tients, but  we  also  need  to  be  able  to  see 
clearly  both  ourselves  and  others.  To  get 
this  kind  of  vision  requires  a Master’s  touch. 
Not  all  will  seek  it, 

Those  years  and  experiences  were  meaningful 
in  the  development  of  my  concern  and  under- 
standing about  the  necessity  of  being  close  and 
reaching  out  and  touching  patients.  The  leper 
can  function  effectively  and  fully  as  a person 
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made  in  the  image  of  God.  We  need  to  reach 
out  and  touch  our  patients,  but  we  also  need  to 
be  able  to  see  clearly  both  ourselves  and  others. 
To  get  this  kind  of  vision  requires  a Master's 
touch.  Not  all  will  seek  it,  and  many  choose  to 
remain  in  bondage,  in  the  security  of  a kind  of  a 
prison,  even  when  life  and  freedom  are  available. 
Victor  Frankel  has  written  very  graphically  about 
persons  who  had  been  long  imprisoned  in  the 
Nazi  Prison  Camps.  When  the  gates  were  sud- 
denly opened,  and  they  were  released,  they 
wandered  in  a dazed  state  out  into  the  daylight, 
and  because  they  just  didn’t  know  how  to  respond 
to  that  freedom,  many  of  them  turned  around 
and  wandered  right  back  into  their  prison,  and 
sat  down,  waiting  for  someone  else  to  tell  them 
where  to  go  and  what  to  do. 


“It  costs  so  much  to  be  a full  human  being 
that  there  are  very  few  who  have  the  . . . 
courage  to  pay  the  price.  One  has  to  aban- 
don altogether  the  search  for  security, 


Plato  has  really  summarized  his  whole  phi- 
losophy in  his  allegory  of  the  cave.  It  is  a very 
graphic  description  of  people  who  are  bound 
facing  the  wall  at  the  deep  end  of  a long  tunnel 
in  a cave.  They  have  lived  their  whole  life  seeing 
only  shadows,  images  projected  on  the  wall  which 
they  must  always  face.  Their  entire  experience 
is  reflections  cast  on  a wall  in  front  of  them, 
reflections  of  figures  which  passed  in  front  of 
the  fire  that  is  behind  them.  And  so  all  that 
they  know,  as  they  talk  among  themselves,  is  a 
fantasy  world,  a world  of  images,  of  unreality. 
One  prisoner  gets  out,  sees  the  true  world,  sees 
the  real  sun,  sees  the  flowers  and  the  blue  sky, 
and  comes  back  into  the  cave  to  tell  his  former 
fellow  prisoners  what  reality  is  like.  They  don't 
want  to  hear,  they  don’t  want  to  know,  they 
don't  want  to  be  disturbed  from  the  security  of 
the  bondage  in  which  they  have  lived,  for  that’s 
where  their  little  security  is.  They  are  unwilling 
to  reach  out  to  life  itself.  Morris  West,  in  The 
Shoes  of  the  Fisherman  said.  “It  costs  so  much 
to  be  a full  human  being  that  there  are  very  few 
who  have  the  . . . courage  to  pay  the  price.  One 
has  to  abandon  altogether  the  search  for  security, 
and  reach  out  to  the  risk  of  loving  with  both 
arms.  One  has  to  embrace  the  world  like  a lover. 
One  has  to  accept  pain  as  a condition  of  existence. 
One  has  to  court  doubt  and  darkness  as  the  cost 
of  knowing.  One  needs  the  will,  stubborn  in 
conflict,  always  to  total  acceptance  of  every  con- 


sequence of  living  and  dying.” 

So  much  of  our  time  is  spent  in  the  struggle 
for  security,  for  acceptance.  We  play  games,  and 
we  struggle  with  relationships,  as  those  of  you 
who  have  read  Eric  Burns’  Games  People  Play 
or  Harris’  Pm  OK,  You’re  OK  know.  We  really 
have  a hard  time  accepting  ourselves  and  others. 
We  walk  with  eyes  cast  down,  not  seeing  the 
beauty  around  us,  occasionally  responding  to  a 
sunset,  a rainbow,  but  not  living  in  the  security 
of  the  assurance  of  the  constant  beauty  and  the 
constant  presence  of  God.  I like  to  read  poetry. 
I read  Robinson  Jeffers  a fair  amount,  and  I like 
to  read  John  Muir  occasionally.  They  put  this 
attitude  in  better  perspective  than  my  words 
possibly  could.  Jeffers  wrote,  “Is  it  not  by  His 
highest  superfluousness  that  we  know  our  God? 
For  to  people  in  need  it’s  natural,  animal,  min- 
eral, but  to  putting  rainbows  over  the  rain,  in 
the  beauty  above  the  moon.  And  the  secret  rain- 
bows on  the  domes  of  deep  sea  shells.  Not  even 
the  leaves  multiply  without  blossom,  or  the  birds 
without  music.  Look  how  beautiful  are  all  the 
things  that  He  does.  His  signature  is  the  beauty 
of  things.”  And  John  Muir  wrote,  “For  those  of 
us  who  see  only  bits  and  specks  of  beauty,  and 
have  only  limited  perspective  of  that  which  sur- 


I believe  that  man  is  a spiritual  being,  as 
well  as  physical,  mental,  and  emotional,  and 
that  he  can  only  find  his  rest  as  he  finds  his 
peace  with  God. 


rounds  us  and  the  majesty  of  God,  this  grand 
show  is  eternal.  It  is  always  sunrise,  somewhere. 
The  dew  is  never  all  dried  at  once.  A shower 
is  forever  falling.  Vapor  is  ever  rising.  Eternal 
sunrise,  eternal  sunset,  eternal  dawn  and  gloam- 
ing on  the  sea  of  continents  and  islands,  each  in 
its  turn  as  the  round  earth  rolls.” 

We  get  so  caught  up  in  our  competitive  dog- 
eat-dog  world  we  fail  to  see  and  experience  its 
benefits,  the  beauty  all  about  us,  and  the  presence 
of  God  around  us  and  in  us.  But  lest  you  come 
to  a conclusion  that  I am  a universalist,  or  an 
aesthetic,  let  me  be  specific  regarding  my  con- 
viction as  to  the  answer  to  our  needs,  so  that 
we  might  see  clearly,  and  have  the  opportunity 
for  a constant  filler  of  the  pond  of  our  personal 
needs. 

I am  unabashedly  Christian.  I believe  that  man 
is  a spiritual  being,  as  well  as  physical,  mental, 
and  emotional,  and  that  he  can  only  find  his  rest 
as  he  finds  his  peace  with  God.  I believe  that 
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man  can  only  really  live  as  he  finds  relationships 
with  the  Source,  with  his  Creator.  I believe  that 
each  of  us  has  a Divine  core,  a ‘"Receiver”  within 
us,  able  to  respond  and  to  blossom  when  we  are 
touched  by  Christ,  if  we  will  allow  Him  to  touch 
us. 

Powell  whom  I quoted  earlier  also  wrote  a 
book,  The  Secret  of  Staying  in  Love,  in  which 
he  says,  “I  am  convinced  that  man  was  meant 
to  live  at  peace  with  himself,  filled  with  a deep 
joy.  I am  convinced  that  there  should  be  going 
on  in  the  heart  of  every  man  not  a funeral,  but  a 
celebration  of  life  and  love.  Prophets  of  gloom 
with  their  valley  of  tears,  mentality  and  vocab- 


My  convictions,  and  that  which  I wish  to 
share  with  you,  is  that  Jesus  Christ  is  the 
key  to  that  which  I have  been  talking  about. 


ulary  have  always  sounded  unreal  to  me.  ...  I 
have  always  believed  that  the  glory  of  God  is  a 
man  fully  alive.  Of  course,  there  is  the  problem 
of  Camelot,  of  the  famous  Utopia;  tension  re- 
sulting from  problems  and  pain  is  part  of  the 
whole  piece.  And  it  usually  directs  our  attention 
to  a growing  edge  of  life,  a territory  or  expansion. 
For  myself,  I do  not  regret  the  problems  of  pain 
in  my  past  life,  but  only  the  apathy,  the  moments 
that  I was  not  fully  alive.  The  essential  sadness 
of  our  human  family  is  that  very  few  of  us  even 
approach  the  realization  of  our  full  potential. 
I accept  the  estimate  of  the  theoreticians  that  the 
average  person  accomplishes  only  10  percent  of 
his  promise.  He  sees  only  10  percent  of  the 
beauty  in  the  world  around  him.  He  hears  only 
10  percent  of  the  poetry  and  music  in  the  uni- 
verse. He  smells  only  a tenth  of  the  world  fra- 
grances, and  tastes  only  a tenth  of  the  delicious- 
ness of  being  alive.  He  is  only  10  percent  open 
to  his  emotions,  his  tenderness,  to  wonder  and  to 
awe.  His  mind  embraces  only  a small  part  of 
the  thoughts,  reflections  and  understandings  of 
which  he  is  capable.  His  heart  is  only  10  percent 
alive  with  love.  He  will  die  without  ever  really 


having  really  lived  or  really  loved.  To  me,  this  is 
the  most  frightening  of  all  possibilities.  I would 
really  hate  to  think  that  you  or  I might  die 
without  having  really  lived  and  really  loved.” 
My  convictions,  and  that  which  1 wish  to  share 
with  you,  is  that  Jesus  Christ  is  the  key  to 
that  which  I have  been  talking  about.  As  we 
have  been  made  in  the  image  of  God,  and 
have  these  marks  upon  us,  so  we  can  be  like  the 
blind  man  of  Bethsaida,  whose  friends  asked 
Christ  that  He  touch  him.  Christ  made  spittle, 
put  it  on  his  eyes,  and  he  saw.  But  it  took  the 
second  touch  from  the  Master  to  allow  him  to 
see  clearly.  Many  of  us  have  allowed  God  to 
touch  us  once,  or  partially,  enough  to  see,  but 
dimly,  and  many  of  us,  and  many  of  the  patients 
whom  we  serve,  need  a second  touch  that  we 
might  see  clearly.  I urge  you,  with  me,  to  allow 
God  to  unleash  the  treasures  of  the  richness  of 
your  humanity  and  God-image,  that  we  might  be 
fully  alive  and  fully  loved,  to  help  our  patients, 
and  in  the  process,  our  colleagues,  our  families, 
wives  and  children  to  be  enriched  by  our  con- 
tact with  God  through  Jesus  Christ. 

A couple  of  weeks  ago  I heard  in  the  news 
the  story  of  an  elderly  Florida  recluse,  a woman 
who  lived  amidst  squalor  in  a hovel  more  filthy 
than  anything  her  neighbors  had  ever  seen.  She 
bought  her  clothes  from  the  Salvation  Army  and 
begged  food  from  neighbors  at  back  doors.  When 
she  died  of  starvation,  the  Court  assigned  an 
attorney  to  go  through  the  litter  of  her  home. 
He  found  two  safety  deposit  box  keys.  In  those 
2 safety  deposit  boxes  were  found  $40,000 
worth  of  stocks  and  over  $800,000  in  cash. 
Unique?  In  the  material  sense,  yes.  But  tragically, 
in  the  spiritual  sense,  all  too  common.  We  live 
as  paupers,  when  the  spiritual  riches  of  God  are 
fully  available  through  His  Son,  Jesus  Christ, 
who  is  the  key  to  the  safety  deposit  box  of  our 
spiritual  lives.  We  all  need  another  touch  by  the 
Master,  to  enable  us  to  see  more  clearly,  just 
as  it  happened  with  the  blind  man  at  Bethsaida 
after  Christ  touched  him.  He  saw  men  as  trees 
walking,  until  he  was  touched  again,  by  the 
mercy,  compassion  and  love  of  Jesus  Christ. 
Then  he  saw  clearly. 
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“Dedication  is  nothing  more  than  a desire  to  do  something.  That  desire  can  be 
removed  easily,  so  politicians  should  not  rely  on  dedication  in  medicine.  Doctors  will  quit 
the  practice  of  medicine  when  the  patient  ceases  to  be  a human  being  for  whom  they  have 
compassion  and  becomes  only  another  threat  to  the  doctor’s  security.” 

Jack  W.  Hannah,  M.D.,  Elkhart.  Indiana 
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The  Accident-Prone  Patient- 
Are  Accidents  Ever  Accidents? 


The  President  of  one  of  the  larger  psychiatric 
associations  in  the  United  States  made  the  com- 
ment that  after  every  accident  he  has  ever  had — 
minor  mostly — he  has  realized  that  he  was  mad 
to  start  with — or  irritated — and  did  something 
to  bring  it  about. 

A definition  of  accident-proneness  or  of  acci- 
dents is  given  by  Goldenson  as  being  “a  high 
susceptibility  to  accidents;  the  tendency  to  be 
an  ‘accident-repeater’.”3  Also,  Schulzinger  in 
1956  defines  accident-proneness  as  “an  accident 
with  or  without  injury;  it  is  in  the  main  a morbid 
phenomenon  resulting  from  the  integration  of  a 
dynamic  variable  constellation  of  forces  and 
occurs  as  a sudden,  unplanned  and  uncontrolled 
event.”  He  further  defines  it  as  “the  concept  of 
an  ‘accident’,  as  an  untoward  event  resulting  in 
damage  to  property  or  person  to  which  the  indi- 
vidual bears  no  responsibility  and  largely  is  a 
product  of  our  modern  civilization.”6  In  effect, 
primitive  man  took  his  own  blame  for  things; 
no  lawyer  or  psychologist  relieved  him. 

The  Accident  Syndrome 

Schulzinger  schematically  illustrates  further  by 
means  of  a graph-form  on  the  frontispiece  of  his 
book,  The  Accident  Syndrome,  as  to  the  genesis 
and  production  of  an  accident.  I quote:  “A-j- 
B-f-C  or  some  other  combination  such  as  C-j-D 
creates  a situation  favorable  to  the  occasion  of 
an  accident  with  or  without  injury.”6  Referring 
to  the  frontispiece,  the  pertinent  factors  are: 

universal  risk  plus 

irregular  additional  risk  incident  to  physical 
impairment  plus 

abnormal  physical  environment  plus 
maladjustment  and  irresponsibility  plus 
the  trigger  episode  plus 
behavior  in  the  presence  of  the  trigger 
(which  exerts  a feedback  upon  maladjust- 
ment and  irresponsibility)  influences  or 
determines  the  accident  with  or  without 
personal  injury.6 

Schulzinger’s  book  is  an  unusual  20-year  study 
of  nearly  35,000  cases  producing  relatively  new 
facts,  questioning  old  theories,  and  suggesting 
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various  approaches  toward  handling  and  pre- 
vention. 

Day  and  Kunkle  in  a personal  communication 
in  1948  neatly  summarized  individual  and  en- 
vironmental factors  listing  them  under  the  indi- 
vidual and  the  situation,  concluding,  “When  the 
accident-prone  individual  meets  the  accident- 
prone  situation,  the  accident-potential  of  this 
combination  is  high.”3 

Also  quite  early,  Weinerman,  publishing  in 
the  American  Journal  of  Public  Health,  1949, 
believes  that  accidents  are  multiply  determined; 
therefore  he  believes  that  many  factors  in  the 
equation  may  be  modifiable  toward  improvement; 
he  stresses  environmental  causative  factors  such 
as  “defects  and  inadequacies  of  industrial  equip- 
ment, bad  housing,  long  hours  of  routine  work, 
improper  traffic  regulations,  inadequate  play- 
grounds, poor  training  for  the  job,”  as  well  as 
the  more  individual  factors  such  as  “fatigue, 
transient  emotional  stress,  press  of  unfinished 
work,  impaired  vision  or  hearing,  underlying 
disease  or  physical  defects,  or  the  slower  re- 
actions of  the  aging  person.”8 

The  moral  of  the  above  information  seems  to 
be  for  the  examining  physician  to  keep  an  open 
mind  and  to  look  for  several  factors  which  may 
unite  to  produce  an  accident.  One  interesting 
example  of  several  years  ago  is  an  American 
Airliner  crash  which  was  said  to  have  represented 
the  failure  of  perhaps  twenty-five  separate  ele- 
ments concerned  with  crew  and  structural  matters 
in  order  for  the  accident  to  have  occurred. 

Epidemiology  of  Accidents 

Epidemiologically,  interesting  little  known 
facts  include,  according  to  W.  Donald  Ross  in 
“Practical  Psychiatry  for  Industrial  Physicians,” 
accidents  ranked  first  as  a cause  of  death  for  ages 
1-24,  second  for  ages  25-44,  fourth  for  ages  45- 
64,  fifth  for  ages  65  and  older,  and  seventh  for 
under  1 year  of  age.5 

In  addition  Schulzinger  says  there  are  more 
accidents  in  the  home,  on  the  highway,  or  in 
the  sports  area  nowadays  than  at  work.  “In  a 
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study  of  first  aid  treatments  in  children,  Fuller 
found  that  referrals  to  first  aid  were  not  distrib- 
uted evenly  among  the  children  but  shows  how 
from  the  early  age  of  two  children  vary,  from 
those  who  monopolize  the  nurse’s  time  to  those 
who  are  never  seen  by  her.  Girls  are  more 
sharply  divided  into  injury-prone  and  non-prone 
than  are  boys.”  Also  “Fain  and  Bender  studied 
eighty-six  children  with  severe  head  injuries  on 
the  Children’s  Psychiatric  Service  of  Bellview 
Hospital;  they  found'.  . . 38  percent  had  been 
involved  in  two  or  more  major  accidents  and 
could  be  described  as  suffering  from  an  accident- 
habit.”6 

Etiologic  Factors 

But  insofar  as  etiology  is  concerned,  Faine  and 
Bender  also  mentioned  delayed  temper  tantrums 
representing  hostile  gestures  toward  frustrating 
adults,  depressive  states,  acting-out  of  Oedipal 
conflicts,  and  “problems  arising  out  of  identifi- 
cation with  the  aggressor.”  Children  sometimes 
also  act  out  the  wish  to  be  dead  so  their  parents 
will  feel  sorry  for  them.  Over-authoritarian 
parents  or  sadomasochistic  ones,  i.e.,  sadistic  fa- 
ther and  masochistic  mother  or  vice  versa,  pre- 
dispose many  children  to  have  accidents  perform- 
ing an  activity  forbidden  by  the  parents.  Yet 
“it  is  not  the  accident  or  the  injury  per  se  that 
the  individual  is  seeking.  The  accidents  are 
merely  an  indirect  out-growth  of  circumstances 
or  situations  that  the  individual  gets  into  because 
of  psychological  demands.”6  It  would  generally 
seem  that  age,  IQ,  or  personality  structure  has 
little  to  do  with  it  in  children,  but  considerable 
secondary  gain  is  achieved  in  the  avoidance  of 
disagreeable  situations  and  in  evading  responsi- 
bility. 

Yet,  much  more  has  been  written  or  said  about 
the  specific  psychology  relating  to  accident- 
formation.  Our  old  friend  Freud  “assigns  primary 
significance  to  the  impulse  toward  self-destruction, 
the  death  instinct,  and  derives  outwardly  directed 
destruction  from  this  primary  death  instinct.  Other 
investigators,  i.e.,  Jones  and  Reich,  believe,  how- 
ever, that  self-destructive  human  behavior  can  be 
derived  from  the  turning  inward  of  the  destruc- 
tive instinct  originally  directed  outwardly;  i.e., 
masochism  from  sadism,  and  not  vice  versa.  This 
second  view  dispenses  with  the  concept  of  a 
death  instinct  and  contents  itself  with  the  assump- 
tion of  a destructive  instinct  which  can  also,  in 
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suitable  circumstances,  turn  inwards.”7 

Rawson,  Dunbar,  and  Alexander  have  pointed 
out  that  some  people  have  five  times  as  many 
accidents  as  the  normal  expectancy.  They  insist 
there  is  an  accident-prone  type  of  person.8  Raw- 
son  characterized  such  people  as  “rebellious,  re- 
sentful, deeply  oppositional  to  regulations  of 
family  life;  as  adulthood  is  approached,  contempt 
for  law  and  authority  becomes  evident.”  In 
addition  Rawson  believes  these  people  have 
‘^unconsciously-intended”  accidents  motivated  by 
a basic  desire  for  violent  uncontrolled  action. 
Alexander  too  says  accident-prone  people  im- 
petuously convert  impulses  into  instant  unplanned 
action.8 

Curiously,  Flanders  Dunbar  (by  accident)  be- 
gan to  learn  about  the  accident  syndrome  when 
“she  had  decided  to  use  patients  with  fractures 
as  the  ‘normal’  control  group  in  the  study  of 
personality  profiles  of  patients  with  cardiovascular 
and  other  diseases.  She  discovered  that  fracture 
patients  also  had  a characteristic  ‘profile’  which 
they  shared  with  patients  in  their  own  group.” 
She  found  them  impulsive  persons  who  do  not 
plan  for  the  future,  who  concentrate  upon  im- 
mediate pleasures  and  who  enjoy  adventure  and 
excitement.5 

Michael  Balint  in  a 1957  book,  The  Doctor, 
His  Patient  and  the  Illness,  commented  on  vari- 
ous theories  of  illness,  especially  regarding 
whether  something  inside  the  patient  turns  “bad,” 
i.e.,  pathological,  or  whether  “bad”  pathological 
influences  may  come  upon  the  patient  from  out- 
side himself  as  a so-called  “foreign  body.”  He 
said,  “the  shorter  the  duration  of  an  illness  . . . 
the  better  does  it  fit  in  with  the  theory  of  an 
external  agent.  A bruised  finger  or  a bad  attack 
of  flu  can  be  confidently  ascribed  to  something 
‘bad’  coming  from  the  outside.  But  if  a patient 
returns  periodically  with  some  minor  injury,  we 
cannot  help  thinking  of  accident-proneness  or 
deliberate  absenteeism;  and  if  he  ‘catches’  too 
many  infections,  we  talk  of  hypersensitivity,  al- 
lergic conditions,  etc.  The  longer  the  period  of 
observation,  the  more  the  impression  grows  that 
an  illness  is  almost  as  much  a characteristic 
quality  of  the  patient  as  the  shape  of  his  head, 
his  height,  or  the  color  of  his  eyes.  . . . This  leads 
directly  to  one  of  the  external  problems  of  med- 
icine: which  is  primary,  a chronic  organic  illness 
or  a certain  kind  of  personality?  Are  the  two 
of  them  independent  of  each  other,  interdepen- 
dent, or  is  one  the  cause  and  the  other  the  effect; 
and,  if  so,  which?”1 
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Clinical  Observations 

On  introspection  into  my  own  case  histories, 
I think  it  safe  to  say  that  a workday  never  goes 
by  without  obtaining  a history  of  accident- 
proneness  in  at  least  one  and  perhaps  three  or 
four  psychiatric  patients.  Such  revelations  by  the 
patient  may  be  recent  and  fresh,  precipitating  his 
visit  to  me  in  some  way;  they  may  be  only  part 
of  the  distant  history;  all  humans  are  accident- 
prone  to  some  degree,  and  if  the  difficulty  is 
sought  for  by  the  physician,  it  is  very  apt  to  be 
found.  I usually  routinely  add  a question  about 
accidents  to  the  questions  about  previous  med- 
ical history,  number  of  hospitalizations,  previous 
surgrey,  and  childhood  illnesses. 

For  example,  one  of  my  female  patients  re- 
cently told  me  she  presently  did  not  mind  her 
younger  son’s  pending  back  surgery  so  much 
since  she  had  had  to  hospitalize  her  oldest  son 
fourteen  times  for  accidents  while  he  was  grow- 
ing up.  Another  recent  rather  typical  lady  I saw 
gave  a history  of  a back  injury  with  two  succeed- 
ing surgical  back  procedures,  three  fractured  ex- 
tremities in  childhood  and  adolescence,  an  auto- 
mobile wreck  with  multiple  lacerations,  two 
lacerations  from  kitchen  knife  wounds;  she  also 
was  wearing  bandaids  over  several  small  burns 
incurred  while  frying  potatoes  in  hot  popping 
grease.  In  addition  she  had  scars  from  a previ- 
ous appendectomy,  cholecystectomy,  and  hys- 
terectomy. Surely,  such  a history  ought  to  arouse 
medical  suspicion  about  such  things  as  maso- 
chism, the  presence  of  self-directed  hostility,  the 
presence  of  guilt  feelings,  the  passive-aggressive- 
dependent  character  of  the  individual  and  about 
accident-proneness. 

Therapy  of  Traumatic  Neurosis 

The  treatment  of  the  emotional  stress  or  the 
traumatic  neurosis  is  probably  often  minimized 
or  even  overlooked.  To  quote  again  largely  from 
“Practical  Psychiatry  for  Industrial  Physicians”5 
by  Dr.  Ross,  “accidental  injuries,  narrow  escapes, 
and  hazardous  working  conditions  . . . constitute 
a type  of  emotional  stress.”  Such  stress  may  be 
either  “a  gross  stress  reaction  or  traumatic 
neurosis  in  a survivor,  whether  he  is  injured  or 
not.” 

The  military  treats  it  best  probably  by  prompt 
triage,  treatment,  and  return  to  duty.  “Triage  is 
concerned  with  discriminating  among  the  emo- 
tionally traumatized  as  among  the  physically 
traumatized,  those  who  require  varying  degrees  of 
evacuation  or  varying  rapidity  of  return  to  duty.” 


Treatment  refers  to  abreaction  of  feelings  with 
or  without  chemical  hypnosis;  rapid  return  to 
duty  reduces  the  guilt  felt  by  the  patient  and  im- 
proves morale  and  self-respect  as  well  as  re- 
establishing outlets  for  hostility  which  might 
otherwise  become  self-directed. 

“The  emotional  condition  is  not  so  well  recog- 
nized in  civilan  medicine  and  surgery.  Where 
there  is  physical  injury  present,  requiring  surgical 
attention,  the  concomitant  traumatic  neurosis  is 
often  overlooked,  even  when  the  patient  is  failing 
to  convalesce  and  get  back  the  use  of  his  powers.” 
Traumatic  neurosis  is  also  missed  rather  easily 
when  it  accompanies  an  occupational  disease  of 
known  physical  origin  such  as  “miner's  nystamus” 
or  “black-lung.” 

Emotional  Reactions  to  Disaster 

Emotional  reactions  to  disaster  and  the 
psychological  “first-aid”  for  them  are  classified 
as  to  individual  reactions  and  group  reactions. 
“Individual  reactions  go  through  three  phases: 
(1)  period  of  impact,  (2)  period  of  recoil,  and 
(3)  post-traumatic  period.  Reactions  during  the 
period  of  impact  can  be  divided  into  three  main 
groups:  (1)  the  minority  (10-25  percent)  who 

are  in  full  possession  of  their  faculties,  (2)  the 
majority  (75  percent)  who  show  some  transient 
inadequacies  in  their  reactions  but  should  be 
considered  as  “normal,”  and  (3)  another  (10-25 
percent)  who  show  manifestly  inappropriate  re- 
sponses, which  can  also  be  divided  into  three 
types:  (1)  depressed  reactions  (slowed  down, 

numbed),  (2)  overly  active  responses,  and  (3) 
bodily  reactions,  i.e.,  physical  symptoms  or 
aggravation  of  symptoms  of  physical  injury.” 

There  are  four  basic  principles  in  first  aid  for 
emotional  trauma:  (1)  accept  every  person’s 

right  to  have  his  own  feelings;  (2)  accept  a 
casualty’s  limitations  as  real;  (3)  size  up  a 
casualty’s  potentialities  as  quickly  as  possible; 
and  (4)  accept  your  own  limitations  in  a relief 
role.” 

During  the  period  of  recoil  “tuck  them  in  and 
let  them  talk  it  out.”  “The  reactions  in  the  post- 
traumatic  period  are  the  reactions  which  are 
labeled  post-traumatic  neurosis.  These  include 
persistent  anxiety,  fatigue  states,  or  depressive 
reactions,  usually  with  recurrent  dreams  which 
repeat  the  trauma,  and  with  irritability  to  noise 
and  surprise,  and  sometimes  with  symptoms  of 
conversion  reaction  or  dissociative  reaction.” 
Treatment  is  really  psychiatric,  not  general,  in 
nature. 
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Parenthetically,  grief  reactions  are  much  the 
same,  and  the  industrial  physician  should  see  that 
he  or  someone  else  renders  appropriate  help 
directed  toward  assisting  the  patient  work  through 
the  normal  phases  of  a grief  reaction,  primarily 
expression  of  suppressed  feelings  and  reattach- 
ment of  those  feelings  to  new  interests  and  into 
new  people. 

“Understanding  discussions  with  the  person 
who  has  suffered  acute  trauma  or  grief  can  be 
most  economical  in  preventing  later  medical  and 
psychiatric  expense  for  the  treament  of  a 
psychosomatic  or  psychiatric  disorder  including  a 
persistent  traumatic  neurosis.” 

CONCLUSIONS 

To  conclude  this  paper  and  at  the  same  time 
to  anticipate  a common  question,  I will  quote  Dr. 
Ross  again.  “The  industrial  physician  must  con- 
sider that  prevention  of  human  failure  leading  to 
accidental  injury  is  within  his  province  and  is  an 
important  area  for  his  collaboration  with  others. 
. . . Accident  prevention  ...  in  the  industrial 
setting  ...  is  tied  up  with  total  human  relations 
efforts.  One  consultant  in  industrial  psychiatry 
has  suggested  the  following  procedure  on  accident 
cases:  (1)  with  the  first  accident  for  any  worker, 
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check  the  mechanical  and  environmental  factors; 
(2)  with  the  second  accident  check  the  human 
factors  by  group  consultation;  and  (3)  with  the 
third  accident  arrange  a psychiatric  referral.” 

2104  West  Clinch  Ave. 
Knoxville,  Tenn.  37916 
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medical  grand  found/ 


FEVER  OF  UNKNOWN  ORIGIN 
WITH  POLYARTERITIS  NODOSA* 

Preliminary  Remarks 

DR.  GENE  H.  STOLLERMAN:  These  days 
I think  we  should  not  accept  “polyarteritis 
nodosa”  as  a cause  of  fever  of  unknown  origin 
(FUO).  The  notion  that  polyarteritis  nodosa  is 
a specific  disease  is  somewhat  passe.  It  is,  rather, 
an  expression  of  an  underlying  immunologic 
phenomenon  and  when  you  diagnose  “poly- 
arteritis nodosa,”  it  is  like  diagnosing  “erythema 
nodosum.”  Both  are  morbid  manifestations  of  a 
disease  rather  than  a disease  entity.  The  presence 
of  the  vascular  lesions  should  stimulate  the  search 
for  an  underlying  infectious  process  and  I am 
going  to  try  to  show  you  today  a “unified  field 
theory  of  disease”  in  which  infection  will  be  con- 
sidered the  underlying  common  denominator  of 
what  previously  was  a conventional,  categorical, 
differential  diagnostic  problem,  “FUO.” 

The  patient  to  be  presented  today  frustrated 
us  for  a diagnosis  for  many  weeks.  Many  mem- 
bers of  the  staff  saw  the  young  man  and  were 
convinced  that  he  had  an  underlying  infectious 
process.  Although  he  was  demonstrated  radio- 
graphically to  have  polyarteritis  nodosa,  I still 
believe  the  diagnosis  of  an  infectious  disease  is 
warranted.  I should  like  to  review  infections  with 
viral  agents  and  the  likely  immuno-pathologic 
basis  for  the  production  of  polyarteritis  nodosa, 
vasculitis  and  a wide  variety  of  other  immune- 
complex  phenomena.  Dr.  Land  will  present  the 
case. 

Case  Presentation 

DR.  MACK  LAND: 

This  is  a case  of  a 13-year-old  black  male  with  a 
chief  complaint  of  right  lower  quadrant,  sticking  ab- 
dominal pain  of  3 weeks  duration.  It  was  accompanied 
by  anorexia,  malaise  and  fever.  He  was  admitted  to 
the  General  Surgical  Service  on  23  Dec.,  ’74  where 
two  days  later  a laparotomy  revealed  a normal  appendix. 
The  abdomen  was  explored  but  no  abnormality  of  the 
intestine,  liver  or  spleen  was  noted.  Two  days  post- 
operatively  he  continued  to  have  fever  of  101°  to  103°F. 
Because  he  developed  a cough  and  continued  to  com- 
plain of  abdominal  pain,  he  was  transferred  to  the 
Medical  Service.  On  further  interrogation  he  denied  any 
history  of  chills,  of  exposure  to  tuberculous  patients,  or 

* City  of  Memphis  Hospital  Case  No.  477678.  Pre- 
sented February  5,  1975. 


of  handling  rabbits  or  other  animals.  There  was  no 
history  of  sickle  cell  disease  in  the  family.  He  had  been 
in  good  health  until  the  present  admission. 

Physical  examination : The  temperature  was  103°F, 
the  pulse  was  104  beats  per  minute,  blood  pressure  was 
120/70  and  respirations  were  26  per  minute.  Generally, 
he  appeared  chronically  ill,  but  in  no  acute  distress. 
The  eyes  revealed  no  iritis  or  episcleritis;  the  pupils 
were  equally  round,  and  reactive  to  light  and  accom- 
modation. No  papilledema  or  cytoid  bodies  were  noted, 
or  evidence  of  hypertensive  retinopathy.  The  pharynx 
was  free  of  exudates  and  displayed  no  lymphoid  hyper- 
plasia. The  tympanic  membranes  were  negative.  The 
neck  revealed  some  non-tender,  easily  moveable  cervical 
lymph  nodes.  There  were  a few  rales  in  the  right  lower 
lung.  The  PMI  of  the  heart  was  in  the  5th  intercoastal 
space  in  the  midclavicular  line.  S4  was  normal;  S2P 
was  increased  and  was  greater  in  intensity  than  S2A. 
There  was  an  S4  present.  There  was  a Grade  II/VI 
systolic,  crescendo-decrescendo  murmur  heard  at  the 
lower  left  sternal  border,  without  radiation.  The 
abdomen  was  flat;  bowel  sounds  were  present.  There 
was  tenderness  in  the  RLQ  greater  in  intensity  over 
the  recent  incision.  There  was  no  hepato-splenomegaly 
and  no  masses  were  felt.  Rectal  examination  was 
negative.  The  extremities  and  joints  revealed  no  areas 
of  tenderness  and  no  edema.  No  Osier’s  nodes  or 
laneway’s  lesions  were  noted. 

Laboratory  examination : Hematocrit  24%,  WBC 

29,500  with  one  band  form,  93  segmented  neutrophils 
and  6 lymphocytes  in  every  100  cells.  Platelets  were 
800,000  to  900,000  per  mm3.  An  erythrocyte  sedimen- 
tation rate  was  144  mm  per  hr.  A reticulocyte  count 
was  1.8%. 

Urinalysis  revealed  a pH  of  6.0  and  a specific  gravity 
of  1.020:  there  was  no  proteinuria  or  hematuria.  Micro- 
scopic examination  revealed  no  red  cells  or  red  cell 
casts.  No  organisms  were  noted  on  gram  stain. 

Serum  bilirubin  was  1.2  mg  percent.  Tests  for  rheu- 
matoid factor,  fluorescent  antinuclear  antibodies,  febrile 
agglutinins,  and  the  HAA  antigen  were  negative. 
Complement  levels  were  normal:  C3,  170  mg  percent 
and  C4,  27  mg  percent.  Cultures  of  the  blood,  sputum, 
and  ascitic  fluid  (obtained  at  operation)  were  negative. 
Skin  tests  were  negative  with  tuberculin,  histoplasmin, 
and  mumps  antigen.  Streptococcal  antigen  (Strepto- 
kenaise-Streptodornaise,  Lederle)  showed  delayed  hy- 
persensitivity reaction. 

Hospital  course:  After  several  weeks  of  investigation 
and  continued  fever,  he  was  given  a therapeutic  trial 
with  methicillin  and  gentamicin  for  approximately  5 
days  with  no  response.  Since  there  was  a possibility  of 
tuberculosis  and  the  chest  x-ray  was  compatible  with 
this  diagnosis,  a therapeutic  trial  of  anti-tuberculus 
drugs  was  instituted.  Triple  therapy  (isoniazide, 
ethambutol,  rifampin)  was  given  for  2 weeks,  however 
the  temperature  chart  continued  to  show  spikes  up  to 
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101  °F  during  this  time  and  he  failed  to  improve  symp- 
tomatically. Approximately  three  weeks  into  his  in- 
hospital  course,  he  developed  hypertension,  with  blood 
pressures  as  high  as  150/120  mm  Hg.  The  urine  was 
still  free  of  significant  amounts  of  protein  and  con- 
tained no  red  cells  or  red  cell  casts.  A renal  arteriogram 
disclosed  aneurysms  in  the  renal  parenchyma  involving 
the  medium  sized  vessels  (Fig.  1). 

A diagnosis  of  polyarteritis  nodosa  was  made  and  the 
patient  was  treated  with  prednisone.  He  responded  well 
but  continued  to  be  hypertensive  for  which  therapy 
has  been  instituted. 


Fig.  1.  Right  renal  arteriogram  of  patient  CR,  13- 
year-old  black  male,  showing  aneurysms  of  the  medium 
sized  intrarenal  vessels  characteristic  of  polyarteritis. 


Discussion 

DR.  STOLLERMAN:  As  an  old  “FUO-logist” 
I have  developed  my  own  systemic  approach  to 
the  diagnosis  of  FUO.  One  of  my  first  rules  in 
dealing  with  fever  of  obscure  origin  is  to  try  to 
avoid  the  diagnosis  of  FUO  for  at  least  6 weeks 
in  the  hope,  in  part,  that  the  fever  will  go  away 
and  I won’t  have  to  be  confronted  any  longer 
with  the  problem.  Actually,  if  you  are  on  the 
front  end  of  this  differential  diagnosis,  you  really 
should  get  the  credit  for  going  through  the  exas- 
perating and  exhausting  process  of  ruling  out  all 
of  the  possible  causes  of  focal  infection.  Par- 
ticularly when  a syndrome  starts  with  abdominal 
pain,  a high  leucocyte  count,  and  a persistent 
fever,  the  painstaking  process  of  excluding  every 
possible  focal  source  of  sepsis  must  be  under- 
taken and  then,  having  done  that,  there  is  the 
additional  task  of  excluding  specific  primary 
bacterial  infections  of  a toxic  or  septic  type.  And 
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you  must  hurry  lest  their  presence  destroy  your 
patient.  After  you  have  completed  your  diligent 
search,  you  become  aware  that  you  must  now 
come  to  grips  with  the  differential  diagnosis  of 
a true  “FUO”  and  time  is  an  important  criterion 
for  this  diagnosis. 

Various  authorities  have  given  different  tem- 
poral definitions  to  the  kind  of  fever  of  uncertain 
origin  that  usually  becomes  the  subject  of  a 
clinical  pathological  conference.  I don’t  think 
there  is  any  meaningful,  arbitrary  time  for  this 
definition.  A lot  depends  on  how  the  patient 
looks.  This  boy  looked  sick.  He  looked  like  he 
was  losing  ground  fast.  He  had  severe  anorexia; 
he  was  losing  weight  rapidly  and  we  were  worried 
that  he  was  being  consumed  by  a very  virulent 
infectious  process.  Therefore,  the  issue  of  em- 
pirical chemotherapy  was  clear.  We  could  not 
afford  to  miss  the  diagnosis  of  miliary  tubercu- 
losis, always  my  great  concern,  since  it  is  a 
disease  for  which  we  have  an  almost  100  percent 
cure  if  we  treat  soon  enough.  The  problems  of 
diagnosing  miliary  tuberculosis  are  many  and 
formidable.  A young  black  boy  from  this  com- 
munity who  is  being  consumed  by  fever  associ- 
ated with  leukocytosis  comprised  enough  evidence 
to  convince  his  physicians  that  he  deserved  a 
trial  of  anti-tuberculous  therapy. 

Many  FUO’s,  however,  are  less  urgent  and 
the  physician  can  stall  for  time.  What  I usually 
tell  the  patient  who  is  febrile  but  looks  well  and 
whose  fever  I cannot  explain  is,  “You  have  a 
95  percent  chance  of  getting  well  in  6 weeks, 
so  go  home  and  keep  in  touch  with  me.  If  you 
still  have  fever  in  six  weeks,  come  back,  but 
you  probably  won’t  need  to  do  so.”  Often  I am 
a hero  because  I can  cure  the  great  majority 
of  FUOO’s  by  telling  them  to  go  away  for  6 
weeks.  Then,  if  the  patient  returns  with  con- 
tinued fever,  I say,  “Well,  you  are  one  of  the 
few  whose  fever  did  not  go  away  in  6 weeks.  If 
you  still  feel  well,  go  home  and  come  back  in 
another  6 weeks  if  the  fever  persists.”  Many  will 
be  cured,  but  when  some  come  back  and  say  “Ha, 
ha,  you  were  wrong,”  I wil  Isay  “That  is  too  bad. 
You  are  a very  small  stubborn  minority.” 

I have  stalled  in  this  fashion  because  I am 
convinced  that  the  great  majority  of  such  benign 
FUO's  are  due  to  a self-limited  infectious  pro- 
cess, and  that  the  body  is  programmed  pretty 
well  to  defeat  most  such  infections  and  to  clear 
effectively  most  foreign  antigens.  Since  I have 
looked  at  the  whole  process  of  fever  through 
the  eyes  of  an  infectious  disease  oriented  phy- 
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sician,  the  only  good  explanation  to  me  for  most 
of  these  fevers  has  been  infection.  Because  the 
agent  in  most  of  them  could  not  be  identified 
as  among  bacterial,  mycoplasmal,  chlamydial  or 
protozoal  species,  I have  presumed  them  to  be 
occult  viral  infections,  assuming  in  addition  that 
there  are  a host  of  unknown  viruses  producing 
protracted  antigenemia  and  that  most  of  them 
are  self-limited  infections.  Therefore,  when  they 
don’t  disappear  in  6 to  12  weeks,  I now  have  a 
different  diagnosis  that  has  become  routine, 
“CPCmanship.” 

I look  at  the  problem  of  persistent  fever  as  a 
persistent  antigenemia  which  falls  into  essentially 
3 general  categories  (v.z.).  Actually  I would  like 
to  give  you  a “unified  field  theory  of  FUO  dis- 
ease” because  I believe  that  we  are  not  dealing 
with  three  problems  but  rather  with  one.  We  are 
usually  dealing,  I believe,  with  antigenemia  due 
to  persistent  infection.  We  formerly  focused  on 
certain  infections  that  we  know  are  persistent 
and  intractable  and  cause  FUO’s  and  which  are 
notoriously  difficult  to  diagnose.  The  great  classic, 
of  course,  has  always  been  tuberculosis.  The 
hematogenous  dissemination  of  tuberculosis  when 
you  cannot  see  any  focal  lesions  is  notoriously 
deceptive.  It  can  imitate  any  kind  of  diffuse 
vasculitis  and  indeed  a variety  of  occult  neo- 
plasms that  cause  fever. 

I have  listed  (Table  I)  the  diseases  that  1 
worry  most  about  because  they  can  be  cured,  or 


Table  1 

Conventional  Classification  of  the  Kinds  of  Diseases 
Involved  in  the  Differential  Diagnosis  of  Chronic 
Fever  of  Unknown  Origin 


Infection 


Vasculitis 


Neoplasm 


Bacterial: 

Subacute  bacterial 
endocarditis 
Tuberculosis 
Brucellosis 


Protozoan: 

Kala-azar 

Toxoplasmosis 


Polyarteritis 
Systemic  lupus 
erythematosus 
Rheumatoid 
arthritis 

Dermatomyositis 
“Serum  Sickness” 


Lymphoma 

Hepatoma 

Renal 

carcinoma 


Viral: 

Hepatitis  B 
Epstein-Barr 


they  can  at  least  be  treated  or  prognosticated. 
I haven’t  selected  them  because  of  their  frequen- 
cy, but  I have  picked  them  because  they  illustrate 
a variety  of  intracellular  infections  that  proliferate 
antigen,  or  cause  persistent  antigenemias  because 
of  an  inaccessible  focus  of  bacterial  growth,  such 


as  a heart  valve  vegetation,  which  feeds  into  the 
blood  stream  a continuous  barrage  of  antigen. 
In  miliary  tuberculosis  the  battle  is  a protracted 
one  between  the  organism  and  the  host;  there  is 
an  intracellular  fight  going  on,  as  well  as  an  extra- 
cellular one,  between  the  macrophage  and  the 
tubercle  bacillus.  Where  there  is  progressive 
tuberculosis  the  organisms  are  proliferating  with- 
in monocytes  and  are  bursting  forth  to  flood  the 
host  with  antigen  continuously.  Bacterial  endo- 
carditis of  the  subacute  type  is  also  an  obvious 
persistent  antigenemia.  Huge  amounts  of  antigen 
are  chronically  discharged  into  the  bloodstream 
and  in  the  days  before  antibiotics  were  available, 
when  the  differential  diagnosis  between  systemic 
lupus  erythematosus  (SLE)  and  subacute  bac- 
terial endocarditis  (SBE)  was  still  very  difficult, 
before  we  had  blood  cultures  and  before  Emanuel 
Libman  brought  the  technique  of  blood  culture 
to  the  diagnosis  of  SBE  to  differentiate  it  from 
SLE,  you  can  imagine  how  difficult  it  was  to 
distinguish  the  vascular  and  the  renal  lesions 
that  terminated  so  many  cases  of  both  diseases. 
Today  we  don’t  consider  it  much  of  a problem 
because  we  cure  the  antigenemia  relatively  early 
and  it  is  rare  for  us  not  to  find  an  antibiotic 
that  can  eradicate  the  focal  infection.  Our  prob- 
lem of  death  from  SBE  is  now  destruction  of 
valves  or  rupture  of  myocotic  aneurysms  in  the 
brain  rather  than  the  terminal  vascular  lesions 
of  renal  failure  observed  so  often  in  a past  era. 
Indeed,  the  vascular  and  renal  lesions  of  SBE 
can  be  pathophysiologically  identical  to  the  vas- 
cular lesions  of  SLE. 

I have  added  brucellosis  to  the  list  because  in 
the  era  when  there  was  a sizeable  incidence  of 
brucellosis  in  the  U.S.A.,  FUO  from  relapsing 
brucellosis  producing  “Pel-Ebstein-like”  fevers 
was  a nemesis  in  differential  diagnosis.  If  you 
didn't  think  of  doing  the  appropriate  immunologic 
tests,  the  relapsing  fever  resembling  the  Pel- 
Ebstein  fever  of  Hodgkins  disease  was  a not 
infrequent  diagnostic  pitfall.  Brucellosis  is  an 
intracellular  disease,  an  infection  of  the  ma- 
crophage, in  which  the  proliferation  of  the  organ- 
ism and  its  periodic  discharge  into  the  blood 
produces  protracted  antigenemia. 

All  of  the  more  exotic  infectious  agents  such 
as  the  leishania  of  kala-azar,  the  protozoans  of 
malaria  and  toxoplasmosis  and,  more  modernly, 
the  Epstein-Barr  virus  infecting  the  lymphocyte, 
are  intracellular  organisms  that  have  the  capacity 
to  discharge  continuously  into  the  blood  large 
amounts  of  infectious  antigen  and  thus  produce 
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persistent  antigenemia.  My  preoccupation  in  any 
FUO,  therefore  is  to  find  the  infection  that  I 
know  can  be  diagnosed,  by  either  culture  or 
biopsy. 

When  we  find  an  infection  that  is  the  cause 
of  an  FUO,  we  are  satisfied.  When  we  don’t,  the 
custom  has  been  to  move  over  to  the  next  cate- 
gory and  say  that  we  must  be  dealing  with  a 
“collagen-vascular  disease,”  as  though  it  were  of 
a completely  unrelated  etiology.  I submit  that  this 
is  a kind  of  old-fashioned  thinking.  What  you 
should  now  say  is  that  if  it  is  not  an  infection 
that  I can  identify,  it  is  an  infection  that  I can’t 
identify!  It  is,  in  other  words,  a viral  infection 
that  is  not  yet  diagnosable  and  that  is  pouring 
out  viral  antigen  and  producing  an  inflammatory, 
hyperimmune  disease. 

For  many  years  I have  insisted  that  SLE, 
rheumatoid  arthritis,  dermatomyositis  and  per- 
sistent forms  of  angioneurosis  or  polyarteritis 
were  due  to  viral  or  other  interacellular  agents, 
because  the  only  explanation  that  ever  made 
sense  to  me  was  continued  proliferation  of  anti- 
gen in  the  host  in  the  presence  of  large  amounts 
of  antibody.  Despite  hyperimmunity,  the  infec- 
tion is  not  cured  and  there  is  then  produced  the 
perfect  set-up  for  a severe  immune-complex 
disease.  The  clearest  evidence  for  this  concept 
is  seen  in  animal  models;  the  murine  cancer 
viruses  or  tumor  viruses  are  beautiful  models  of 
viruses  that  produce  “collagen-vascular  disease.” 
For  example,  viral  infection  of  New  Zealand 
mice  and  Aleutian  mink  cause1  syndromes  that 
closely  resemble  polyarteritis  and  SBE.  I still 
have  a firm  conviction  that  such  is  the  case  with 
rheumatoid  arthritis  as  well.'2 

Now,  the  real  recent  excitement  has  stemmed 
from  the  study  of  cancer.  If  the  FUO  is  not  one 
of  the  listed  infections  and  it  is  not  one  of  the 
hyperimmune  “collagen-vascular  diseases,”  then 
it  must  be  an  occult  neoplasm,  our  third  category. 
We  are  dealing  either  with  an  occult  lymphoma, 
or  with  one  of  the  cancers  that  are  notorious  for 
producing  FUO,  such  as  hepatomas  or  hyper- 
nephromas. These  have  always  been  considered 
to  be  in  a separate  diagnostic  category,  though  I 
do  not  consider  such  diseases  necessarily  in  a 
different  category,  as  I believe  neoplasia  can  be 
simply  another  aspect  of  infection.  The  animal 
models  of  cancer  viruses  are  not  the  only  illustra- 
tions of  the  viral  cause  of  neoplasia,  as  we  are 
now  beginning  to  see  human  counterparts  such 
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as  Burkitt’s  lymphoma  and  nasopharyngeal  carci- 
noma caused  by  the  Epstein-Barr  virus. 

Evidence  is  quickly  accumulating  for  the  viral 
etiology  of  cancer.  For  those  of  you  who  want 
to  read  an  experimental  forerunner  of  the  next 
10  years  of  clinical  immunology,  I commend 
to  your  attention  the  supplement  in  1971  to  the 
journal  of  Experimental  Medicine  on  “immune 
complexes  and  disease.”3  It  is  a compilation  of 
much  experimental  and  clinical  evidence  for  the 
role  of  viruses  in  cancer  and  in  the  production 
of  immune  phenomena  that  we  tend  now  to  call 
“immune-complex  disease.” 

There  are  a number  of  ways  (Table  II)  in 
which  vasculitis  can  be  produced  by  infections. 

Table  2 

Types  of  Mechanisms  Which  Could  Mediate 
Vasculitis  in  Man 

Type  Mechanism 

A.  Direct  infection  of  blood  vessels  by  microbial  agents 

B.  Deposition  of  antigen-antibody  complexes  in  vessel 
walls 

C.  Alteration  of  a native  component  (s)  of  the  vessel 
so  that  it  (they)  becomes  antigenic  (recognized  non- 
self) and  induces  humoral  or  cellular  immunity 

D.  Deposition  of  an  antigenic  foreign  substance  within 
the  vessel  wall 

E.  Alteration  of  a vessel  wall  component  (s)  so  that  it 
(they)  directly  induces  an  inflammatory  response 

(A) .  There  may  be  direct  invasion  of  blood 
vessels  by  microbial  agents.  An  example  is  in- 
fection with  the  rickettsia  which  cause  the  pur- 
puric lesions  of  typhus  fever.  The  infection  is 
in  the  endothelial  cell  and  the  inflammatory  re- 
action takes  place  in  the  vessel  wall.  Patients 
with  typhus  die  with  “vasculitis”  of  the  brain  or 
they  develop  the  diffuse  intravascular  coagulation 
(DIC)  syndrome  presumably  due  to  large 
amounts  of  complement-activating  antigen  pour- 
ing into  the  circulation  with  eventual  shock  and 
death. 

(B) .  For  reasons  that  are  not  clear  vasculitis 
may  develop  as  the  result  of  deposition  of  anti- 
gen-antibody complexes  in  the  vessel  wall.  The 
endothelial  cell,  a great  battler  with  immune- 
complexes  and  with  infectious  agents,  for  some 
reason  may  not  be  able  to  get  rid  of,  or  may  be 
overwhelmed  by,  the  antigen-antibody  complexes 
that  it  is  trying  to  digest  or  remove  from  the 
circulation  in  the  same  fashion  as  the  glomerulus 
disposes  of  such  complexes. 

(C) .  The  third  possible  mechanism  for  produc- 
tion of  vasculitis  is  that  the  vessel  itself  is  altered 
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by  the  virus.  We  know  that  many  viruses  change 
the  antigenicity  of  the  cell  membrane  as  soon  as 
they  get  into  a cell.  The  infected  vascular  cell 
produces  a new  surface  antigen  and  there  is  thus 
created  a new  autoimmune  disease  (like  Good- 
pasture’s syndrome)  in  which  the  vessel  destroys 
itself  immunologically. 

There  are  other  possibilities.  (D).  The  de- 
position of  antigenic  foreign  substance  within 
the  cell  wall  could  produce  vasculitis  or  (E) 
components  of  the  cell  wall  could  be  altered  in  a 
variety  of  ways  to  make  them  capable  of  inducing 
an  inflammatory  response  directly. 

Let  me  show  you  some  final  examples  of  viral 
hyperimmunity.  The  well  known  viruses  which 
produce  classical  infections  that  destroy  cells 
during  viral  replication  produce  specific  disease 
like  adenoviral  pharyngitis.  But  the  same  virus 
may  be  entirely  latent,  entering  the  genome  of 
the  cell  and  not  producing  any  obvious  change 
other  than  what  you  may  detect  in  the  genome 
as  being  foreign  viral  DNA  by  hybridization 
studies.  The  same  virus  may  produce  an  on- 
cogenic stimulus  or  make  the  cell  proliferate. 
Epstein-Barr  virus,  when  it  infects  the  lymphocyte 
in  vitro,  will  start  it  growing  and  dividing  in 
the  tissue  culture.  Simple  cell  proliferation  is 
one  of  the  signals  of  viral  infection.  But  the 
most  critical  event  immunologically  is  that  viruses 
make  neoantigenic  cell  membranes  which  in  effect 
amount  to  the  creation  of  foreign  cells  in  the 
body.  The  contest  between  host  and  parasite 
begins  in  earnest  and  large  amounts  of  neo- 
antigen may  be  liverated  in  this  situation,  and 
can  cause  immune-complex  disease. 

Now,  the  fact  is  that  several  cases  of  poly- 
arteritis nodosa  have  been  shown  to  be  caused 
by  type  B hepatitis  virus.  Type  B hepatitis  is  a 
perfect  set-up  for  producing  an  arteritis.4  You 
may  have  persistent  viral  antigenemia  in  a pa- 
tient who  has  not  developed  acute  hepatitis  at 
all  and  who  has  not  even  shown  much  liver 
dysfunction.  The  virus  may  proliferate  within  the 
macrophages  of  the  liver  and  may  be  poured 
into  the  bloodstream.  David  Gocke  and  his  col- 
leagues described  in  197 12’3  cases  of  polyarteritis 
in  which  the  duration  of  heavy  type  B viral  anti- 
genemia lasted  for  many  months.  In  some  cases 
viral  antigen  could  be  demonstrated  in  the  blood 
vessel  wall.  The  antibody  to  hepatitis  B virus 
produced  polyarteritis  nodosa  in  the’  wall  of  rel- 
atively large  arteries. 

Since  this  study  other  reports  of  type  B hepa- 
titis immune-complex  disease  have  appeared.  In 


Lancet  last  August5  there  is  a report  of  52  cases 
of  hepatitis  B infection  in  man  in  which  arteritis 
or  vasculitis  or  immune-complex  disease  produc- 
ing glomerulonephritis  were  described;  32  out  of 
the  52  patients  had  hepatitis  B antigen  demon- 
strated in  the  glomerulus.  Two  classical  forms 
of  glomerulonephritis,  acute  proliferative  and 
membranous,  have  now  been  observed  in  various 
stages  associated  with  hepatitis  B antigen,  and 
this  agent  is  now  one  of  the  proven  viral  etiologies 
of  an  SLE-like  disease  as  well  as  polyarteritis 
nodosa. 

In  addition,  we  are  now  beginning  to  recognize 
that  even  in  cases  of  idiopathic  SLE,  biopsy 
of  muscle  and  skin  reveal  endothelial  cytoplasmic 
inclusion  bodies  like  those  described  by  Walter 
Norton6  a few  years  ago  in  this  Department  and 
almost  simultaneously  by  several  other  observers 
elsewhere.  These  inclusions  in  SLE  endothelial 
cells  and  skin  fibroblasts  look  like  a myxovirus. 
In  other  pictures  one  can  see  buds  or  the  pro- 
jections from  the  membrane  of  SLE  fibroblasts  in 
the  tissue  culture.  The  only  trouble  is  that  nobody 
yet  has  been  able  to  get  this  thing  to  grow!  It  is 
regarded  by  some  as  a metabolic  byproduct  of 
cellular  damage.  To  me  it  is  just  as  likely  an  in- 
complete virus.  Like  many  other  incomplete 
viruses,  they  are  impossible  to  grow,  and  it  may 
be  a long  time  before  we  figure  out  how  to 
make  them  proliferate.  If  they  would  grow  out, 
we  would  explain  SLE  as  a “micro-SBE.”  In- 
stead of  having  bacteria  on  the  endothelium  of 
a valve,  we  have  what  looks  like  a virus  in  the 
endothelial  cell  which  could  produce  great 
amounts  of  antigen,  and  explain  the  ‘‘immuno- 
logical epilepsy”  that  we  know  as  systemic  lupus 
erythematosus!  The  mysterious  situations  in 
which  polyarteritis  precedes  the  appearance  of 
cancer  or  in  which  lupus-like  phenomena  of 
vasculitis,  polyneuropathy  or  polymyositis  pre- 
cede the  detection  of  cancer  in  older  people  may 
now  not  be  all  that  mysterious. 

Summing  Up 

Well,  this  is  my  “unified  field  theory  of  FUO.” 
In  the  boy  that  we  presented  today  we  did  not 
find  Australia  antigen.  We  have  not  found,  in- 
deed, any  of  the  common  viruses  for  which  we 
sought  although  I think  we  ought  to  seek  routinely 
all  of  the  herpes-like  viruses  that  persist  in  the 
blood,  cytomegalic  virus,  Ebstein-Barr  virus, 
hepatitis  A virus,  and  others,  because  I don’t 
think  that  it  will  be  very  long  before  we’ll  find 
that  some  of  the  viruses  that  cause  cancer,  or 
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that  cause  polyarteritis  or  even  SLE  may  be 
quite  common  ones.  The  best  example  of  this  is 
carcinoma  of  the  cervix,  and  its  association  with 
herpes  simplex  virus  Type  2,  a common  venerally 
transmitted  virus.  The  data  that  support  this 
relationship  are  now  overwhelming. 

The  next  time  you  divide  the  differential  diag- 
nosis of  FUO  into  “infection,  collagen-vascular 
disease  or  neoplasia” — smile! 
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Based  on  selected  films  (Fig.  I A & IB)  from  an 
upper  gastrointestinal  study  of  a 60-year-old  male  patient 
with  known  renal  cell  carcinoma  and  a chief  complaint 
of  post-prandial  mid-epigastric  pain,  anorexia,  weight 


loss  and  intermittent  diarrhea,  the  most  likely  diagnosis 
would  be  which  of  the  following: 

A.  Metastatic  neoplasm  to  the  duodenum  and  pancreas 

B.  Duodenal  Varices 

C.  Paraduodenal  arterial  collaterals  secondary  to  mesen- 
teric vascular  occlusion 

D.  Adenomatous  duodenal  polyps 

E.  Multiple  carcinoid  tumors  of  the  duodenum 

F.  Carcinoma  of  the  head  of  the  pancreas 

ANSWER  ON  PAGE  721 


Fig.  1A 


Fig.  IB 
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Drugs  and  the  Clinical  Laboratory 

It  is  now  apparent  that  clinical  laboratories 
are  being  presented  with  a new  and  awesome  re- 
sponsibility to  patients  in  the  field  of  analytical 
pharmacology. 

Measuring  therapeutic  levels  of  cardiac  gly- 
cosides, anti-arrhythmic  agents,  neurochemicals, 
anti-inflammatory  agents,  anti-epileptics  and 
antibiotics  has  contributed  so  greatly  to  precise 
patient  management  that  more  drug  monitoring 
can  be  expected.  Therapy  can  be  more  effective 
yet  safe.  The  problem  is  not  as  simple  as  it 
might  seem,  because  merely  analyzing  for  serum 
levels  of  the  parent  drug  may  not  be  sufficient. 
Not  all  patients  metabolize  drugs  in  the  same  way. 

An  interesting  example  is  provided  by  the  work 
of  Atkinson,  Strong  and  Blumer,1'3  who  have 
shown  that  certain  metabolites  of  lidocaine  are 
pharmacologically  active  and  can  greatly  potenti- 
ate the  toxic  effects  of  the  parent  compound. 
Some  patients  exhibiting  signs  of  CNS  toxicity  in 
their  series  had  plasma  levels  of  lidocaine  in  the 
accepted  therapeutic  range  but  two  metabolites  of 
lidocaine,  MEGX  (monoethylglycinexylidide)  and 
GX  (glycinexylidide),  were  present  in  higher 
concentration  than  in  non-toxic  patients.  At  least 
in  the  case  of  lidocaine  knowing  the  blood  level 
of  the  parent  drug  is  only  partial  information. 
The  concentration  of  the  metabolites  must  be 
known  as  well.  More  importantly,  the  preferred 
metabolic  pathway  of  drug  detoxification  must 
be  determined  for  each  patient  individually  in 
order  to  determine  proper  dosage.  This  phar- 
macokinetic pattern  is  not  unique  to  lidocaine. 

Most  of  the  analytical  methods  available  in 
clinical  laboratories  are  not  sufficiently  specific  or 
sensitive  to  make  these  important  distinctions 
between  parent  drugs  and  their  metabolites.  Gas- 
liquid  chromatography  and  radioimmunoassay 
are  very  sensitive  but  not  necessarily  specific.  For 
this  reason,  there  is  growing  interest  in  mass 
spectrometry  as  the  analytical  tool  for  therapeu- 
tic monitoring.  The  “mass  spec”  does  have  suf- 
ficient sensitivity  and  it  is  100  percent  specific. 
At  the  present  time  there  are  only  two  “mass 
specs”  in  the  State  being  used  exclusively  for 

From  the  Clinical  Laboratory  of  Nashville.  2525 
Park  Plaza.  Nashville,  Tenn.  37203. 


routine  clinical  purposes.  There  will  be  more  in 
the  near  future  because  clinical  necessity  will  de- 
mand it. 

The  principle  of  the  mass  spectrometer  is  rather 
simple.  An  electrical  field  can  be  produced  which 
will  cause  ionized  particles  to  oscillate  in  phase 
only  if  they  have  a certain  mass  weight.  Thus, 
particles  of  any  given  mass  weight  can  be  sep- 
arated from  all  others  because  only  particles  in 
phase  can  reach  a detecting  device.  By  varying 
oscillations,  the  instrument  can  scan  the  mass 
weight  spectrum  from  0-800  in  a few  seconds 
and  provide  quantitative  recordings  of  all  particles 
present  that  possess  each  of  the  various  mass 
weights. 

In  serum  or  urine  there  are  numerous  com- 
pounds that  will  have  the  same  mass  weight. 
Therefore,  a second  tehcnique  is  applied  to  the 
sample  simultaneously  that  enables  identification 
of  the  components  of  each  peak.  By  bombarding 
the  ionized  molecules  with  electrons,  some  will 
fragment  into  component  chemical  groupings. 
Each  chemical  grouping  is  ionized  and  conse- 
quently will  be  separated  by  the  oscillating  elec- 
trical field  that  separates  by  mass  weight.  Since 
each  organic  molecule  has  a specific,  highly  re- 
producible fragmentation  pattern,  absolute  iden- 
tification is  achieved.  Thus,  the  “mass  spec” 
enables  quantification  down  to  picogram  levels 
and  absolute  identification. 

All  of  this  is  accomplished  by  an  instrument 
no  bigger  than  a refrigerator  and  less  expensive 
than  larger  automated  analyzers.  The  mass  spec- 
trometer is  destined  to  be  the  necessary  laboratory 
adjunct  to  precision  therapeutics. 

Joseph  J.  Sannella,  M.D. 

Medical  Director 
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Hypertrophic  Osteoarthropathy  Associated 
with  Pulmonary  Metastasis  of  Malignant 
Melanoma 

TAKUO  SONODA,  M.D.,  STEPHEN  KRAUSS,  M.D. 

Introduction 

The  syndrome,  referred  to  as  hypertrophic 
osteoarthropathy  or  Marie-Bamberger’s  syndrome 
consists  of  the  triad  of  ossifying  hypertrophic 
periostitis,  synovitis,  and  digital  clubbing,  which 
may  be  either  primary  or  secondary.1  The  second- 
ary hypertrophic  osteoarthropathy  is  most  com- 
monly encountered  in  primary  lung  carcinomas.2 
The  development  of  hypertrophic  osteoarthrop- 
athy in  patients  with  pulmonary  metastasis  from 
extrathoracic  malignancies  is  very  rare.3’4  In  the 
following  case,  the  developmnt  of  hypertrophic 
osteoarthropathy  in  association  with  the  pul- 
monary metastasis  of  malignant  melanoma  was 
described. 

Case  Report 

A 35-year-old  Caucasian  male  was  referred  to  the 
hospital  on  May  24,  1974,  with  arthritis,  low-grade 
fever  and  productive  cough  which  had  been  present 
for  three  months.  He  had  a malignant  melanoma  re- 
moved from  his  right  arm,  followed  by  radical  right 
axillary  node  dissection  in  February  1969.  Three  nodes 
out  of  6 were  reportedly  positive  for  metastasis.  The 
chest  X-ray  obtained  in  February  1974,  at  the  onset 
of  symptoms,  was  normal. 

Physical  examination  revealed  a moderately  obese, 
healthy  appearing  male.  The  only  pertinent  findings 
were  tender,  hot  swelling  with  effusion  of  the  knees, 
ankles  and  left  elbow,  and  clubbing  of  the  fingers  with- 
out cyanosis. 

Routine  laboratory  tests  which  included  hemoglobin, 
hematocrit,  leukocyte  count,  electrolytes,  fasting  blood 
sugar,  blood  urea  nitrogen,  uric  acid,  calcium,  phos- 
phorus, total  serum  protein,  albumin,  cholesterol,  total 
serum  bilirubin,  CPK,  LDH  and  s-GOT  were  all  found 
to  be  within  the  normal  range.  Alkaline  phosphatase 
was  slightly  elevated  (115  mU/ml).  The  urine  was 
positive  for  melanogen.  Rheumatoid  factor,  LE  prepara- 
tion and  ANA  were  negative.  Plasma  growth  hormone 
level  and  urinary  excretion  of  estrogenic  substances 
were  within  normal  range.  The  chest  X-ray  revealed 
coin  lesions  in  the  left  upper  lobe,  which  were 
better  demonstrated  on  laminogram  (Figure  1).  X-ray 


From  University  of  Tennessee  Memorial  Research 
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Fig.  1 Laminogram  of  the  left  lung.  Note  coin  lesions 
in  the  left  upper  lobe. 


Fig.  2 Roentgenogram  of  right  leg,  demonstrating 
periosteal  elevation  and  proliferation  of  tibia 
and  fibula. 


of  both  hands  and  feet  showed  periosteal  reaction 
along  the  shaft  of  the  1st  and  5th  metatarsals.  X-ray 
of  the  knees,  legs  and  ankles  showed  subperiosteal 
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osteitis  with  periosteal  elevation  and  proliferation  of 
tibia  and  fibula  on  both  sides  (Figure  2).  Bone  scan 
showed  areas  of  moderately  increased  osteoblastic  activ- 
ity around  the  sacrum,  upper  sternum  and  right  anterior 
ribs. 

On  bronchoscopy,  the  apical  segment  of  the  left 
upper  lobe  bronchus  was  obstructed  by  the  tumor. 
Biopsy  of  the  left  upper  lobe  bronchus  revealed  only 
squamous  metaplasia.  Finally,  he  was  subjected  to 
left  thoracotomy  and  left  upper  lobe  lobectomy  on 
June  4,  1974.  The  tumor  mass,  measuring  2 cm  in 
diameter,  filled  the  lumina  of  the  left  apical  and  pos- 
terior segments  at  a point  1.5  cm  from  the  line  of 
resection.  Another  tumor  nodule,  measuring  2.6  cm 
in  diameter,  was  present  peripherally  to  the  one  de- 
scribed above.  Microscopic  examination  of  the  tumor 
nodules  confirmed  the  diagnosis  of  metastatic  malignant 
melanoma  of  the  left  upper  lobe  of  the  lung. 

His  post-operative  course  was  uneventful.  Symptoms 
of  arthritis  markedly  improved  within  2 or  3 days,  and 
the  tender,  warm  swelling  of  the  joints  subsided  within 
a week;  clubbing  of  the  fingers  had  decreased  and  dis- 
appeared 3 months  after  the  resection  of  the  tumor. 
Urine  test  for  melanogen,  repeated  within  a week,  was 
negative.  Despite  of  development  of  subcutaneous 
nodules  of  metastatic  malignant  melanoma  in  the  chest 
wall  approximately  3 months  after  the  resection  of  the 
lung  tumor,  symptoms  of  hypertrophic  osteoarthrop- 
athy never  recurred.  He  is  currently  on  chemotherapy 
with  Imidazole  Carboxamide  Dimethyl  Triazeno  (NSC 
#45388)  and  there  is  no  evidence  of  further  progression 
of  the  tumor.  He  is  free  from  symptoms  of  hyper- 
trophic osteoarthropathy. 

Discussion 

The  association  of  hypertrophic  osteoarthrop- 
athy with  pulmonary  metastasis  from  extra- 
thoracic  malignancies  is  surprisingly  rare.3’4  Hy- 
pertrophic osteoarthropathy  due  to  intrathoracic 
spread  of  primary  nasopharyngeal  carcinoma  and 
Hodgkin’s  disease  was  recently  reported.5’6  Pul- 
monary metastasis  of  malignant  melanoma  has  not 
been  uncommon,7  but  only  2 cases  of  hyper- 
trophic osteoarthropathy  associated  with  pul- 
monary metastasis  of  malignant  melanoma  have 
been  reported,  to  the  writer’s  knowledge,  in  the 
literature.4  Our  patient  is  the  3rd  such  example. 

In  our  patient,  hypertrophic  osteoarthropathy 
appeared  prior  to  the  development  of  roentgeno- 
graphic  evidence  of  pulmonary  metastasis.  Thus, 
clubbing  or  hypertrophic  osteoarthropathy  might 
be  an  important  clue  to  development  of  pulmo- 
nary spread  in  patients  with  malignant  melanoma. 

Several  factors  have  been  thought  to  favor  the 


development  of  the  syndrome,  among  which  are 
the  presence  of  central  necrosis  and  peripheral 
location  of  the  tumor  in  the  lung.8  One  of  the 
tumor  nodules  of  our  patient  was  located  cen- 
trally, and  another  peripherally,  but  both  con- 
tained central  necrosis. 

The  exact  mechanism  of  the  development  of 
hypertrophic  osteoarthropathy  is  unknown.  Cur- 
rently, opinions  are  divided  between  neurogenic 
and  humoral  mechanisms.9  Our  patient  did  not 
have  gynecomastia  or  any  other  symptoms  sug- 
gestive of  estrogen  over-secretion,  and  the  urinary 
excretion  of  estrogenic  substances  was  within  nor- 
mal limits.  Plasma  growth  hormone  level  was 
also  within  normal  limits. 

Symptomatic  improvement  following  the  resec- 
tion of  the  metastatic  pulmonary  lesions  persisted 
in  spite  of  the  presence  of  residual  tumor  in  the 
bone  and  later  recurrence  of  tumor  nodules  in 
the  chest  wall.  Therefore,  in  the  presence  of 
severely  disabling  symptoms  of  hypertrophic 
osteoarthropathy,  resection  of  metastatic  pul- 
monary lesions,  if  resectable,  is  justified  and  may 
improve  the  quality  of  the  patient’s  life. 
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History 

A 62-year-old  white  male  was  referred  for  evaluation 
of  lower  substernal  chest  pain  of  several  months  dura- 
tion which  had  recently  become  more  severe.  A vagot- 
omy and  pyloroplasty  performed  five  months  earlier 
for  long-standing  severe  symptoms  of  peptic  ulcer  dis- 
ease was  partially  successful  in  relieving  his  epigastric 
and  lower  substernal  pain.  A treadmill  exercise  test 
was  associated  with  ST  depression  during  that  hos- 
pitalization. The  EKG  was  noted  to  be  abnormal, 
having  changed  from  its  normal  appearance  two  years 
earlier,  and  was  essentially  the  same  as  the  one  in 


Figure  2 is  a left  anterior  oblique  view  of 
the  left  coronary  artery.  Although  one  cannot 
appreciate  motion  abnormalities  from  this  single 
view,  the  anterolateral  portion  of  the  left  ven- 
tricle was  very  hypokinetic,  and  exhibited  almost 
no  motion  in  the  area  of  the  two  diagonal 
branches  of  the  anterior  descending  coronary 
artery  (arrows  1 and  2).  The  proximal  diagonal 
branch  ( 1 ) is  totally  occluded  proximally,  its 
branches  filling  only  faintly  by  collaterals;  the 
distal  diagonal  branch  (2)  is  severely  stenotic  at 
its  origin.  (These  vessels  are  anterior  to  the  distal 
left  circumflex  artery  which  runs  in  the  inferior 
AV  groove  and  gives  rise  to  the  posterior  de- 
scending artery.)  Other  angiographic  abnormal- 
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Fig.  1 


Figure  1.  Despite  treatment  with  propranalol  and 
isosorbide  dinitrate,  he  continued  to  have  exertional 
substernal  chest  pain  with  radiation  to  his  arm  and 
neck.  There  was  no  evidence  for  a definite  myocardial 
infarction  during  another  hospitalization  for  a severe 
episode  of  chest  pain  two  months  prior  to  referral.  Risk 
factors  for  ischemic  heart  disease  include  smoking  and 
hypertension.  He  had  not  experienced  arrhythmias  or 
symptoms  of  pulmonary  venous  hypertension. 

Physical  Examination 

Blood  pressure  was  144/80.  Moderate  arteriolar  nar- 
rowing and  AV  nicking  were  seen  on  funduscopic 
examination.  The  jugular  venous  pulse  was  normal. 
Bilateral  carotid  and  femoral  bruits  were  present.  No 
cardiomegaly.  murmurs,  rub  or  gallop  was  noted.  The 
chest  x-ray  revealed  a normal  heart  size.  Laboratory 
data  were  within  normal  limits. 

The  electrocardiogram  taken  on  admission  to 
Saint  Thomas  Hospital  is  shown  in  Figure  1 . 
Leads  V1-V3  are  Vi  standard.  There  are  two 
significant  abnormalities:  1)  Q waves  (40  msec.) 
in  leads  I and  AVL,  and  2)  T wave  inversion 
in  I,  AVL.  V4-V6.  Normal  sinus  rhythm  is  asso- 
ciated with  a normal  PR  interval.  The  frontal 
plane  axis  is  normal  and  there  are  no  significant 
ST-T  abnormalities  in  the  inferior  or  anterosep- 
tal  leads. 

From  the  Cardiology  Department,  St.  Thomas  Hos- 
pital, Nashville,  Tenn.  37203. 


Fig.  2 


ities  include  moderate  narrowing  in  the  proximal 
left  anterior  descending  artery  (LAD),  severe 
stenosis  in  the  large  obtuse  marginal  branch 
(O.M.),  and  moderate  narrowing  of  the  posterior 
descending  artery  (P.D.).  The  left  ventricular 
end  diastolic  pressure  was  normal,  and  the  re- 
mainder of  the  ventricle  contracted  well. 

The  EKG  evidence  of  a superior  (“high 
lateral”)  myocardial  infarction  is  confirmed  by 
the  left  ventricular  angiogram  and  coronary 
arteriograms.  In  this  case  the  obtuse  marginal 
artery  is  lower  than  usual,  with  the  high  antero- 
lateral wall  supplied  by  the  two  diagonal  branches, 
both  of  which  are  severely  stenotic.  More  com- 
monly, blood  supply  to  this  area  comes  from 
branches  of  the  left  circumflex  artery. 

FINAL  EKG  DIAGNOSIS:  Superior  myo- 

cardial infarction,  age  undetermined. 

FINAL  ANATOMICAL  DIAGNOSIS:  Co- 
ronary artery  disease,  severe,  with  anterolateral 
akinesis.  John  B.  Breinig,  M.D. 
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Granulomatous  Pericarditis 

Over  a 6 month  period,  this  white  policeman 
had  a 28  pound  weight  loss  and  general  malaise. 
One  month  prior  to  admission  he  developed  fever 
and  chills,  an  enlarged  cardiac  silhouette,  and  a 
small  left  pleural  effusion  which  was  tapped  and 
was  negative  on  routine  culture.  Antibiotics  were 
ineffective.  On  admission  to  this  hospital,  his 
neck  veins  were  distended,  his  lungs  were  clear 
to  percussion  and  auscultation,  there  was  car- 
diomegaly,  and  no  friction  rub  was  noted.  Chest 
x-rays  (Figure  1)  showed  cardiomegaly,  a small 


Fig.  1 


infiltrate  in  the  right  apex,  and  some  pulmonary 
congestion.  Although  a prior  tine  test  was  nega- 
tive, an  intermediate  PPD  was  positive  on  this 
occasion.  An  echocardiogram  and  isotope  angio- 
cardiogram (Figures  2 and  3)  were  both  positive 
for  pericardial  effusion. 

Surgical  excision  of  the  pericardium  was  per- 
formed and  revealed  a thick  fibrous  pericardium 
with  cheesy,  thick  material  and  lobulated  fluid 
filled  spaces  between  th  epicardium  and  pericar- 
dium. Tuberculoid  granulomas  were  noted  on  the 
surgical  pathology  specimen,  but  neither  acid  fast 
bacilli  nor  fungi  could  be  demonstrated  on  special 
stains.  As  of  four  weeks,  cultures  are  still  nega- 
tive for  acid  fast  bacilli  and  fungi.  However,  the 
patient  has  shown  a striking  response  to  INH 
300  milligrams,  and  streptomycin  10  grams. 

From  the  Department  of  Nuclear  Medicine  and 
Ultrasound.  Park  View  Hospital.  Nashville,  Tenn.  37203. 


Fig.  3 


Although  granulomatous  tuberculous  peri- 
carditis was  once  one  of  the  most  common  causes 
of  an  exudate  in  the  pericardial  sac,  it  is  certainly 
far  less  commonly  encountered  today.  The  com- 
bined echocardiogram  and  isotope  angiocardio- 
gram allows  us  to  view  the  pericardial  space  and 
left  ventricular  chambers  with  two  different  non- 
invasive  techniques.  In  addition,  movement  of 
the  ventricular  wall  and  heart  valves  can  be  ap- 
preciated by  the  echocardiogram  and  help  to  rule 
out  valvular  vegetations  and  myocardiopathies. 
Circulation  time  and  a single  picture  of  the  heart 
chambers  containing  isotope  and  its  spatial  rela- 

continued  on  page  722 


SEPTEMBER,  1975 


719 


ORAL  CONTRACEPTIVES 

One  of  the  recently  recognized  common  causes 
of  correctable  hypertension  are  the  oral  contra- 
ceptives. This  cause  of  hypertension,  however, 
appears  to  be  frequently  overlooked  in  the  evalua- 
tion of  hypertensive  women. 

Incidence 

Since  the  first  description  of  oral  contraceptive 
induced  hypertension  in  1966  by  Laragh  and 
co-workers,  over  a dozen  reports  have  appeared 
in  the  literature,  almost  all  concluding  that  oral 
contraceptives  rather  frequently  cause  hyperten- 
sion. In  randomized  prospective  studies  the  in- 
cidence of  hypertension  among  women  on  the 
pill  has  varied  from  0 to  18  percent. 


Series 

Number  of 
Patients  Studied 

Incidence  of 
Hypertension 

Tyson 

1968 

51 

16% 

Spellacy  and  Birk 

1970 

57 

15% 

Saruta,  et  al 

1970 

56 

18% 

Russell  and  Sullivan 

1970 

411 

7% 

Weir,  et  al 

1971 

66 

0% 

Virtually  all  combinations  of  estrogens  and 
progestins,  including  sequential  type  preparations, 
have  been  implicated.  It  is  of  interest  that  pure 
estrogen  preparations  have  also  been  noted  to 
cause  hypertension. 

Pathogenesis 

The  exact  mechanism  of  oral  contraceptive 
induced  hypertension  remains  to  be  elucidated. 
Activation  of  the  renin-angiotensin  system,  pre- 
sumably secondary  to  estrogen  induced  produc- 
tion of  renin  substrate  (angiotensinogen)  by  the 
liver,  has  been  implicated  as  the  cause  of  the 
hypertension.  In  all  studies  to  date,  however, 
elevations  of  renin  substrate  and  plasma  renin 
activity  found  in  women  with  oral  contraceptive 
hypertension  have  been  no  greater  than  the  eleva- 
tions found  in  normotensive  women  on  the  pill. 
Recently,  however,  Saruta  and  co-workers  have 
claimed  that  plasma  renin  concentration  (as  op- 
posed to  plasma  renin  activity)  was  significantly 
higher  in  those  women  on  the  pill  who  became 
hypertensive  when  compared  to  women  on  the 

From  the  Hypertension  Center,  Vanderbilt  University 
Hospital,  Nashville,  Tenn.  37232. 
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pill  who  did  not  become  hypertensive.  Aldoster- 
one production  rates  are  also  elevated  in  women 
on  the  pill  presumably  secondary  to  the  hyper- 
reninemia.  The  increases  are  of  similar  magnitude 
in  both  hypertensive  and  normotensive  women 
on  the  pill.  Thus,  it  would  appear  that  the  in- 
creased plasma  renin  activity  and  secondary 
aldosteronism  per  se,  cannot  account  for  the 
observed  hypertension. 

Diagnosis  and  Treatment 

The  clinical  picture  is  indistinguishable  from 
essential  hypertension.  The  onset  of  hypertension 
may  occur  as  long  as  1 year  after  institution  of 
the  pill,  but  usually  appears  during  the  first  few 
cycles.  It  is  thought  by  many  that  oral  contra- 
ceptives may  unmask  latent  essential  hypertension 
or  exacerbate  pre-existing  hypertension.  It  is  not 
clear  from  the  literature  that  women  with  a 
history  of  toxemia  are  at  a greater  risk  than 
women  with  a history  of  toxemia  are  at  a greater 
risk  than  women  with  a history  of  normal  preg- 
nancies. Further  studies  are  needed  to  clarify  this 
important  point. 

Although  the  plasma  renin  activity  and  al- 
dosterone production  are  elevated  in  women  with 
oral  contraceptive  hypertension,  for  reasons 
noted  above,  these  findings  are  of  little  use  in 
establishing  the  diagnosis.  The  value  of  measur- 
ing plasma  renin  concentration  remains  to  be 
confirmed.  Currently,  the  only  means  of  making 
the  diagnosis  of  oral  contraceptive  hypertension 
is  to  stop  the  medication  and  note  that  the 
hypertension  remits,  usually  within  6-8  weeks. 

Summary 

1.  Oral  contraceptive  hypertension  is  one  of 
the  most  common  causes  of  curable  hypertension. 

2.  The  pathogenesis  remains  to  be  elucidated. 
Subtle  alterations  in  the  renin-angiotensin  system 
may  play  a role. 

3.  The  diagnosis  rests  upon  the  finding  that 
cessation  of  the  pill  results  in  the  amelioration 
of  the  hypertension. 

Ronald  D.  Brown,  M.D. 
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X-Ray  of  the  Month  Answer 

The  Correct  answer  is  C-Paraduodenal  arterial 
collaterals  secondary  to  mesenteric  vascular  oc- 
clusion. This  was  a difficult  problem  and  those 
who  answered  A & B should  not  hide  their  heads 
in  shame. 

The  diagnosis  was  established  by  selective 
superior  mesenteric  arteriography  which  was  per- 
formed to  explain  the  present  clinical  setting. 
Retrograde  filling  of  the  entire  celiac  axis,  which 
was  occluded  at  its  origin  by  progressive  athero- 
sclerotic occlusive  disease,  was  noted.  The  celiac 
vessels  filled  through  markedly  enlarged  col- 
laterals from  the  inferior  to  the  superior 
pancreatico-duodenal  arcades.  These  collaterals 
account  for  the  serpentine,  non-pulsatile  filling 
defects  seen  in  the  1st  and  2nd  portions  of  the 
duodenum  (Fig.  1A  & IB).  For  comparison,  a 
normal  superior  mesenteric  arteriogram  (Fig.  2B) 
is  included.  Note  how  much  smaller  the 
pancreatico-duodenal  arcade  vessels  are,  as  well 
as  the  gastroduodenal  artery.  The  degree  of  retro- 
grade filling  of  the  celiac  vessels  is  considerably 
less  than  in  Fig.  2A,  and  represents  bi-directional 
flow  in  these  vessels.  The  patient’s  renal  cell  carci- 
noma was  not  related  to  the  present  symptom- 
atology. 

Discussion 

Collateral  arterial  blood  flow  via  the  pancre- 


Fig.  2A  Selective  superior  mesenteric  artery  injection 
(lower  arrow)  with  filling  of  the  celiac  trunk 
via  pancreatico-duodenal  arteries.  The  celiac 
artery  is  occluded  at  its  origin  (upper  arrow). 


atico-duodenal  arcade  vasculature  occurs  when 
the  celiac  axis,  superior  mesenteric  artery  or  both 
are  occluded  at  their  origins  from  atherosclerotic 
vascular  disease.  These  dilated,  tortuous  col- 
laterals may  form  multiple  contour  filling  defects 
on  the  1st  and  2nd  portions  of  the  duodenum. 
Apparent  widening  of  the  duodenal  sweep  and 
straightening  of  the  medial  aspect  of  the  loop  may 
also  occur.  Other  thoughts  in  the  differential 
diagnosis  as  seen  on  barium  study  of  the  duode- 
num are  as  follows:  Brunner’s  gland  hyperplasia, 
adenomatous  polyps,  nodular  lymphoma,  carci- 
noma of  the  head  of  the  pancreas  and  varices. 

The  diagnosis  is  established  by  the  association 
of  the  clinical  presentation  and  fecal  studies  con- 
sistent with  malabsorption.  Roentgenographically, 
the  serpentine  nodular  filling  defects  in  the 
duodenum,  straightening  of  the  medial  aspect  of 
the  2nd  portion  of  the  duodenum,  and  widening 
of  the  duodenal  loop  are  regular  features  on  the 
upper  gastrointestinal  studies. 

The  definitive  diagnosis  can  only  be  made 
angiographically,  and  many  cases  are  found  in- 
cidentally during  this  procedure  or  at  autopsy. 
Although  many  different  collateral  pathways 
bridge  the  celiac  and  SMA  circulations,  it  is  quite 
unusual  to  have  findings  noted  on  barium  exami- 
nations. Indeed  the  pancreatic  arcade  vessels 
must  attain  an  enormous  size,  as  they  did  in  the 
case  presented,  to  have  such  prominent  findings. 


Fig.  2B  Comparative  normal  superior  mesenteric  artery 
injection  (arrow)  reveals  filling  of  a normal 
pancreatico-duodenal  vessel  with  no  gross  fill- 
ing of  any  of  the  major  celiac  branches. 
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By  far  the  most  common  cause  of  celiac  artery 
occlusion  is  progressive  atherosclerotic  disease 
with  plaque  formation  at  the  origin  of  the  trunk. 
Less  frequent  causes  are  compression  from  the 
celiac  ganglion  neural  plexus,  carcinoma  of  the 
pancreas,  and  retroperitoneal  fibrosis  (idopathic 
or  secondary)  and  retroperitoneal  neoplasia. 
Arteritis  and  fibromuscular  hyperplasia  have  also 

been  reported  in  rare  cases. 

Dennis  Westmoreland,  M.D. 
Elliot  Himmelfarb,  M.D. 

BIBLIOGRAPHY  REFERENCE 

Baum,  S.  Stein,  GN,  and  Baue,  A:  Extrinsic  Pressure 
Defects  on  the  Duodenal  Loop  in  Mesenteric  Occlusive 
Disease.  Radiology,  85:866-874,  1965. 

Shimkin,  PM,  and  Pearson.  KD:  Unusual  Arterial 

Impression  upon  the  Duodenum.  Radiology,  103:295- 
297,  1972. 

Prevot,  R:  Margulis  and  Burhenne:  Alimentary  Tract 
Roentgenology.  Roentgenology  of  the  Duodenum.  Vol. 
1,  pp.  539-543. 

Boijsen,  E:  Abrams  Angiography:  Mesenteric 

Angiography  Chronic  Obstruction.  Vol.  II,  pp.  1103- 
1105. 

Hypertension  Review  . . . 

continued  from  page  720 

2.  Laragh,  JH,  Sealey,  JE,  Ledingham,  JGG,  Newton, 
MA:  Oral  contraceptives.  JAMA,  201:918-922,  1967. 

3.  Laragh,  JH:  The  pill,  hypertension,  and  the 

toxemias  of  pregnancy.  Am  J Obstet  Gynecol,  109:210- 
213,  1971. 

4.  Russell,  RP,  Sullivan,  MA:  The  pill  and  hyper- 

tension. Johns  Hopkins  A Jed  J,  127:287-293,  1970. 

5.  Saruta,  T,  Saade,  GA,  Kaplan,  NM:  A possible 
mechanism  for  hypertension  induced  by  oral  contra- 
ceptives. Arch  Intern  Med,  126:621-626,  1970. 

6.  Spellacy,  WN,  Birk,  SA:  The  development  of 

elevated  blood  pressure  while  using  oral  contraceptives: 
A preliminary  report  of  a prospective  study.  Fertil 
Steril,  21:301-306,  1970. 

7.  Tyson,  JEA:  Oral  contraception  and  elevated 

blood  pressure.  Am  J Obstet  Gynecol,  100:875-876, 
1968. 

8.  Weinberger,  MH,  Collins,  RD,  Dowdy,  AJ,  Nokes, 
GW,  Luetscher,  JA:  Hypertension  induced  by  oral  con- 
traceptives containing  estrogen  and  gestagen.  Ann  Intern 
Med,  71:891-902,  1969. 

9.  Weir,  RJ,  Briggs,  E,  Mack,  A,  Taylor,  L,  Brown- 
ing, J,  Naismith,  L,  Wilson,  E:  Blood  pressure  in 

women  after  one  year  of  oral  contraception.  Lancet, 
1:467-470,  1971. 

Topics  . . . continued  from  page  719 

tion  to  surrounding  liver  and  lung  can  be  ap- 
preciated by  the  isotope  angiocardiogram.  These 
combined  studies  significantly  increase  the  cer- 
tainty of  which  the  physician  is  able  to  diagnose 
pericardial  effusion  and  are  complementary  non- 
invasive  ways  of  looking  at  the  heart. 

Robert  L.  Bell,  M.D. 
Tom  Davis,  M.D. 


Pro-Banthine® 

brand  of 

propantheline  bromide 

Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration : The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 
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Joint  Underwriting  Association 

Concerning  the  availability  of  malpractice  insurance,  the  Joint  Under- 
writing Association  (JUA)  began  operation  September  1,  1975.  The  only 
good  thing  we  can  say  about  it  is  that  the  JUA  will  provide  medical  liability 
insurance.  The  rates  are,  in  our  view,  totally  unacceptable.  The  medical 
membership  on  the  JUA  Board  of  Directors  was  unanimous  in  opposition 
of  the  rate  structure.  At  the  same  time,  we  faced  a compelling  situation 
requiring  implementation  of  the  JUA  as  early  as  possible,  since  there  existed 
more  than  three  hundred  physicians  across  the  state  whose  policies  would 
expire  and  these  physicians  would  be  without  malpractice  coverage  on 
September  1,  1975. 


pfc/ident’/ 
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The  TMA  continues  to  explore  a number  of  methods  by  which  the  rate 
structure  can  be  effectively  challenged.  These  methods  include  the 
consideration  of  obtaining  an  independent  actuary  to  go  into  the  matter 
for  us.  The  Tennessee  Department  of  Insurance  is  totally  in  accord  with 
this  move,  and  the  Commissioner  has  been  quoted  publically  as  saying  that 
he  believes  that  the  rates  are  high. 

I have  said  in  statements  to  the  press  and  before  the  television  cameras, 
that  there  will  be  a number  of  doctors  across  the  state  that  will  be  forced 
to  modify  their  type  of  practice  because  of  these  excessive  rates.  Indeed, 
some  might  choose  to  leave  the  practice  of  medicine  altogether. 

1 encourage  and  urge  you  as  medical  leaders  to  strongly  protest  the  rate 
structure  to  the  Commissioner  of  Insurance,  and  the  Joint  Underwriting 
Association,  presenting  your  own  assessment  of  what  it  will  mean  to  the 
practice  of  medicine  in  your  area.  It  is  believed  this  will  be  helpful  to  us 
in  the  future  as  we  try  to  develop  action  pertaining  to  the  rates. 


Meanwhile,  the  Tennessee  Medical  Association,  and  your  leadership,  are 
attempting  to  implement  the  Medical  Malpractice  Review  Board  legislation. 
Let  me  urge  your  cooperation  and  your  support  for  responsible  participa- 
tion in  the  implementation  of  the  legislation  which  we  believe  to  be  our  best 
hope  at  the  present  time  for  beginning  to  get  a handle  on  our  medical 
liability  problems. 

The  TMA  Board  of  Trustees  will  meet  in  Memphis  on  October  12,  and 
will  be  considering  these  and  other  questions.  I invite  your  advice,  rec- 
ommendations and/or  constructive  criticism. 


Yours  very  sincerely, 


President 
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PAC 

Several  years  ago  during  a water  shortage  the 
water  pressure  in  New  York  City  was  found  to 
drop  precipitously  during  the  evenings  on  the 
hour  and  half  hour.  It  turned  out  to  be  due  to 
TV  viewers  in  vast  numbers  taking  time  during 
station  breaks  to  attend  to  chores  requiring  the 
use  of  water. 

One  evening  a couple  of  years  ago  I listened  to 
the  taxi  meter  ticking  merrily  away  as  we  crept 
from  the  Atlanta  Airport  to  a downtown  hotel. 
What  had  transformed  a normally  merely  busy 
expressway  to  a parking  lot  was  the  horde  leaving 
a baseball  game  in  the  Atlanta  Stadium. 

We  spend  a lot  of  time  and  money  letting 
people  entertain  us.  We  also  give  money  to  our 
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favorite  charities  because  we  cannot,  by  virtue 
of  limitations  of  time  and  talent,  be  personally 
involved  in  everything.  For  the  same  reasons  we 
elect  people  to  various  legislative  bodies  to  do 
our  legislative  housekeeping. 

It  seems  to  me  that  if  we  are  going  to  elect 
people  to  these  bodies  and  offices,  it  would  be- 
hoove us  to  elect  those  who  are  friendly  to  us, 
and  who  even  more  importantly,  are  persons  of 
integrity.  It  is  difficult  if  not  impossible  for  me, 
and  I suspect  for  you,  to  know  all  about  all 
the  candidates,  and  which  ones  are  most  de- 
serving of  our  support.  To  do  this  for  us,  med- 
icine has  formed  various  political  action  com- 
mittees, known  as  PAC’s. 

The  concept  of  letting  qualified  people  act  as 
surrogates  is  thoroughly  ingrained  in  the  human 
race.  I am  therefore  appalled  that,  after  the 
AMA  and  TMA  have  set  up  these  political 
action  committees,  with  boards  and  advisors 
whose  function  it  is  to  study  the  records  of  can- 
didates and  lend  support  to  those  found  to  be 
most  deserving,  financial  support  of  AMPAC 
and  IMPACT  has  been  so  meager. 

The  PAC  membership  among  the  state’s  phy- 
sicians and  their  wives  is  879  (27  are  wives)  out 
of  roughly  4,000  physicians — a paltry  20  or  so 
percent.  One  metropolitan  society  has  a ridicu- 
lous 8 percent,  and  even  the  highest  percentage — 
44  percent — is  nothing  to  crow  about.  Sustain- 
ing membership  is  virtually  nil. 

We  won  some  signal  victories  in  the  recent 
legislature  by  virtue  of  some  hard  work  on  the 
part  of  our  legislative  committee  and  TMA  staff. 
But  there  are  some  other  critical  areas  which  we 
have  not  even  addressed  because  of  lack  of  legis- 
lative support.  To  gain  this  support,  to  enact 
legislation  to  heal  rather  than  put  a band-aid  on 
the  malpractice  problem,  for  example,  we  need 
to  be  a lot  more  politically  active  than  we  have 
been,  and  this  is  just  one,  even  though  presently 
the  most  harassing,  problem  area. 

Support  your  PAC,  national,  state,  and  local, 
by  becoming  a member.  Better  still,  both  you 
and  your  wife  become  sustaining  members. 

JBT 

One-Way  Street  to  Destruction 

“For  what  fellowship  hath  righteousness  with 
unrighteousness  and  what  communion  hath 
light  with  darkness?” 

II  Corinthians  6:14 

The  presence  of  a common  goal  is  all  it  takes 
to  weld  individuals  into  a functional  unit,  and,  de- 
pending on  the  extent  to  which  each  is  committed 
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to  that  goal,  all  manner  of  differences  in  back- 
ground, desires,  and  aspirations  will  be  subordi- 
nated. This  is  the  basis  for  marriage,  political 
parties,  churches,  athletic  teams,  and  a whole 
variety  of  community  activities.  It  is  also  the 
basis  for  the  recent  successful  cooperative  ven- 
ture of  the  United  States  and  the  Soviet  Union 
in  space.  If  we  attempt  to  extrapolate  anything 
else  from  it,  we  are  self-deluded  and  in  grave 
danger.  And  yet  it  appears  people  are  being 
taken  in  by  all  the  loose  talk  about  “detente,” 
some  of  them  apparently  in  high  places.  They 
of  all  people  should  know  better. 

One  not  taken  in  is  Alexander  Solzhenitsyn, 
who  is  trying  his  best  to  warn  us  of  the  real 
communist  mentality,  which  no  one  understands 
better  than  he.  For  his  trouble,  on  the  advice 
of  the  National  Security  Council  he  was  snubbed 
by  the  President  of  the  United  States,  for  to 
receive  Solzhenitsyn  in  the  White  House  might 
upset  the  detente  which  we  were  at  the  time  pur- 
chasing with  250  million  dollar  politically  mo- 
tivated scientifically  useless  space  lark.  Because 
of  the  snub,  though,  the  President’s  popularity, 
as  judged  by  the  polls,  plunged  a good  ten  per 
cent,  indicating  that  although  The  National  Secur- 
ity Council,  the  State  Department,  and  by  indi- 
rection by  the  President,  may  be  patsies,  there 
are  still  many  who  refuse  to  buy  the  fiction  that 
communism  has  deviated  from  its  basic  and  often 
stated  aim,  which  was  so  well  and  so  succinctly 
put  by  Comrade  Khrushchev,  to  wit,  “We  will 
bury  you!” 

We  need  only  to  take  a closer  look  at  the 
widely  hailed  “cooperation”  in  the  recent  space 
venture  to  gain  insight  into  the  true  situation. 
Everything  done  by  the  United  States  was  com- 
pletely open  to  all  comers.  NASA  experts,  how- 
ever, were  refused  permission  to  examine  Soyuz 
while  it  was  being  built,  and  Western  newsmen 
were  not  allowed  at  the  launch  site.  The  Soviet 
docking  equipment  was  separately  manufactured, 
and  engineering  designs  were  not  made  available 
to  the  West.  The  Russians  will  withhold  for  a 
year  data  acquired  in  jointly  conducted  space 
experiments.  In  short,  it  was  a one-way  education 
for  the  Russians  in  our  methodology. 

All  of  this  would  perhaps  be  worthwhile — or 
rather,  it  would  indeed  be  worthwhile — if  in  fact 
it  signified  that  at  last  freedom  was  penetrating 
the  iron  curtain,  and  the  nations  of  the  world 
could  live  together  in  love  and  brotherhood.  To 
think  this,  however,  is  to  misunderstand,  to  our 
own  destruction,  the  nature  of  communism,  and 


it  is  the  act  of  turning  the  clear  light  of  reason  on 
this  festering  sore  of  the  universe  that  is 
Solzhenitsyn’s  service  to  mankind  and  at  the 
same  time  the  source  of  his  disfavor.  That  there 
can  be  no  marriage  of  freedom  and  communism 
is  an  unpopular  notion,  particularly  with  the  lead- 
ership of  this  country,  as  it  hurts  their  pride  to 
feel  there  is  something  they  simply  cannot  do. 

Because  of  this  diplomatic  pride,  we  are  in 
danger,  and  are  indeed  in  the  process,  of  being 
sold  into  slavery  by  our  leaders.  The  process 
started  in  1933  with  the  recognition  of  the  Soviet 
Regime  by  President  Roosevelt,  and  it  has  been 
moving  inexorably  forward  ever  since.  It  should 
be  perfectly  clear  from  numerous  accounts,  ac- 
tions, and  experiences  that  communism  can 
exist  only  in  an  atmosphere  of  hypocrisy,  official 
deceit,  and  personal  dishonesty.  It  has  in  fact 
been  stated  by  their  leaders  that  lying  to  advance 
the  cause  of  communism  is  moral  and  to  be  en- 
couraged. The  sad  part  is  that  this  pragmatic 
amoral  climate  without  absolutes  of  right  and 
wrong  and  good  and  evil,  which  is  the  hallmark 
of  dialectic  materialism,  and  which  is  the  very 
antithesis  of  the  precepts  on  which  our  govern- 
ment and  western  civilization  itself  are  based,  has 
penetrated  the  inner  workings  of  our  own  govern- 
ment and  is  present,  often  on  both  sides,  in  cru- 
cial negotiations.  How  can  we  delude  ourselves 
into  thinking  that  valid  treaties  or  agreements 
can  be  made  in  such  an  atmosphere?  The  SALT 
conferences  and  agreements  would  be  a hilarious 
comedy  if  the  consequences  were  not  so  dangerous 
to  our  continued  existence. 

It  is  precisely  to  this  moral  blackout,  east  and 
west,  that  Solzhenitsyn  has  addressed  himself  in 
recent  speeches,  which  have  been  understandably 
poorly  received  in  some  circles  in  this  country. 
He  is  in  error,  however  in  concluding  that  Rus- 
sian influence  is  responsible  for  the  rise  of  moral 
relativism  in  the  West.  The  roots  are  much 
deeper,  and  have  to  do  with  basic  values.  When 
man  counts  himself  not  answerable  to  God 
for  his  actions,  he  soon  extends  this  to  include 
his  fellow  man,  the  results  of  which  we  see 
all  around  us.  The  root,  as  Solzhenitsyn  correctly 
points  out,  is  spiritual. 

There  is  a longing  in  the  hearts  of  men  for 
peace  between  east  and  west — for  continued 
detente,  to  use  the  “in”  term.  The  experiences 
of  men  like  the  Russians  Solzhenitsyn  and 
Sakharov,  and  our  own  Alexander  Dolgun,  author 
of  An  American  in  the  Gulag,  and  many  others 
should  convince  us  it  is  not  possible.  Moral  law 
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has  long  been  extinct  in  the  Soviet  Union.  If  we 
are  unconvinced,  and  if  moral  law  does  not  ex- 
perience a resurgence  in  this  country — if,  in  short 
we  misinterpret  the  real  meaning  of  Watergate, 
and  only  indulge  ourselves  in  handwringing  re- 
morse, and  useless  recrimination  without  the 
realignment  of  spirit  which  characterizes  true  re- 
pentence,  then  we  will  not  be  sold  into  slavery, 
but  we  will  enter  into  it  by  our  own  doing.  Lest 
I be  misunderstood,  I do  not  mean  slavery  to  the 
Soviet  Union,  though  that  could  be  a by-product. 

On  the  face  of  it,  all  this  has  nothing  to  do 
with  medicine,  and  therefore  might  be  considered 
to  have  no  place  in  this  Journal.  It  is  here, 
though,  because  it  has  everything  to  do  with  our 
continued  existence  as  physicians  free  to  practice 
medicine  as  we  see  fit.  We  have  been  led  for  40 
years  down  the  socialist  path,  like  lambs  to  the 
slaughter.  The  dole  has  become  more  attractive 
than  the  honest  dollar,  the  lie  more  desirable 
than  the  truth.  Perhaps  we  have  come  too  far, 
and  there  is  no  turning  back.  It  should  not  take 
much  longer  for  us  to  know  for  sure. 

JBT 

On  the  Care  and  Feeding  of  ail  God’s  Chillun 

"Big  fleas  have  little  fleas 
To  plague,  perplex,  and  bite  ’em. 

Little  fleas  have  lesser  fleas, 

And  so  ad  infinitem.” 

R.  R.  Fielder, 

Pulex  Irritans  (1920) 

All  things  considered,  since  Adam’s  fall,  if  not 
before,  the  major  preoccupation  of  all  members 
of  the  animal  kingdom  has  been  food  gathering. 
Even  propagation  of  the  species  has  to  take 
second  place  to  it,  for  without  food  procreation 
becomes  progressively  less  important  and  finally 
impossible.  Hunger  has  caused  wars,  great  and 
small,  among  our  own  and  lower  species,  and 
is  one  of  our  planet’s  most  pressing  contempo- 
rary problems.  Watching  the  food-gathering 
process  can  be  an  interesting  if  not  always  edify- 
ing pastime,  and  there’s  no  place  like  the  beach 
to  take  it  from  either  end  and  work  toward  the 
other. 

What  started  all  this  was  a sort  of  impromptu 
fishing  party  of  which  I happened  to  be  a 
spectator  on  the  first  day  of  a recent  visit  to 
the  beach.  None  of  the  participants,  in  fact, 
knew  it  was  a party,  each  being  too  absorbed 
with  his  own  affairs  to  give  the  others  a thought. 
The  fishermen  were  a man,  five  white  herons,  a 
tern,  and  assorted  other  shore  birds  of  varying 
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sizes  and  shapes.  What  went  on  in  the  half-hour 
that  followed  started  a week-long  observation 
of  the  feeding  habits  of  those  and  related  species. 
It  wasn’t  intended  to  be  an  exhaustive  study,  but 
I learned  a lot,  and  not  just  about  birds. 

One  of  the  nursery  rhymes  we  learned  as 
children  went:  uThe  world  is  so  full  of  a number 
of  things,  I’m  sure  we  should  all  be  as  happy 
as  kings.”  I’m  not  sure  the  last  part  isn’t  a 
non-sequitur , but  the  first  part  surely  is  right. 
The  world  is  full  of  little  and  not  so  little  ani- 
mals, for  one  thing,  and  they  eat  each  other. 
That  should  perhaps  make  some  as  happy  as 
kings,  and  some  not.  Particularly  in  the  seas 
God  was  profligate  in  His  creativeness,  where, 
as  the  Psalmist  says,  there  are  swarms  without 
number  (Psalm  104).  They  are,  among  other 
things,  food  for  shore  birds  and  for  man. 

Sea  Island,  Georgia,  is  a narrow  island 
bounded  on  one  side  by  the  ocean  and  on  the 
other  by  the  Black  Banks  River,  which  interfaces 
rather  tentatively  with  the  land  on  the  far  bank 
by  a vast  marsh.  At  flood  tide  the  marsh  is  under 
several  feet  of  water,  from  which  a foot  or  so  of 
marsh  grass  protrudes.  At  low  tide  a broad  ex- 
panse of  mud  flats  is  exposed,  but  for  some  time 
before  that  it  is  under  only  a few  inches  of 
water,  and  through  this  shallow  water  the  world’s 
most  patient  fisherman,  a white  heron,  was 
gently  walking,  slowly  and  deliberately,  head 
bobbing  in  and  out  on  its  long  neck  looking  for 
all  the  world  like  an  old  woman  tiptoeing  down 
the  hallway  at  night.  Suddenly  its  head  would 
shoot  out  and  down  on  its  coil  spring  neck,  its 
long  black  bill  piercing  the  water,  and  as  sud- 
denly, shaking  its  head  with  a corkscrew  motion, 
everything  was  back  in  place.  This  was  re- 
peated over  and  over,  seemingly  interminably. 

Just  out  from  the  near  shore  was  a dark, 
shimmering  strip  of  water  which  was  spitting  a 
steady  stream  of  fish  into  the  air,  and  over  this 
streaked  a tern,  white  and  glistening,  erratic,  tire- 
less, circling  back  and  forth,  now  skimming  the 
water  surface,  now  rising  higher  and  higher, 
suddenly  dropping  like  a plummet,  wings  folded, 
often  pulling  out  of  his  dive  just  short  of  the 
water,  but  occasionally  going  in  with  a splash. 
He  was  quickly  out  again,  circling  and  diving, 
circling  and  diving,  all  done  quickly  and  with 
dispatch,  but  not  stately,  nor  even  very  gracefuly. 

The  falling  water  brought  out  a third  fisherman 
— a man  with  an  orange  shirt,  green  pants,  a 
bucket,  and  a cane  pole.  Unlike  the  other  fisher- 
men he  was  neither  patient  nor  persistent.  He 
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soon  picked  up  his  bucket  and  went  elsewhere. 
And  so  did  the  tern  and  I,  leaving  the  river  bank 
and  the  mud  flat  to  the  herons,  and  to  a multi- 
tude of  little  diggers — sandpipers  and  willets — 
scurrying  about  on  long  skinny  legs,  probing  the 
sand  for  molluscs  and  fiddler  crabs.  A few  hours 
later,  when  the  water  was  up,  all  was  calm  and 
serene,  green  marsh  grass  waving  between  the 
blue  of  water  and  sky,  and  no  fishermen  to  dis- 
turb it. 

All  day  long  gulls  and  pelicans  can  be  seen 
fishing  in  the  shallow  water  of  the  long,  gently 
sloping  ocean  beach,  and  at  low  tide  they  con- 
gregate noisily  on  the  exposed  sand  bars  and 
flats,  extending  for  a mile  or  more  out  to  sea 
which  almost  join  Sea  Island  and  St.  Simon’s 
Island.  They  follow  the  shrimp  and  the  fish,  and 
in  late  afternoon  the  white  caps  on  the  dark 
blue  ocean  seem  to  rise  right  up  into  the  sky — 
but  it  turns  out  to  be  only  the  gulls  returning 
from  a dive.  Often  they  carry  a fish  in  their  beaks, 
sometimes  going  to  the  beach  to  eat  it  undis- 
turbed, at  other  times  taking  it  to  a waiting  mate 
who  stands  watching  the  circling,  diving  mob. 

Stately  is  the  word  which  best  describes  a sea 
gull — stately  in  take  off,  stately  in  flight,  and 
stately  in  landing.  They  silently  soar  and  glide 
and  often  hover  almost  stationary  while  looking 
for  fish.  But  they  can  be  lightning  fast,  and 
sometimes  very  noisy;  one  species  is  called  the 
laughing  gull  because  of  his  raucous  cry,  which 
is  never  more  apparent  than  when  two  gulls  go 
after  the  same  fish.  The  loser  will  pursue  the 
successful  fisherman  through  all  sorts  of  diver- 
sionary tactics,  and  not  only  does  the  pursuer 
cry  out  in  frustration,  but  so  does  the  pursued,  I 
guess  in  derision.  A gull  can  talk  even  with  his 
mouth  full — and  not  lose  his  fish. 

A gray  pelican  is  a lot  of  bird,  much  larger 
than  the  white  pelican  so  common  in  Florida,  and 
getting  him  off  the  water  takes  a lot  of  power. 
The  added  lift  comes  from  a double  action  of  its 
great  wings — a thrust  from  the  shoulder  like  the 
gull,  with  an  added  downward  push  from  the 
elbow.  Once  aloft,  there  is  a startling  transition 
from  awesome  power  to  effortless  motion,  as  the 
pelicans  speed  along,  with  only  an  occasional 
push,  in  perfect  formation  which  flows  from 
echelon  to  V and  back  again.  Occasionally  one 
will  peel  off  to  fish,  and  he  comes  down  flat, 
feet  first,  with  an  ungainly  “plop,”  but  his  huge 
pouched  bill  has  preceded  him  into  the  water, 
and  by  the  time  his  body  is  in,  he  has  his  fish. 
He  may  take  off  again,  or  float  like  a great  gray 


boat  on  the  water.  The  gray  pelican  is  the  state 
bird  of  Louisiana,  but,  apparently  because  of  in- 
secticides, less  than  fifty  remain  there.  Many 
more  than  this  congregate  on  a single  sandbar  off 
Sea  Island. 

If  you  have  ever  tried  to  dig  along  the  exhaust 
tube  of  a mussel,  and  watch  it  grow  to  lengths  of 
a foot  or  more,  you  develop  a great  admiration 
for  the  willet  and  other  digging  birds  which  with 
their  long  bills  snatch  them  from  their  sandy 
strongholds.  These  and  other  feathered  hunters 
swarm  the  beaches  at  sunrise  and  sunset,  run- 
ning ahead  of  bathers  at  just  a safe  distance. 
Occasionally  there  will  be  one  with  insufficient 
fear  of  human  beings,  and  he  will  pay  little  or 
no  attention  as  you  pass  by.  A sudden  movement 
though  may  startle  him  into  instantaneous  flight, 
exposing  glistening  white  streakings  in  his  other- 
wise generally  dull  coloring.  He  will  fly  just  far 
enough,  low  to  the  ground,  then  settle  in  for  some 
more  digging. 

So  much  food  gathering — and  so  much  of  it 
at  the  expense  of  fellow  creatures.  Sometimes 
it  does  get  ludicrous,  though.  One  of  the  favorite 
troughs  of  the  guests  at  Sea  Island  is  the  terrace 
at  the  Beach  Club,  where  late  breakfast  and  lunch 
are  served — or,  more  properly,  are  gathered, 
since  luncheon  is  a buffet.  A lot  of  grackles  hang 
around  there,  and  they  are  not  in  the  least  over- 
awed by  the  diners.  In  fact,  they  are  either  so 
fearless  or  so  hungry  that  they  not  infrequently 
help  themselves  from  the  guests’  plates,  often 
flying  into  the  overhanging  palms  carrying  huge 
mouthfuls  of  stolen  food,  leaving  behind  other 
mouths  hanging  open  in  astonishment.  Except 
for  the  shock,  I never  saw  anyone  get  too  upset 
over  it,  because  there  is  more  than  enough  food 
to  go  around. 

Man  is  said  to  be  distinguished  from  lower 
creatures  by  his  ability  to  reason.  There  is  room 
for  reasonable  doubt  about  the  advantages  of 
this,  though,  if  you  watch  the  care  and  feeding 
of  various  of  God's  “chillun"  in  the  setting  which 
I have  been  describing.  The  “lower  creatures” 
care  for  themselves  very  well.  They  eat  because 
they  are  hungry,  and  with  few  exceptions,  quit 
when  they  are  full.  But  when  you  watch  people 
eating  on  the  American  plan,  where  “all  you  can 
eat”  of  superb  food  is  already  paid  for,  you  find 
that  man,  as  a result  of  his  reasoning  ability,  too 
often  eats  because  the  clock  says  it  is  time  to  eat 
(even  though  he  may  still  be  full  from  a previous 
stuffing),  or  because  he  has  paid  for  it.  And  for 
the  same  reason  he  keeps  on  eating  after  he  is 
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full.  In  addition,  people  cook  themselves  in  the 
tropical  sun  so  they  will  look  good,  even  though 
they  should  be  warned  by  the  skin  of  those  who 
have  gone  before  that  a few  years  of  this  guaran- 
tees mumification;  and  large  numbers  of  them 
court  cancer  of  various  parts  of  the  alimentary 
and  respiratory  track  by  curing  them  with  tobacco 
smoke. 

In  spite  of  his  reasoning  powers,  man  often 
comes  out  second  best  in  comparison  to  the  lower 
creatures.  He  is  able  not  only  to  reason  himself 
to  heights  of  achievement,  but  also  to  the  grave 
in  an  endless  variety  of  ways.  It  probably  stems 
from  a confusion  in  man’s  mind  as  to  what  he  is 
supposed  to  be.  In  his  play  Peer  Gynt,  Ibsen  has 
the  Button-Moulder  (Death)  say  to  Peer  that 
man  finds  himself  only  by  killing  himself,  or  put 
more  simply  so  that  Peer  can  understand  it,  by 
doing  every  small  wish  of  the  Master.  It  is  not 
only  reason  which  separates  man  from  the  lower 
animals,  but  the  ability  to  have  fellowship  with 
his  Creator,  so  as  to  know  what  that  every  small 
wish  of  the  Master  is.  By  doing  this  we  might 
even  join  the  rest  of  God’s  chillun  and  be  prop- 
erly fed  and  cared  for,  and  say: 

“I  got  shoes,  you  got  shoes: 

All  God’s  chillun  got  shoes.  . . .” 

JBT 


Signs  of  the  Times 

May  1975 

The  enclosed  Sigma  Catalog-Price  List  contains 
many  new  items  which  will  be  of  research  interest. 

We  are  very  concerned  about  the  effect  of  some  of 
the  current  and  proposed  governmental  regulations  on 
research  throughout  the  world.  The  unbelievable  pro- 
liferation of  government  regulations  is  threatening 
Sigma’s  historic  position  of  providing  the  wide  range 
of  products  needed  by  the  health  research  community 
at  low  cost.  While  we  have  succeeded  in  producing 
many  items  at  reduced  cost,  compliance  with  a flood  of 
regulations  from  the  FDA,  BBL,  FAA,  CAB,  OSHA, 
DOT,  Post  Office  and  a host  of  other  bureaucracies  has 
forced  us  to  delete  many  reagents  from  the  enclosed 
catalog  and  in  some  cases  to  increase  prices  by  hun- 
dreds of  per  cent.  We  have  no  way  to  predict  the 
surprises  that  may  appear  in  tomorrow’s  Federal  Regis- 
ter. 

The  cost  in  time  and  money  of  high-level  personnel 
to  respond  to  the  myriad  of  forms  to  be  filled  out  and 
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to  the  inspections  by  representatives  of  Governmental 
agencies  is  making  it  almost  impossible  for  Sigma  to 
maintain  its  traditional  fast  service  at  low  cost.  “Our” 
government  geniuses  piously  talk  about  inflation  and  tell 
us  they  are  “doing  something”  about  it;  they  are  doing 
something — they’re  increasing  it  unbelievably  by  mul- 
tiplying regulations  fantastically  and  increasing  their 
own  salaries  and  fringe  benefits. 

New  shipping  regulations  intended  to  “protect”  the 
public  are  threatening  the  lifeblood  of  research  both 
in  this  country  and  abroad.  Millions  of  dollars  of 
badly  needed  exports  and  foreign  exchange  are  being 
threatened  with  termination  because  we  can  no  longer 
ship  our  little  packages  by  air  mail  or  even  by  normal 
air  freight.  We  have  already  had  to  make  many 
changes  in  handling  products  listed  in  the  enclosed 
catalog.  Many  more  are  being  made  day  by  day  as 
new  interpretations  are  made.  The  service  for  which 
Sigma  is  known  around  the  world  is  threatened  by 
stupid  controls.  Hundreds  of  our  reagents  are  classified 
as  “poisons”  by  DOT  (Department  of  Transportation) 
and  may  not  be  shipped  by  air;  this  applies  to  Sigma’s 
milligram  shipment  just  the  same  as  to  a ton  shipment 
by  one  of  the  industrial  chemical  giants.  A diagnostic 
kit  can  no  longer  be  shipped  in  a neat  little  box  if  one 
of  the  reagents  is  classified  as  “hazardous.”  Even  if  it’s 
a one-milligram  ampule,  it  must  be  removed  and 
packed  separately  with  pounds  of  outer  packing  in  a 
steel  canister. 

The  latest  nonsense  to  further  restrict  research  is 
Senate  Bill  S.  776,  a bill  proposing  to  restrict  the  pro- 
duction or  import  of  any  new  chemical  (no  quantity 
specified — one  gram? — one  ton?)  without  notifying  the 
EPA  (Environmental  Protection  Agency)  at  least  90 
days  in  advance  and  to  submit  data  as  to  the  LD50 
and  other  factors.  How  this  information  can  be  devel- 
oped without  first  producing  research  quantities  isn’t 
spelled  out. 

Somehow  we’d  better  impress  our  legislators  that  Big 
Brotherism  has  gone  too  far.  If  we  don’t,  Watergate 
will  seem  like  child’s  play  before  too  long.  Senators 
Hart  of  Michigan,  Tunney  of  California  and  Magnuson 
of  Washington  are  sponsors  of  this  Bill.  If  you  feel  as 
we  do  about  these  problems,  you  certainly  need  to 
tell  your  senators  and  congressmen. 

Our  Catalog-Price  List  is  our  major  contact  with  you, 
and  we  want  it  to  be  of  maximum  usefulness.  Please 
tell  us  your  ideas  for  improvement. 

In  spite  of  the  U.  S.  Government — It’s  a Pleasure 
Doing  Business  With  Sigma. 

Dan  Broida,  President 
SIGMA®  Chemical  Company 
Division  of  SIGMA 
International  LTD 
The  World’s  Foremost 
Manufacturer  of  Research 
Biochemicals  and  Diagnostic 
Reagents 

Liver  Scanning 

To  the  Editor: 

I read  with  interest  Dr.  Bell’s  article  on  “Obstructive 
Jaundice”  (J.  Tenn.  Med.  Assn.,  68  #5:380,  1975), 
but  feel  compelled  to  take  exception  with  his  conclusion 
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that  “the  technetium  colloid  liver  scan  is  the  most 
effective  study  to  establish  or  rule  out  an  intrahepatic 
malignancy.” 

As  far  as  I know,  no  scan  is  diagnostic  in  itself.  The 
information  contributed  by  a liver  scan  is  indicative  of 
liver  morphology  but  not  pathology.  Areas  of  de- 
creased density  on  a hepatoscan  are  suggestive  of  liver 
laceration  and  hemorrhage,  abscess,  primary  or  meta- 
static tumor,  amebic  cyst  or  other  space  occupying 
lesion.  Increased  focal  hepatic  uptake  of  a radiocolloid 
has  been  reported  in  patients  with  malignant  lym- 
phoma (possibly  reticulosarcoma1,  hepatic  abscess2, 
probably  metastatic  tumor3,  and  superior  vena  caval 
obstruction4.  Predictions  regarding  the  possible 
malignancy  based  on  an  organ  scan  are  cautiously 
made  when  “cold”  or  “cool”  nodules  are  noted  on  a 
thyroid  scan.  To  my  knowledge  such  extrapolations 
are  not  being  made  regarding  the  liver  or  other  organs, 
and  presence  or  absence  of  a malignancy  cannot  be 
established  or  ruled  out  on  the  basis  of  a scan,  even 
in  patients  with  suspected  abdominal  tumor.  Fee5 
concludes  that  with  the  number  of  false-positive  and 
false-negative  liver  scans,  the  chance  of  error  is  too 
high  to  determine  the  existence  of  hepatic  metastasis 
based  on  the  results  of  liver  scan  alone. 

C.  J.  Klobukowski 
Associate  in  Radiology 
Medical  College  of  South  Carolina 
80  Barre  St.,  Charleston,  S.C.  29401 
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Dr.  Bell  Replies:  From  my  statement,  “The  technetium 
colloid  liver  scan  is  the  most  effective  study  to  establish 
or  rule  out  an  intrahepatic  malignancy,”  it  does  not 
follow  that  a technetium  colloid  liver  scan  is  diagnostic 
in  and  of  itself.  The  medical  profession  really  does 
not  expect  tests  that  have  no  false  positive  results  and 
no  false  negative  results  and  which  are  always  100 
percent  accurate.  In  fact,  the  article  by  Fee,  which  Dr. 
Klobukowski  quotes  freely  admits  that  the  overall  ac- 
curacy of  the  liver  scan  is  only  84  per  cent  and  then 
states,  “It  should  be  noted,  however,  that  of  all  the 
single  diagnostic  tools  that  the  clinician  has  available, 
the  liver  scan,  inaccurate  as  it  is,  is  probably  still  the 
best.” 

The  purpose  of  the  article  which  I wrote,  and 
which  Dr.  Klobukowski  seems  to  have  misunderstood,  is 
to  point  out  this  fact  by  showing  that  the  combined  non- 
invasive  scanning  techniques  of  (1)  technetium  colloid 


liver  scan  (2)  Radio  Rose  Bengal  liver  scan,  and  (3) 
and  ultrasound  liver  scan  were  all  necessary  in  order  to 
arrive  at  the  correct  diagnosis  in  the  case  which  I 
presented. 


DOUGLAS,  BEVERLY  SR.,  July  22,  1975.  Graduate 
of  Johns  Hopkins  (1918).  Member  of  Nashville 
Academy  of  Medicine.  Clinical  Professor  Emeritus  of 
plastic  surgery  at  Vanderbilt,  the  discoverer  of  a surg- 
ical procedure  to  treat  micrognathia,  a frequent  killer 
of  infants.  His  discovery  is  believed  to  save  2.000  lives 
a year.  Former  president  of  the  Nashville  Academy  of 
Medicine  and  the  Middle  Tennessee  Medical  Associa- 
tion. 

WELCH.  JULIAN  K„  JR..  July  15,  1975.  Graduate 
of  UT  Medical  School  in  1938.  Former  mayor  of 
Brownsville.  Past  president  of  the  Tennessee  Academy 
of  Family  Practitioners.  Member  of  the  State  Board  of 
Medical  Examiners.  Delegate  to  the  Tennessee  Medical 
Association  and  the  American  Medical  Association. 
Member  of  Consolidated  Medical  Society  of  West  Ten- 
nessee. 


neui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Joel  B.  Clements,  M.D..  Chattanooga 
Irene  J.  Labrador,  M.D.,  Chattanooga 
Venk  Mani,  M.D.,  Chattanooga 
Don  Gilbert  Mills,  M.D.,  Chattanooga 
Thornton  D.  Perkins,  M.D.,  Chattanooga 
Raymond  Tenebaum,  M.D.,  Chattanooga 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Orville  J.  Duncan,  M.D.,  Knoxville 
William  M.  Hovis,  M.D..  Knoxville 
Robert  Lloyd  Smith,  M.D..  Knoxville 

MAURY  COUNTY  MEDICAL  SOCIETY 

Spencer  G.  Mitchell,  M.D.,  Columbia 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Rica  Arnon  Rabinowitz,  M.D..  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

David  H.  Horowitz,  M.D.,  Nashville 
Steven  Stroup,  M.D..  Nashville 

NORTHWEST  TENNESSEE  ACADEMY  OF 
MEDICINE 

Marvin  A.  Blanton,  M.D.,  Union  City 
Thomas  R.  Thompson,  M.D..  Dyersburg 

RUTHERFORD  COUNTY  MEDICAL  SOCIETY 

Rodney  Craig  Bryant,  M.D.,  Woodbury 
Terry  James  Witt,  M.D.,  Murfreesboro 
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THIS  MONTH  IN  WASHINGTON 
MAC  Regulations  Lawsuit 

The  American  Medical  Association  has  filed 
a lawsuit  to  block  the  implementation  of  new 
federal  drug  regulations  that  would  pressure 
physicians  to  prescribe  low-cost  drugs  for  Medi- 
care and  Medicaid  patients. 

The  Maximum  Allowable  Cost  (MAC)  regu- 
lations were  approved  in  final  form  by  Health, 
Education  and  Welfare  Secretary  Caspar  Wein- 
berger a few  days  before  he  left  office. 

Within  twenty-four  hours  AMA  filed  suit  in 
Northern  Illinois  District  Court  contending  the 
program  is  the  epitome  in  regulatory  control — 
“an  impossible  labyrinth  of  drug  regulations  with- 
out assuring  a favorable  cost-benefit  ratio.” 

The  AMA  contends  the  constitutional  rights 
of  both  patients  and  physicians  would  be  vio- 
lated and  that  the  program  would  produce  ad- 
versary relationships  among  patients,  physicians 
and  pharmacists. 

The  disputed  regulations  would  require  phar- 
macists filling  prescriptions  for  Medicare-Medic- 
aid patients,  primarly  Medicaid,  to  be  reimbursed 
on  the  basis  of  the  lowest  cost  at  which  the 
product  is  generally  available  to  providers.  A 
higher-priced  drug  reimbursement  would  be  al- 
lowed only  if  the  physician  signs  that  it  is  “medi- 
cally necessary.”  The  purpose  is  to  stimulate 
purchase  of  generic  drugs  and  discourage  pur- 
chase of  brand  names  that  carry  higher  costs. 

The  AMA  suit,  however,  argues  that  the  regu- 
lations “violate  every  one  of  the  drug-reimburse- 
ment requirements  of  the  Medicare-Medicaid 
statutes”  and  defy  the  law  inasmuch  as  they 
represent  government  interference  with  medical 
practice  by  telling  physicians  which  drugs  they 
should  prescribe. 

Weinberger  estimated  the  MAC  program  would 
save  federal  and  state  governments  $60  million 
to  $75  million  a year  when  it  swings  into  full 
operation  within  three  to  four  years. 

In  addition  to  the  control  program,  HEW 
will  send  all  physicians  a list  of  most  frequently 
prescribed  drugs  along  with  the  prices  community 
pharmacies  pay  for  them.  The  aim  is  to  en- 
courage physicians  to  prescribe  cheaper  products 
in  their  regular,  private  practice. 
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No  sanctions  are  provided  for  physicians  who 
decide  to  write  out  the  “medically  necessary” 
prescription  message,  but  HEW  officials  spec- 
ulated that  state  health  agencies  might  take  a 
look  at  physicians  who  do  this  consistently  for 
all  their  Medicaid  patients.  The  possible  penalty 
by  the  state,  if  it  wishes,  would  be  ouster  from 
Medicaid  participation,  according  to  the  HEW 
officials. 

Before  a Maximum  Allowable  Cost  can  be 
established  for  drugs,  the  Food  and  Drug  Ad- 
ministration must  first  indicate  that  there  are  no 
bioequivalence  problems  among  its  several 
brands.  The  HEW  Pharmaceutical  Reimburse- 
ment Board  would  then  propose  a MAC  at  a 
level  equal  to  the  lowest  cost  at  which  the  drug 
is  generally  available  to  providers.  Before  the 
MAC  can  officially  be  established  it  must  be  re- 
viewed by  a non-governmental  advisory  com- 
mittee and  published  in  the  Federal  Register 
for  comment. 

The  regulations  establish  both  the  Pharma- 
ceutical Reimbursement  Board  and  the  5-member 
outside  advisory  group. 

HEW  said  about  one  quarter  of  commonly 
prescribed  drugs  are  available  from  multiple 
sources.  However,  the  number  for  which  bio- 
equivalence  problems  can  be  ruled  out  is  smaller. 

The  reimbursement  that  a pharmacist  receives 
for  drugs  he  provides  Medicare  and  Medicaid 
patients  will  be  based  on  an  estimate  of  his 
cost  of  buying  the  drug  plus  a dispensing  fee, 
or  on  his  usual  charge  to  the  general  public, 
whichever  is  the  smaller.  Program  agencies  such 
as  a state  Medicaid  program  would  make  the 
estimates  according  to  price  information  supplied 
on  a regular  basis  by  HEW. 

The  original  MAC  proposed  regulations  were 
amended  in  some  respects.  At  first,  it  was  rec- 
ommended that  exceptions  would  be  made  only 
if  physicians  certified  the  drug  was  the  only  one 
effective  or  that  could  be  tolerated  by  the  par- 
ticular patient. 

An  FDA  official  said  this  section  was  changed 
in  an  attempt  to  meet  AMA  objections. 

The  MAC  program  isn’t  slated  to  begin  for 
eight  months  and  will  cover  at  the  start  some 
15  to  20  drug  classifications. 

Some  2,600  comments  were  filed  with  HEW 
on  the  MAC  proposal  with  less  than  300 
favorable. 
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Health  Manpower  Bill 

A health  manpower  bill  costing  $1.7  billion 
to  aid  medical  and  other  health  schools  has  been 
approved  by  the  House  of  Representatives. 

The  measure  was  stripped  on  the  House  floor 
of  a provision  that  would  have  regulated  resi- 
dency assignments  and  ration  them  by  specialty. 
However,  a controversial  “payback”  provision 
for  medical  students  did  survive  the  floor  fight, 
though  it  was  watered  down. 

The  American  Medical  Association  waged  an 
all-out  drive  against  both  the  residency  control 
and  payback  provisions  in  the  first  big  medical- 
legislative  battle  of  the  Congressional  session. 

Though  the  payback  plan  was  retained  in  the 
bill,  it  was  changed  on  the  floor  to  include  a 
“grandfather”  clause  exempting  all  current  stu- 
dents, and  to  allow  them  a total  of  three  years 
(instead  of  1 1 months)  to  begin  their  payback, 
either  in  cash  or  in  shortage  area  services,  and 
allowing  forgiveness  for  military  service. 

The  hotly-disputed  payback  would  amount  to 
some  $2,000  a year,  that  portion  of  the  individual 
students’  yearly  medical  education  subsidized  by 
the  federal  government.  It  marks  the  first  time 
that  general  subsidies  to  schools  would  be  re- 
quired to  be  repaid  by  students  at  the  schools, 
and  is  expected  to  raise  legal  questions  on  con- 
stitutionality if  it  becomes  law. 

As  a result  of  the  amendments  on  the  House 
floor,  no  one  would  be  faced  with  the  payback 
requirement  until  1985  or  1986  provided  the 
plan  is  enacted  into  law  and  survives  possible 
court  challenge. 

Some  fancy  parliamentary  maneuvering  blunted 
the  anti-payback  forces  drive.  Manager  of  the 
bill,  House  Health  Subcommittee  Chairman  Paul 
Rogers  (D-Fla.)  steered  through  the  palliative 
“payback”  amendments  before  calling  for  a vote. 
The  vote  to  support  the  provision  was  209-153. 
Under  House  rules  a vote  could  not  then  be 
taken  to  reject  the  amended  provision. 

Leading  the  battle  against  the  payback  plan 
was  Rep.  David  Satterfield  (D-Va.)  who  charged 
it  “will  certainly  violate  the  spirit,  if  not  the 
letter,  of  our  constitution.” 

Terming  the  plan  “a  finely  baited  snare,” 
Satterfield  said  the  medical  graduate  has  to  make 
the  decision  on  cash  repayment  or  service  “at  a 
time  when  he  is  faced  with  repaying  loans  made 
to  provide  for  his  education,  the  cost  of  setting 
up  an  office,  paying  for  malpractice  insurance, 
and  perhaps  supporting  a family. 


“The  saddest  aspect  of  all  is  that  the  ones 
who  will  have  no  choice  but  to  enter  into  a period 
of  service  will  be  those  medical  graduates  who 
come  from  the  poorest  families  or  those  with 
moderate  incomes,  because  under  the  circum- 
stances they  will  not  be  able  to  do  otherwise.” 
The  service  payback  would  be  on  a year-for- 
year  basis,  and  for  those  choosing  this  option, 
four  years  of  service  would  be  required  in  most 
cases.  Otherwise,  they  would  have  to  pay  Uncle 
Sam  $2,000  a year  or  $8,000  in  a lump  sum. 


VA  Salaries 

The  House  voted  to  lift  the  $36,000  a year 
salary  lid  for  Veterans  Administration  physicians 
and  dentists. 

The  measure,  approved  on  a 382-3  vote  and 
sent  to  the  Senate,  would  provide  $5,000  a year 
in  special  pay  and  $8,500  a year  in  incentive  pay 
for  physicians  and  dentists  working  full  time 
for  the  VA  between  September  28,  1975  and 
September  25,  1976.  Part-time  physicians  would 
be  limited  to  $41,000  and  part-time  dentists  to 
$36,000. 

Medical  professionals  in  the  armed  forces  and 
the  Public  Health  Service  previously  had  been 
voted  bonus  pay. 

The  American  Medical  Association  had  urged 
Congress  to  approve  the  higher  pay  for  VA 
physicians.  Still  to  be  resolved  is  the  $36,000 
pay  ceiling  for  other  federal  physicians  under 
regular  civil  service. 

NHI  Hearings 

The  House  Ways  and  Means  Subcommittee  on 
Health  has  opened  the  first  Congressional  sessions 
of  the  year  on  National  Health  Insurance. 

Subcommittee  Chairman  Dan  Rostenkowski 
(D-lll.)  said  the  purpose  was  to  provide  Con- 
gress with  an  overview  of  the  problems  involved 
in  NHI  and  the  thinking  of  experts  in  the  field 
who  are  not  formally  aligned  with  any  outside 
group  seeking  passage  of  specific  legislation. 

Rostenkowski  also  announced  full-scale  formal 
hearings  on  NHI  will  start  in  early  fall  at  which 
specific  time  legislation  will  be  considered. 

Four  all-day  sessions  have  been  conducted  to 
date,  with  a fifth  session  scheduled  for  Septem- 
ber. 
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TENNESSEE  VALLEY 
MEDICAL  ASSEMBLY 

(Sponsored  by  the  Chattanooga  and  Hamilton  County  Medical  Society,  Inc.) 
THE  READ  HOUSE,  CHATTANOOGA,  TENNESSEE 
Monday,  October  20,  and  Tuesday,  October  21,  1975 


23RD  ANNUAL  ASSEMBLY 


October  20,  1975 — MONDAY,  Read  House 
Focus  on  Emergency  Care 


October  21,  1975— TUESDAY , Read  House 
Focus  on  Cancer 


7:30  a.m.  REGISTRATION 

9:00  a.m.  James  F.  Toole,  M.D.,  Winston-Salem, 

N.C.,  “THE  UNCONSCIOUS  PA- 
TIENT: DIFFERENTIAL  DIAGNO- 
SIS AND  TREATMENT” 

10:00  a.m.  COFFEE  BREAK 
Exhibit  Visitation 

10:30  a.m.  Paul  M.  Stevens,  M.D.,  Houston,  TX., 
“ACUTE  RESPIRATORY  FAILURE: 
DIFFERENTIAL  DIAGNOSIS  AND 
THERAPY” 

11:15  a.m.  G.  C.  Friesinger,  M.D.,  Nashville,  TN., 
“LETHAL  ARRHYTHMIAS” 


8:00  a.m.  REGISTRATION 


9:00  a.m.  B.  Winfred  Ruffner,  Jr.,  M.D.,  Char- 
lottesville, VA.,  “ADVANCES  IN 
THE  DIAGNOSIS  OF  CANCER” 


10:00  a.m.  Kemp  Clark,  M.D.,  Dallas,  TX.,  “MAN- 
AGEMENT OF  INTRACTABLE 
PAIN” 

10:30  a.m.  COFFEE  BREAK 
Exhibit  Visitation 


12:30  p.m. 


2:00  p.m. 

3:00  p.m. 

3:30  p.m. 
4:00  p.m. 

4:30  p.m. 


LUNCHEON 

Continental  Room 

SPEAKER:  E.  Blake  Moore,  Attorney- 
at-Law,  “THE  LEGAL  IMPLICA- 
TIONS OF  EMERGENCY  MED- 
ICAL CARE” 

Archer  S.  Gordon,  M.D.,  Ph.D.,  Thou- 
sand Oaks,  CA.,  “ADVANCES  IN 
CARDIOPULMONARY  RESUSCI- 
TATION” 

David  R.  Boyd,  M.D.,  Washington,  DC, 
“ADVANCES  IN  EMERGENCY 
MEDICAL  CARE” 

COFFEE  BREAK 

Exhibit  Visitation 

C.  Robert  Clark,  M.D.,  Chattanooga, 
TN.,  “PHYSICIAN  INVOLVEMENT 
IN  ON-THE-SCENE  EMERGENCY 
CARE”  (Lecture  and  Film) 

Demonstration  by  Chattanooga-Hamilton 
County  Rescue  Service 
(physician’s  wives  invited) 


11:00  a.m.  Joseph  V.  Simone,  M.D..  Memphis, 
TN.,  “ACUTE  LYMPHOCYTIC 
LEUKEMIA  IN  CHILDREN” 


11:30  a.m.  H.  S.  Gallager,  M.D.,  Houston,  TX., 
“CANCER  OF  THE  BREAST” 


12:00  Noon  Robert  L.  Egan,  M.D.,  Atlanta,  GA, 
“EARLY  DETECTION  OF  BREAST 
CANCER” 


1:00  p.m.  LUNCHEON 

Continental  Room 

SPEAKER:  Herman  F.  Lehman,  Jr., 

D.D.S.,  M.P.H.,  Birmingham,  AL., 

“THE  CANS  AND  CANTS  OF 
CANCER  CONTROL” 


2:00  p.m.  SYMPOSIUM,  Ball  Room 

“MANAGEMENT  OF  THE  DYING 
PATIENT” 

Elisabeth  Kubler  Ross,  M.D.,  Floss- 
moor,  IL. 
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UT  Medical  College  Given  3-Year 
Grant  for  Cancer  Study 

The  specialized  cancer  training  of  physicians 
and  medical  students  in  Memphis  has  been 
given  a boost  with  the  awarding  of  a $349,000 
grant  from  the  National  Cancer  Institute. 

The  three-year  Clinical  Cancer  Education 
Grant  to  the  University  of  Tennessee  College 
of  Medicine  will  provide  $109,650  for  the  first 
year  of  the  program. 

A Clinical  Cancer  Training  Grant  awarded  in 
1968  helped  start  the  program  under  the  leader- 
ship of  grant  director  Dr.  I.  D.  Fleming  and  co- 
director Dr.  R.  P.  Dobbie. 

Training  will  give  selected  physicians  more 
knowledge  of  the  use  of  radiation,  surgery  and 
chemotherapy  in  the  treatment  of  cancer.  Through 
the  training  program,  UT  professors  also  hope 
to  encourage  students  to  consider  careers  in  can- 
cer related  fields. 

The  cancer  training  program  is  one  phase  of 
the  development  of  the  Memphis  Regional  Cancer 
Center. 

ETSU  Medical  School  Suffers 
Accreditation  Setback 

East  Tennessee  State  University  officials  have 
confirmed  that  the  ETSU  Medical  School  has 
failed  its  first  step  toward  accreditation. 

According  to  ETSU  President  Dr.  D.  P.  Culp, 
the  Liaison  Committee  on  Medical  Education  did 
not  grant  the  school  a letter  of  assurance  in  its 
recent  meeting.  The  committee  is  a joint  board 
of  the  American  Medical  Association  and  the 
Association  of  American  Medical  Colleges. 

Without  the  letter,  almost  $25  million  set 
aside  for  the  school  under  the  Teague-Cranston 
Act  cannot  be  released.  It  is  speculated  that  the 
school  would  re-apply  for  the  letter  this  fall. 

Culp  said  the  Committee’s  reasons  for  the 
denial  of  the  letter  listed  several  items  which  have 
been  recurrent  problems.  Among  the  problems 
are  the  lack  of  established  internship  and  resi- 
dency programs  in  local  hospitals,  the  lack  of 
established  working  relationships  with  area  hos- 
pitals, the  condition  of  the  Veteran’s  Administra- 
tion facilities  at  Mountain  Home  and  the  lack 
of  Ph.D.  level  programs  in  basic  sciences  at 
ETSU. 


At  least  three  options  are  available  to  the 
medical  school  supporters.  The  decision  can 
be  appealed  to  the  committee,  the  Congress  can 
attach  an  amendment  to  the  Teague-Cranston  bill 
which  would  free  the  funds  without  the  latter,  or 
the  decision  can  be  appealed  in  federal  courts. 

Mrs.  Dudney  Named  Executive  Director  of 
the  Tennessee  Malpractice  Review  Board 

Mrs.  Margaret  Dudney  of  Nashville  has  been 
appointed  executive  director  of  the  Tennessee 
Malpractice  Review  Board  by  Gov.  Ray  Blanton. 

She  has  been  a nursing  administration  con- 
sultant with  the  State  Department  of  Public 
Health.  She  has  a nursing  degree  from  Baroness 
Erlanger  School  of  Nursing,  Chattanooga. 

UT  Chancellor  Farmer  Announces  New 
Titles  at  Memphis  Campus 

Three  members  of  the  University  of  Tennessee 
Center  for  the  Health  Sciences  staff  and  faculty 
have  been  named  assistant  vice  chancellors  at  the 
Memphis  campus.  Announcement  of  the  new 
titles  was  made  by  UTCHS  Chancellor  T.  Albert 
Farmer. 

Named  as  assistant  vice  chancellors  for  ad- 
ministration are  Dr.  T.  Earle  Brown,  Jr.  (Ph.D.) 
coordinator  of  UT’s  Division  of  Education  Re- 
sources and  associate  professor  of  physiology  and 
biophysics  in  the  College  of  Basic  Medical 
Sciences,  and  Dr.  Charles  R.  Brown  (Ph.D.), 
director  of  the  Office  of  Research  and  Sponsored 
Programs  and  associate  professor  in  the  College 
of  Community  and  Allied  Health  Professions. 
Named  assistant  vice  chancellor  for  business  and 
finance  is  Mr.  Robert  L.  Blackwell,  moving  up 
from  the  position  of  accountant  and  business 
officer  director. 


pcr/onol  new/ 


DR.  EARL  BAINES  of  Erwin,  has  completed  con- 
tinuing education  requirements  to  retain  active  mem- 
bership in  the  American  Academy  of  Family  Physicians. 

DR.  RUDOLPH  LANDRY  of  Lookout  Mountain  has 
been  promoted  to  the  position  of  medical  director  of 
Interstate  Life  and  Accident  Insurance  Co. 

Volunteer  General  Hospital  in  Martin  announces  that 
DR.  ROBERT  G.  PATRICK  has  been  elected  Chief 
of  Staff. 

DR.  PETE  S.  SOTERES,  Signal  Mountain,  has  been 
awarded  certification  as  a Diplomate  in  Pulmonary 
Medicine. 
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Attention  Tennessee  Physicians: 


Come 
early,  or 
stay  late. 


Take  advantage  of  the  off  season  rate. 
Combine  your  education  & your  vacation. 

Southern  Medical  Association 

69  th  Annual 
Scientific  Meeting 


Miami  Beach,  Florida  - Hotel  Fontainebleao 

Nov.  1 6-1 9, 1 975 


We  could  draw  pretty  word  pictures 
about  Miami— the  scintillating  beaches,  the 
glamorous  hotels,  the  superb  cuisine,  the 
intriguing  spots  to  visit,  the  unequaled 
vacationland — but  we  won’t.  You’ll  have  to 
find  out  for  yourself. 

But  we  will  tell  you  about  the  most  ex- 
citing scientific  medical  meeting  of  the  year 
- the  69th  Annual  Scientific  Meeting  of  the 
Southern  Medical  Association  - featuring 
a wide  range  of  symposia,  22  sections,  live 
teaching  demonstrations,  learning  center, 


postgraduate  courses,  closed-circuit  televi- 
sion-something for  every  specialty. 

The  Continuing  Education  Program  of 
the  Southern  Medical  Association  has  been 
granted  full  approval  by  the  American 
Medical  Association’s  Council  of  Medical 
Education. 

The  best  of  two  worlds  is  awaiting  you. 

Make  your  plans  now  while  reservations 
are  available.  Write:  Southern  Medical 
Association,  2601  Highland  Avenue,  Bir- 
mingham, Alabama  35205. 


DR.  JULIAN  E.  WILLIAMS,  Kingsport,  retired  at  the 
end  of  July  as  the  medical  director  of  Tennessee  East- 
man Co.  for  the  past  30  years.  DR.  JOHN  R.  Mc- 
DONOUGH,  Kingsport,  has  been  appointed  as  his 
successor. 


announcement/ 


CALENDAR  OF  MEETINGS 

NATIONAL 

Sept.  19-26  American  Society  of  Clinical  Pathologists 
and  College  of  American  Pathologists, 
Conrad  Hilton  Hotel,  Chicago. 

Sept.  20-22  National  Cancer  Conference,  Hyatt  Re- 
gency Hotel.  Atlanta. 

Sept.  21-25  American  Academy  of  Ophthalmology 

and  Otolaryngology,  Dallas  Convention 
Center,  Dallas. 

Oct.  3-4  American  Society  of  Internal  Medicine, 

Thunderbird  Motor  Inn,  Jantzen  Beach, 
Portland,  Or. 

Oct.  6-9  American  Academy  of  Family  Physicians, 
Palmer  House,  Chicago. 

Oct.  7-9  American  College  of  Emergency  Phy- 

sicians, Las  Vegas  Convention  Center, 
Las  Vegas,  Nv. 

Oct.  11-15  American  Society  of  Anesthesiologists, 

Palmer  House,  Chicago. 

Oct.  12-14  American  College  of  Preventive  Medicine, 
22nd  Annual  Meeting,  Chicago. 

Oct.  13-17  American  College  of  Surgeons,  Fairmont 
Hotel,  San  Francisco. 

Oct.  18-23  American  Academy  of  Pediatrics, 
Washington  Hilton,  Washington,  D.C. 

Oct.  19-22  American  College  of  Gastroenterology, 

Hilton,  Las  Vegas,  Nv. 

Oct.  22-27  American  Academy  of  Child  Psychiatry, 
Chase  Park  Plaza,  St.  Louis. 

Oct.  23-25  American  Academy  of  Psychiatry  and  the 
Law,  Annual  Meeting,  Boston. 

Oct.  26-30  American  College  of  Chest  Physicians, 

Disneyland  Hotel,  Anaheim,  Ca. 

Nov.  2-6  American  College  of  Chest  Physicians, 

Conrad  Hilton,  Chicago. 

Nov.  6-8  Southern  Thoracic  Surgical  Association, 
Fairmont  Roosevelt  Hotel,  New  Orleans. 


Nov.  9-14  American  Association  of  Blood  Banks, 

Palmer  House,  Chicago. 

Nov.  12-15  American  Academy  of  Neurological  Sur- 
gery, Phoenix,  Ariz. 

Nov.  16-17  American  College  of  Preventive  Medicine, 
Chicago. 

Nov.  16-19  Southern  Medical  Association,  Fontaine- 

bleau, Miami  Beach. 

Nov.  16-20  American  Association  of  Public  Health 

Physicians,  Chicago. 

Nov.  16-20  American  Public  Health  Association.  Con- 
rad Hilton,  Chicago. 

Nov.  16-21  American  Academy  of  Physical  Medicine 
and  Rehabilitation,  Hyatt  Regency,  At- 
lanta. 

Nov.  29-  American  Medical  Association,  Honolulu. 

Dec.  4 

Nov.  30-  Radiological  Society  of  North  America, 
Dec.  5 Palmer  House,  Chicago. 


STATE 

Oct.  20-21  Tennessee  Valley  Medical  Assembly,  Read 
House,  Chattanooga. 

Oct.  24-25  Tennessee-Kentucky  Region,  American 
College  of  Physicians,  Hyatt  Regency 
House.  Nashville. 

Nov.  5-7  Tennessee  Academy  of  Family  Physicians, 
Civic  Auditorium,  Gatlinburg. 


"I  figured  it  wouldn't  take  you  long  to  learn 
how  to  manipulate  a phone,  Mable." 
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HILL 

CREST 

HOSPITAL 


intensive 


treatment 


2)  idorcli 


erS 


This  113-bed  non-governmental  psychiatric 
hospital  provides  modern  facilities  for  diagnosis 
and  treatment  of  patients  with  all  degrees  of 
illness,  including  those  who  show  severely  dis- 
turbed behavior.  Alcoholic  and  drug  abuse 
patients  are  also  accepted. 

In  addition  to  care  by  psychiatrists  and  by 
consultants  in  all  medical  specialties,  the 
treatment  program  includes  occupational, 
recreational,  and  physical  therapy,  social 
services,  and  tutoring.  Emphasis  is  on  short- 
term, intensive  treatment  of  voluntary  patients. 


PSYCHIATRISTS:  ADMINISTRATOR: 

James  K.  Ward,  M.D.  Robert  V.  Sanders 

F.  Joseph  Nuckols,  M.D. 

James  A.  Greene,  M.D. 

Charles  W.  Moorehead,  M.D. 

Otto  F.  Eisenhardt,  M.D. 

HILL  CREST  HOSPITAL 

HILL  CREST  FOUNDATION,  INC. 

6869  Fifth  Avenue  South 
Birmingham,  Alabama  35212 

PHONE:  205-836-7201 


Hill  Crest  is  a member  of:  American  Hospital 
Association,  National  Association  of  Private 
Psychiatric  Hospitals,  Alabama  Hospital  As- 
sociation, Birmingham  Regional  Hospital 
Council. 

Accredited  by  Joint  Commission  on  Accredita- 
tion of  Hospitals.  Medicare  Approved. 

Blue  Cross  Participating  Hospital. 
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Solar  keratosis  is  not  an  uncommon 
medical  problem. 

Of  course,  the  prevalence  of  keratotic  lesions  is  greater  in 
locations  south  of  the  38th  parallel— the  so-called  "Solar  Keratosis 
Belt”— receiving  the  greatest  amounts  of  solar  radiation.  However, 
solar  keratosis  can  occur  among  any  light-skinned  population, 
usually  in  persons  over  40,  wherever  people  are  subject  to  extended 
exposure  to  the  sun. 

Solar  keratoses  are  generally  not  difficult 

to  identify. 

These  skin  lesions  are  usually  multiple,  flat  or  slightly  elevated, 
brownish  or  red  in  color,  papular,  dry,  rough,  adherent  and  sharply 
defined.  They  are  found  on  areas  of  the  skin  having  extensive  exposure 
to  sunlight.  Clinical  characteristics  of  the  lesions,  their  predominant 
location  on  exposed  surfaces,  the  age  of  the  patient  and  his  skin  type 
are  important  considerations  in  the  diagnosis. 

Solar  keratoses  can,  and  should,  be  treated 
because  they  are  potentially  premalignant. 

Chronic  exposure  to  sunlight  frequently  leads  to  degenerative 
changes  in  the  skin.  This  can  often  result  in  the  development  of 
multiple,  potentially  premalignant  keratotic  lesions.  Therefore,  early 
detection  and  treatment  is  advisable. 

Treatment  with  Efudex  (fluorouracil)  provides  a high  degree  of 
effectiveness  with  a low  recurrence  rate,  ease  and  convenience  of 
therapy,  low  incidence  of  scarring,  excellent  cosmetic  results  in  most 
cases,  and  a high  level  of  patient  acceptability. 

Efudex  5%  Cream 

fluorouracil  / Roche" 

Because  there  may  be  more  than  meets  the  eye. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar  kera- 
toses. 

Contraindications:  Patients  with  known 
hypersensitivity  to  any  of  its  components. 
Warnings:  If  occlusive  dressing  used,  may 
increase  inflammatory  reactions  in  adjacent 
normal  skin.  Avoid  prolonged  exposure  to 
ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near 
eyes,  nose  and  mouth.  Lesions  failing  to 


respond  or  recurring  should  be  biopsied. 
Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  appli- 
cation site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppura- 
tion, scaling,  swelling,  irritability,  medicinal 
taste,  photosensitivity,  lacrimation,  leuko- 
cytosis, thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 

Dosage  and  Administration:  Apply  suffi- 
cient quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove 
Usual  duration  of  therapy  is  2 to  4 weeks. 
How  Supplied:  Solution,  10-ml  drop  dis- 


pensers—containing  2%  or  5%  fluoroura- 
cil on  a weight/ weight  basis,  compounded 
with  propylene  glycol,  tris  (hydroxymethyl) 
aminomethane,  hydroxypropyl  cellulose, 
parabens  (methyl  and  propyl)  and  disodium 
edetate. 

Cream,  25-Gm  tubes— containing  5% 
fluorouracil  in  a vanishing  cream  base  con- 
sisting of  white  petrolatum,  stearyl  alcohol, 
propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Case  history  for  patient  photographed  at  left  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  I credit  for 
the  AM  A Physician’s  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 

IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportuni- 
ties which  come  to  our  attention  which  might  be  of 
interest  to  our  membership.  As  some  of  these  are  very 
long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of 
them  will  be  published  in  only  one  issue  of  the  Journal. 


Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 

General  H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 

Oral  H.  David  Hall,  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . .Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physician’s 
Recognition  Award  and  American  Academy  of  Family 
Physician’s  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 
305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615/322-2716 


Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman 
can  plan  an  individualized  program  of  one-to-four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 

Participating  Departments  and  Divisions 

Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases  James  D.  Snell,  M.D. 

Dermatology  Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  . . Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Sanford  B.  Krantz.  M.D. 

Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology John  S.  Zelenik,  M.D. 

Orthopaedics  Paul  W.  Griffin,  M.D. 

Pathology William  H.  Hartmann.  M.D. 


Cancer  information 

D-l-A-L  A-C-C-E-S-S  S-Y-S-T-E-M 

WHAT?  A valuable  cancer  education  service  through 
toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 

WHERE?  In  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  University 
of  Texas  System  Cancer  Center. 

WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m., 
CST;  Saturday,  8:00  a.m.  to  11:00  a.m., 
CST. 

Write:  Southern  Medical  Association 
Cancer  Information  Center 
2601  Highland  Avenue 
Birmingham,  Alabama  35205 

Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 

Wisconsin  Breast  Cancer  Detection 
Foundation,  Inc. 

First  Annual  Mid-American  Breast  Cancer  Symposium 
November  7th  & 8th 

Mid-American  Breast  Cancer  Symposium: 
Thermography,  Mammography,  Xerography, 
Surgery. 

Concourse  Hotel,  Madison,  Wisconsin 
Sponsored  by  Wisconsin  Breast  Cancer  Detection 
Foundation 

7803  Mineral  Point  Road 
Madison,  Wisconsin  53717 
(608)  831-2300 
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University  of  Miami  School  of  Medicine 
Miami,  Florida 

OBSTETRICAL  & GYNECOLOGICAL 
REVIEW  COURSE 

Department  of  Obstetrics  & Gynecology 
University  of  Miami  School  of  Medicine 
October  18-23,  1975 

Sonesta  Beach  Hotel  & Tennis  Club,  Key  Biscayne,  Fla. 

This  course  is  specifically  designed  for  physicians 
preparing  for  the  Boards  and  for  those  wishing  to  up- 
date their  knowledge  and  skills. 

30  hours;  optional  35  with  self-learning. 

HUMAN  UNION:  THE  HEALTH 
PRACTITIONER  LOOKS  AT  SEXUALITY 

Department  of  Family  Medicine 
University  of  Miami  School  of  Medicine 
November  20-23,  1975 
American  Hotel,  Bal  Harbour,  Fla. 

Enrollment  limited.  Registration  open  to  physicians 
and  spouses.  Division  of  Continuing  Medical  Educa- 
tion, University  of  Miami  School  of  Medicine,  P.O. 
Box  520875  Biscayne  Annex,  Miami,  Florida  33152. 
Telephone  (305)  547-6716. 

Primary  Care  Program 

The  Children’s  Hospital,  Birmingham,  Ala. 

The  Children’s  Hospital  of  Birmingham,  Alabama 
would  like  to  announce  a program  for  the  primary 
care  physician.  This  is  entitled  Children’s  Hospital 
Day  and  will  be  held  in  the  Children’s  Hospital  audi- 
torium at  1601  6th  Avenue,  South,  Birmingham,  on 
October  2,  1975,  beginning  at  8:30  a.m.  The  program 
will  be  given  by  the  University  of  Alabama  faculty 
and  by  a visiting  pediatric  gastroenterologist,  Dr.  Frank 
C'ozzetto,  who  will  talk  on  hepatitis  and  recurrent  ab- 
dominal pain. 

Address  inquiries  to:  F.  Carden  Johnston,  Jr.,  M.D., 
Associate  Professor  of  Pediatrics,  The  Children’s  Hos- 
pital, 1601  Sixth  Avenue,  South,  Birmingham,  Alabama 
35233. 


University  of  Tennessee  Clinical 
Education  Center-Chattanooga 
1975-76  Program  Schedule 


Nov.  20-21 

Management  of  the  Critically  111  Surgical 
Patient 

Dec.  4-5 

Hypertension  for  the  Family  Physician 

Feb.  11 

Use  of  Blood  and  Blood  Products 

Feb.  19-20 

Ear,  Nose  and  Throat  Problems 

March  4-5 

Orthopaedics 

March  18-19 

Recent  Advances  in  Pediatrics 

April  22-23 

Allergies 

May  13-14 

Pulmonary  Functions 

June  3-4 

Infectious  Disease 

Spring  1976 

Diagnostic  Radiology  for  the  F.P.  and 
E.R.  Physician  (One  week  in  Gatlin- 
burg) 

Spring  1976  Tax  and  Estate  Planning  for  Physicians 
(2-3  days  in  Callaway  Gardens  or  Hil- 
ton Head  Island) 

Courses  approved  for  Category  I credit  for  AMA 
Physician’s  Recognition  Award. 

For  information,  contact  LeRoy  J.  Pickles,  Director 
of  Continuing  Medical  Education,  Suite  300,  921  East 
Third  Street,  Chattanooga,  Tennessee  37403. 

School  of  Medicine 
Medical  School  of  Georgia 
Augusta,  Georgia 

1975-1976 

CONTINUING  MEDICAL  EDUCATION 

COURSES  FOR  PHYSICIANS: 

FAMILY  PRACTICE  SYMPOSIUM,  October  13-17, 
1975. 

ADVANCED  ELECTROCARDIOGRAPHY,  Holi- 
day Inn  of  Jekyll  Island,  Georgia,  October  20-24, 
1975. 

PSYCHOBIOLOGY,  November  10-12,  1975. 

GASTROINTESTINAL  DISEASES,  December  4-5, 

1975. 

BASIC  NEUROLOGY,  February  19-21,  1976. 
CLINICAL  PSYCHIATRY,  February  26-27,  1976. 

MAKING  SURGICAL  DECISIONS,  March  4-6, 

1976. 

HORMONAL  REPLACEMENT,  March  15-16,  1976. 

THE  AGED  PATIENT-PSYCHIATRIC  AND  NEU- 
ROLOGIC ASPECTS,  May  6-8,  1976. 

THE  PITUITARY,  May  20-22,  1976. 

INTERNAL  MEDICINE,  Holiday  Inn  of  Jekyll 
Island,  Georgia,  June  10-12,  1976. 

PHYSICIANS  CONTINUING  EDUCATION 
SERIES,  in  Dalton,  Georgia,  January  8,  February 
12,  March  11,  and  April  1,  1976. 

In  Dublin,  Georgia  October  28  and  November  25, 
1975;  January  27,  February  24,  and  March  23, 
1976. 

Division  of  Continuing  Education 
Medical  College  of  Georgia 
Augusta,  Georgia  30902 


Internal  Medicine  Symposium 

The  IVth  Annual  Internal  Medicine  Symposium, 
entitled  “Current  Topics  in  Internal  Medicine,”  will 
be  presented  October  10,  1975,  at  the  University  of 
Tennessee  Memorial  Hospital,  Knoxville.  Tennessee. 
The  program  is  co-sponsored  by  the  Knoxville  Society 
of  Internal  Medicine  and  the  Department  of  Medicine, 
University  of  Tennessee  Clinical  Education  Center,  in 
affiliation  with  the  University  of  Tennessee  Area  Health 
Education  Center. 

The  purpose  of  the  symposium  is  to  provide  an 
update  on  topics  included  in  the  broad  field  of  internal 
medicine.  The  all-day  session  will  deal  with  a variety 
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of  subjects  of  interest  to  internists,  family  physicians, 
general  practitioners,  and  pediatricians.  Presentations 
will  be  given  by  faculty  of  the  University  of  Ten- 
nessee and  others  on  such  subjects  as  Diagnosis  and 
Management  Meningitis,  Clinical  Values  of  CPK  Iso- 
enzymes and  the  “Pill.”  A two  hour  afternoon  work- 
ship  will  deal  with  Fluid  Eloctrolytes  and  Acid-Base 
Balance. 

Co-chairman  of  the  program  are  Richard  Whittaker, 
M.D.  and  C.  Gerald  Sundahl,  M.D.  The  symposium 
is  approved  for  prescribed  hours  credit  by  the  Ameri- 
can Academy  of  Family  Physicians  and  by  the  AMA 
toward  the  Physician’s  Recognition  Award. 

The  registration  fee,  which  includes  lunch,  is  $15.00. 
For  further  information,  contact  the  University  of 
Tennessee  Area  Health  Education  Center,  1924  Alcoa 
Highway,  Knoxville,  Tennessee  37920. 

ACP  Announces  Regional  Meetings, 
Postgraduate  Courses 

The  American  College  of  Physicians  (ACP)  has  an- 
nounced the  dates  and  locations  of  34  regional  meetings 
and  41  postgraduate  courses  to  be  held  between  Septem- 
ber, 1975,  and  June,  1976,  at  sites  throughout  the 
United  States  and  Canada. 

The  ACP’s  one-to-four  day  regional  meetings  are 
designed  to  help  practicing  internists  (and  physicians 
in  related  specialties)  keep  up  with  new  developments 
in  the  basic  sciences  and  clinical  medicine. 

Averaging  three  to  five  days  in  duration,  the  ACP 
postgraduate  courses  provide  opportunities  for  in- 
depth  study  of  a wide  range  of  subjects  of  importance 
to  practicing  physicians. 

The  ACP  regional  meetings  and  postgraduate 
courses  have  been  approved  by  the  American  Medical 
Association  Advisory  Committee  on  Continuing  Med- 
ical Education.  They  fulfill  Category  I requirements 
for  the  AMA  Physician’s  Recognition  Award. 

See  August,  1975  issue  for  complete  1975-76  listing  of 
Regional  meetings  and  Post-graduate  courses. 

Oncology  Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a five-day  postgraduate  course  entitled  “Med- 
ical Oncology  Review”  on  Sept.  22-26,  1975,  in  Pasa- 
dena, Calif.  The  course  will  be  held  in  conjunction 
with  the  University  of  Southern  California,  Los  Angeles, 
and  the  University  of  British  Columbia,  Vancouver.  It 
will  take  place  at  the  Huntington  Sheraton. 

The  course  will  review  the  clinically  relevant  aspects 
of  cancer  biology,  carcinogenesis,  detection,  pharma- 
cology, cytokinetics,  and  immunology.  Sessions  will 
deal  with  case  histories,  interdisciplinary  management 
in  the  hospital  setting,  and  on  establishing  relation- 
ships with  federal  Regional  Cancer  Centers,  and  other 
related  topics. 

Psychiatry  Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a three-day  postgraduate  course  entitled  “Psy- 
chiatry for  the  Internist”  on  Sept.  22-24,  1975,  in 
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Rochester,  Minn.  The  course  will  be  held  in  conjunc- 
tion with  the  Mayo  Clinic. 

Among  the  topics  to  be  discussed  are  chronic  illness, 
aging,  psychiatric  aspects  of  cardiovascular  disease,  the 
management  of  chronic  pain,  and  eating  disorders  in 
adolescents.  They  will  be  covered  in  lectures  and  panel 
discussions. 

Cardiac  Arrhythmias 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a four-day  postgraduate  course  entitled  “An 
Electro-physiologic  Approach  to  the  Diagnosis  and 
Treatment  of  Cardiac  Arrhythmias  on  Sept.  29-Oct.  2, 
1975,  in  Philadelphia,  Pa.  The  course,  held  in  con- 
junction with  the  University  of  Pennsylvania  School 
of  Medicine,  will  take  place  at  the  Hilton  of  Phila- 
delphia. 

The  seminar-style  course  will  be  directed  at  the  phy- 
sicians who  have  a better  than  average  understanding 
of  clinical  electrocardiography.  Particular  attention  will 
be  paid  to  clinical  considerations,  but  time  will  be 
alloted  to  the  most  recent  and  innovative  theoretical 
advances  in  arrhythmias  genesis. 

Hypertension  Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a three-day  postgraduate  course  entitled  “A 
New  Look  at  the  Hypertensions”  on  Oct.  2-4,  1975, 
in  Oklahoma  City,  Okla.  The  course,  held  in  con- 
junction with  the  University  of  Oklahoma  Health 
Sciences  Center,  will  take  place  at  the  Skirvin  Plaza 
Hotel. 

The  program  is  designed  to  help  the  physician 
update  his  concepts  of  the  broad  considerations  that 
underlie  the  multiplicity  of  problems  that  afflict  pa- 
tients with  hypertension,  including  the  endocrine,  re- 
nal, and  cardiovascular  areas.  Additional  time  will  be 
devoted  to  an  understanding  of  the  new  diagnostic  tech- 
niques and  therapeutic  advances. 

Endocrinology  and  Metabolism  Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a three-day  postgraduate  course  entitled  “En- 
docrinology and  Metabolism”  on  Oct.  2-4,  1975,  in 
Los  Angeles,  Division  of  Endocrinology.  The  course 
will  take  place  at  the  Beverly  Hilton. 

The  course  is  designed  for  physicians  who  wish  to 
review  current  concepts  regarding  the  pathophysiology, 
diagnosis  and  treatment  of  endocrine  and  metabolic 
diseases.  Physiologic  principles  and  newer  methods 
for  efficient  laboratory  diagnosis  of  pathologic  endocrine 
states  will  be  covered. 

Hematology  Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a three-day  postgraduate  course  entitled  “New 
Concepts  in  Basic  and  Applied  Hematology”  on  Oct. 
8-10,  1975,  in  Philadelphia,  Pa.  The  course  will  be 
held  in  conjunction  with  the  Jefferson  Medical  College 
of  Thomas  Jefferson  University. 

The  course  is  designed  to  present  current  concepts 
of  the  pathophysiology,  diagnosis,  and  treatment  of 
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hematologic  problems  with  particular  emphasis  on  the 
relationship  between  new  advances  in  the  basic  sciences 
and  an  understanding  of  disease  processes.  A pri- 
marily clinical  approach  will  be  taken  toward  the  study 
of  red  blood  cells,  hemostasis,  and  white  blood  cells 
and  leukemia. 

Internal  Medicine  Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a five-day  postgraduate  course  entitled  “Pre- 
ventive Internal  Medicine:  The  Internist's  Role  in 

the  Prevention  and  Modification  of  Acute  and  Chronic 
Diseases”  on  Oct.  13-17,  1975,  in  Memphis,  Tenn. 
The  course  will  be  held  in  conjunction  with  the 
University  of  Tennessee  Department  of  Medicine. 

The  course  is  aimed  at  bringing  the  internist  up-to- 
date  as  to  his  potential  in  preventing  acute  diseases 
and  intervening  in  the  course  of  chronic  ones.  It  will 
deal  with  all  of  the  recognized  subspecialties  in  internal 
medicine:  cardiology,  pulmonary  disease,  renology,  gas- 
troenterology, allergy  and  immunology,  infectious  dis- 
ease, hematology,  oncology,  rheumatology,  and  endo- 
crinology. 

Adult  Heart  Disease  Course 

The  American  College  of  Physicians  (ACP)  will 
■ sponsor  a three-day  postgraduate  course  entitled  “The 
Clinical  Spectrum  of  Adult  Heart  Disease'  on  Oct. 
16-18,  1975,  in  Albuquerque,  N.M.  The  course  will 
be  held  in  conjunction  with  the  University  of  New 
Mexico  School  of  Medicine. 

The  course  will  utilize  discussions  of  pathophysiology 
and  patient  demonstrations  to  review  new  concepts  in 
pathology,  clinical  recognition,  and  surgical  treatment 
of  adult  heart  disease.  The  program  will  emphasize 
both  physical  diagnosis  and  pathophysiologic  mecha- 
nisms. Prosthetic  cardiac  valves  and  coronary  bypass 
surgery  will  be  discussed. 

Endocrine,  Metabolic,  and 
Genetic  Disease  Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a four-day  postgraduate  course  entitled  "En- 
docrine, Metabolic  and  Genetic  Disease:  Clinical  Ap- 
plication of  Basic  Advances”  on  Oct.  20-23,  1975,  in 
Durham,  N.C.  The  course  will  be  held  in  conjunction 
with  the  Duke  University  Medical  Center. 

The  course  is  designed  to  provide  the  clinician  with 
an  understanding  of  some  of  the  recent  advances  in  bio- 
chemistry, physiology,  and  genetics  as  they  apply  to  a 
variety  of  endocrine  and  metabolic  disorders. 

Contemporary  Internal  Medicine 
Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a five-day  postgraduate  course  entitled  “Con- 
temporary Internal  Medicine”  on  Oct.  20-24,  1975, 
in  New  York  City.  The  course  will  be  held  in  con- 
junction with  Cornell  University  Medical  College. 

The  course  will  deal  with  an  overview  of  the  status 
of  internal  medicine  as  of  1975.  After  reviewing  the 
present  state  of  knowledge  in  a subspecialty,  an  in- 


depth review  of  the  more  recent  advances  in  physiology, 
pathology,  diagnosis,  and  therapy  will  be  presented. 

Medical  Advances  Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a five-day  postgraduate  course  entitled  “In- 
ternal Medicine — Review  and  Advances”  on  Oct.  27- 
31,  1975,  in  Sacramento,  Calif.  The  course,  held  in 
conjunction  with  the  University  of  California  at  Davis, 
will  take  place  at  the  Woodlake  Inn. 

The  course  objective  will  be  to  review  and  update 
the  various  subspecialties  of  internal  medicine  for  the 
internist  and  family  physician.  The  topics  to  be  cov- 
ered include  rheumatology,  cardiology,  endocrinology, 
gastroenterology  and  nutrition,  hematology,  infectious 
disease,  nephrology,  and  pulmonary  disease. 

Liver  Diseases  Course 

The  American  College  of  Physicians  (ACP)  will 

sponsor  a two-day  postgraduate  course  entitled  “Liver 
Diseases  and  the  Internist”  on  Nov.  2-3,  1975,  in 
Chicago.  The  course,  held  in  conjunction  with  the 
American  Association  for  the  Study  of  Liver  Disease, 
will  take  place  at  the  Ambassador  Hotel. 

The  course  is  planned  to  review  advances  in  the 
treatment  of  and  the  pathophysiologic  basis  of  liver 
disorders.  It  will  discuss  hepatitis,  liver  disease  of  the 
alcoholic,  drugs  and  the  liver,  gallstones,  immunology, 
and  cancer. 

The  American  College  of  Physicians  postgraduate 

courses  have  been  approved  by  the  American  Medical 
Association  Advisory  Committee  on  Continuing  Medical 
Education,  and  may  be  used  to  fulfill  Category  #1 

requirements  for  the  AMA  Physician's  Recognition 

Award. 

For  Information  and  Registration:  Registrar.  Postgrad- 
uate Courses,  ACP,  4200  Pine  Street,  Philadelphia,  Pa. 
19104 

Washington  University  School  of  Medicine 
“CLINICAL  ALLERGY  FOR  PRACTICING 
PHYSICIANS” 

September  26  & 27,  1975 

For  further  information,  contact: 

Nancy  Grimshaw 

Office  of  Continuing  Medical  Education 
Washington  University  School  of  Medicine 
660  South  Euclid  Avenue 
St.  Louis,  Missouri  63110 

University  of  California,  San  Francisco 
IMMUNOLOGY  FOR  THE  PRACTICING  PHYSICIAN 
October  16-17,  1975 

Sponsored  by  the  Department  of  Dermatology  and 
Extended  Programs  in  Medical  Education,  University 
of  California  School  of  Medicine,  San  Francisco,  in 
cooperation  with  Western  Pathology  Laboratories,  Oak- 
land. 

This  course  is  designed  to  be  the  first  in  a yearly 
series  to  acquaint  practicing  physicians  with  the  some- 
times esoteric  concepts  of  immunology.  The  presenta- 
tions will  be  geared  towards  individuals  who  have 
limited  experience  with  the  vocabulary  and  general 
principles  of  immunology. 

This  program  is  acceptable  for  21  hours  of  Category 
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I credit  towards  the  certificate  in  Continuing  Education 
for  the  California  Medical  Association  and  the  Ameri- 
can Medical  Association. 

REGISTRATION 
Date:  Thursday,  October  16,  1975 
Place:  Kaiser  Center  Auditorium 
300  Lakeside  Drive 
Oakland,  California 
Eee:  $100  includes  lunch 

Registration  in  advance  is  advised 
$10.00  fee  for  refunds  requested  before  course; 
no  refunds  after  course  begins.  To  apply  for 
refund  please  return  Registration  Receipt. 

UNIVERSITY  OF  CALIFORNIA 

Extended  Programs  in  Medical  Education 

Room  569-U 

San  Francisco,  California  94143 

Southern  Medical  Assn. 
Post-Graduate  Courses 

Nineteen  postgraduate  courses  are  scheduled  for  the 
69th  Annual  Scientific  Meeting  of  SMA  to  be  held  in 
Miami  Beach,  Fla.,  November  16-19. 

These  will  include:  Basic  Fetal  Monitoring;  Children’s 
Orthopaedics;  Gastorenterology;  EKG;  Morphology  of 
Peripheral  Blood  Smears  and  Bone  Marrow  Sections; 
Diagnosis  and  Treatment  of  Platelet  Disorders;  Pre- 
vention and  Control  of  Hospital-Associated  Infections; 
Respiratory  Therapy;  Hypospadias,  Epispadias,  Pey- 
ronie’s Disease,  and  Other  Conditions  Causing  Penile 
Curvatures;  Advanced  Fetal  Monitoring;  New  Develop- 
ments of  Detection,  Treatment,  and  Follow-Up  of  Gyne- 
cologic Malignancies;  Office  Management  of  the  In- 
fertile Couple;  Hand  Surgery  (Part  I);  Hand  Surgery 
(Part  II);  Pediatric  Urology;  Pediatric  Dermatology; 
Dermatology  for  Non-Dermatologists;  Functional  Cast 
Bracing;  and  Disorders  of  Fluid,  Electrolyte,  and  Acid- 
Base  Balance. 

All  courses  are  approved  for  hour-for-hour  credit 
in  the  American  Medical  Association  Physician’s  Rec- 
ognition Award,  Category  I.  For  more  information  on 
SMA  postgraduate  courses  contact  the  Southern  Medical 
Association,  2601  Highland  Avenue  South,  Birmingham, 
Alabama  35205. 

Course  in  Practical  Clinical 
Gastroenterology 

Las  Vegas,  Nev. 

October  22-23,  1975 

A Course  in  Practical  Clinical  Gastroenterology  will 
be  offered  by  the  American  College  of  Gastroenterology 
for  one  and  a half  days,  on  October  22-23,  1975  at 
The  Hilton  in  Las  Vegas,  Nev.,  immediately  following 
the  40th  Annual  Convention  to  be  held  at  the  same 
place  on  October  20,  21,  22,  1975. 

This  Course  in  Practical  Clinical  Gastroenterology 
will  consist  of  panel  discussions  by  participants  who  are 
experts  in  the  subject  matters  to  be  covered.  There 
will  be  sufficient  time  set  aside  for  those  taking  the 
course  to  ask  questions  from  the  floor. 

The  panelists  will  cover  in  depth,  diagnosis,  laboratory 
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tests,  radiology,  therapy  and  the  outcome  in: 

1.  The  Patient  with  Chest  Pain. 

2.  The  Patient  with  Upper  Gastrointestinal  Bleeding. 

3.  The  Patient  with  Jaundice. 

4.  The  Patient  with  Acute  and  Chronic  Pancreatitis. 

5.  The  Patient  with  Diverticulitis  or  Neoplasms  of  the 
Colon. 

6.  The  Patient  with  Inflammatory  Bowel  Disease. 

FEES  in  U.S.  CURRENCY:  $75.00  to  those  affiliated 

with  the  American  College  of  Gastroenterology;  Resi- 
dent, Interns  and  Trainees;  $100.00  to  non-members, 
American  College  of  Gastroenterology,  299  Broadway, 
New  York,  N.  Y.  10007,  U.S. A. 

Interstate  Scientific  Assembly 

The  60th  Annual  International  Scientific  Assembly 
of  Interstate  Postgraduate  Medical  Association  will 
be  held  at  the  New  Orleans  Marriott  Hotel,  November 
3-6.  This  program,  primarily  designed  for  Primary 
Physicians  practicing  in  the  U.  S.  and  Canada,  has 
been  planned  cooperatively  with  the  Louisiana  Academy 
of  Family  Practice,  and  provides  20  hours  of  prescribed 
credit  for  members  of  the  American  Academy  of 
Family  Physicians  and  the  College  of  Family  Physicians 
of  Canada  who  attend.  A similar  number  of  hours 
of  credit  toward  the  AMA  Physician’s  Recognition 
Award  is  provided  through  attendance. 

The  program  will  consist  of  lectures,  informal  group 
discussions,  “live”  closed-circuit  TV  and  medical  movies 
on  a variety  of  topics,  wtih  major  emphasis  in  pedi- 
atrics, internal  medicine,  obstetrics  and  gynecology  and 
psychiatry. 

The  Assembly  is  open  to  any  licensed  M.D.  in  the 
U.  S.  and  Canada  at  a fee  of  $40  in  advance  or  $60 
at  the  meeting.  Those  interested  in  full  details  of  the 
meeting  and  hotel  forms  should  write  Dr.  Alton  Ochs- 
ner,  Program  Chairman,  Interstate  Postgraduate  Med- 
ical Association,  P.  O.  Box  1109,  Madison,  Wisconsin, 
53701. 

Conference  on  Advances  in  Research  and 
Therapy  in  Cardiovascular  Disease 

The  second  continuing  education  conference  on  Oc- 
tober 22-24,  1975  in  Bethesda,  Maryland,  is  on  ad- 
vances in  research  and  therapy  in  cardiovascular  dis- 
ease and  their  applicability  for  practicing  physicians. 
As  part  of  the  scheduled  sessions,  participants  may 
discuss  findings  with  the  speakers. 

In  addition  to  papers,  participants  will  visit  and 
hear  descriptions  of  research  in  five  sites  in  the  Clinical 
Center  of  National  Institutes  of  Health,  The  National 
Library  of  Medicine,  and  the  experimental  laboratory 
of  the  Washington  Hospital  Center.  Dr.  W.  Proctor 
Harvey,  Chairman  of  the  Division  of  Cardiology  of 
Georgetown  University,  has  invited  participating  phy- 
sicians to  his  Cardiology  Conference  on  Thursday 
evening. 

A full  list  of  topics  and  speakers  as  well  as  informa- 
tion about  continuing  medical  education  credits  may 
be  obtained  from  Dr.  Jean  K.  Boek,  Director  of  the 
Division  of  Special  Studies,  National  Graduate  Uni- 
versity, 3408  Wisconsin  Avenue,  N.W.,  Washington, 
D.C.  20016,,  202/966-5100. 
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Cook  County  Graduate  School  of  Medicine 

CONTINUING  EDUCATION  COURSES  - FALL  1S75  - SPRING  1976 


INTERNAL  MEDICINE 

ADVANCED  CARDIOLOGY 
One  Week.  June  7,  1976 
ADVANCES  IN  MEDICINE 
One  Week,  November  17,  1975 
ADVANCED  ELECTROCARDIOGRAPHY 
Two  & a half  days,  Oct.  6,  1975,  Apr.  26.  1976 
BASIC  ELECTROCARDIOGRAPHY 

One  Week,  October  27,  1975,  March  1,  1976 
BASIC  INTERNAL  MEDICINE 
One  Week.  March  15,  1976 
FLUIDS  & ELECTROLYTES 
One  Week,  September  22,  1975 
SEXUALITY  FOR  PHYSICIANS 
One  Week,  October  20,  1975 
SPECIALTY  REVIEW  COURSES 
IN  INTERNAL  MEDICINE,  CERTIFYING 
One  Week,  May  9,  May  16,  1976 
SPECIALTY  REVIEW  COURSES  IN 
THE  SUBSPECIALTIES  (One  Weekly): 

Medical  Oncology,  September  8.  1975 
Endocrinology,  Sept.  8,  1975 
Cardiovascular  Disease,  September  22,  1975 
Gastroenterology,  September  22,  1975 
UPPER  GASTROINTESTINAL  ENDOSCOPY 
One  Week,  November  10,  1975  (Advanced) 

One  Week,  June  7,  1976  (Basic) 

PSYCHIATRY  & NEUROLOGY 

NEUROLOGY,  PART  I,  BASIC 
One  Week,  March  15,  1976 
NEUROLOGY,  PART  II,  CLINICAL 
One  Week,  September  8,  1975 
REVIEW  COURSE  IN  NEUROPATHOLOGY 
One  Week,  March  22,  1976 

REVIEW  COURSE  IN  NEUROLOGICAL  SURGERY 
Ten  Days,  February  6.  1976 
PSYCHIATRY  FOR  THE  MEDICAL 
PRACTITIONER 
Three  Days,  November  5,  1975 
RECENT  ADVANCES  IN  PSYCHIATRY 
One  Week,  November  10,  1975 
SEXUALITY  FOR  PHYSICIANS 
One  Week,  October  20.  1975 

ANESTHESIA 

REGIONAL  ANESTHESIA 

One  Week,  October  6.  November  10,  1975  & 

March  8,  May  31,  1976 
ELECTROCARDIOGRAPHY  FOR 
ANESTHESIOLOGISTS 

One  Week,  October  27,  1975  & March  1.  1976 
ANESTHESIA  FOR  HEAD  & NECK  SURGERY 
Three  Days,  November  20,  1975 
SPECIALTY  REVIEW  COURSE  IN 
ANESTHESIOLOGY 
One  Week,  May  24,  1976 

GENERAL  SURGERY 

ADVANCED  PERIPHERAL  VASCULAR  SURGERY 
One  Week,  July  19,  1976 


ADVANCES  IN  SURGERY 
One  Week,  May  10,  1976 
BLOOD  VESSEL  SURGERY 
One  Week,  April  12,  1976 
FIBEROPTIC  COLONOSCOPY 

3 Days  (1975-1976  starting  dates  are  filled) 
FIBEROPTIC  ESOPHAGOGASTRIC  ENDOSCOPY 
3 Days  (1975-1976  starting  dates  are  filled) 

FLUIDS  AND  ELECTROLYTES 
One  Week,  September  22,  1975 
MANAGEMENT  OF  COMPLICATIONS 
IN  SURGERY 

Four  Days,  September  29,  1975 
SPECIALTY  REVIEW  COURSES 
IN  SURGERY  (Two  Weeks): 

Part  I Applicants:  November  3,  1975 
For  Part  II  Applicants:  December  1,  1975  & 

March  8,  1976 

SPECIALTY  REVIEW  COURSE 
IN  THORACIC  SURGERY 
One  Week,  February  23,  1976 
SPECIALTY  REVIEW  COURSE 
IN  PEDIATRIC  SURGERY 
One  Week,  February  16,  1976 
SURGERY  OF  THE  GASTROINTESTINAL  TRACT 
One  Week,  April  5,  1976 
REVIEW  IN  NEUROLOGICAL  SURGERY 
Ten  Days,  February  6,  1976 

PEDIATRICS 

GENERAL  PEDIATRICS 
One  Week,  November  10,  1975 
SPECIALTY  REVIEW  COURSE  IN 
PEDIATRIC  CARDIOLOGY 

Two  and  a half  days,  April  12,  1976 
SPECIALTY  REVIEW  COURSE  IN  PEDIATRICS 
One  Week,  April  5,  1976 
SEXUALITY  FOR  PHYSICIANS 
One  Week,  October  20,  1975 
SPECIALTY  REVIEW  COURSE  IN 
PEDIATRIC  SURGERY 
One  Week,  February  16,  1976 

DERMATOLOGY 

BASIC  DERMATOLOGY 
One  Week.  October  13,  1975 
SPECIALTY  REVIEW  COURSE  IN 
DERMATOLOGY 

One  Week,  May  3,  1976 

ORTHOPAEDICS 

SPECIALTY  REVIEW  COURSE  IN 
ORTHOPAEDICS 

One  Week,  September  7,  1975 
MANAGEMENT  OF  COMMON  FRACTURES 
One  Week,  October  27,  1975 

FAMILY  PRACTICE 

SPECIALTY  REVIEW  COURSE  FOR 
FAMILY  PRACTICE 

Two  Weeks,  August  18,  1975,  August  16,  1976 
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FAMILY  PRACTICE  REVIEW 
One  Week,  April  26,  1976 
ACUTE  CARDIAC  CARE 
Three  Days,  December  3,  1975 
BASIC  DERMATOLOGY 
One  Week,  October  13,  1975 
BASIC  ELECTROCARDIOGRAPHY 

One  Week,  October  27,  1975,  March  1,  1976 
BASIC  INTERNAL  MEDICINE 
One  Week,  March  15,  1976 
BASIC  OBSTETRICS 
One  Week,  December  1,  1975 
FIBEROPTIC  COLONOSCOPY 

3 Days  (all  1975-1976  starting  dates  filled) 

FLUIDS  & ELECTROLYTES 
One  Week,  September  22,  1975 
GENERAL  PEDIATRICS 
One  Week,  November  10,  1975 
MANAGEMENT  OF  COMMON  FRACTURES 
AND  DISLOCATIONS 
One  Week,  October  27,  1975 
PSYCHIATRY  FOR  THE  MEDICAL 
PRACTITIONER 
Three  Days,  November  5,  1975 
SEXUALTY  FOR  PHYSICIANS 
One  Week,  October  20,  1975 
DIAGNOSIS  AND  MANAGEMENT  OF 
PROBLEMS  IN  GYNECOLOGY 
One  Week,  March  22,  1976 

STATE  & NATIONAL  BOARD  REVIEW  COURSES 
Basic  Six  and  one-half  days 
September  28,  1975  and  April  25,  1976 
Clinical,  Six  Days 
October  6,  1975  and  May  3,  1976 
UROLOGY  FOR  FAMILY  PRACTITIONERS 
Two  Days,  November  13,  1975 

OBSTETRICS  AND  GYNECOLOGY 

ADVANCES  IN  OBSTETRICS  & GYNECOLOGY 
One  Week,  November  17,  1975 
BASIC  OBSTETRICS 
One  Week,  December  1,  1975 


DIAGNOSIS  AND  MANAGEMENT  OF 
PROBLEMS  IN  GYNECOLOGY 
One  Week,  March  22,  1976 
GYNECOLOGICAL  LAPAROSCOPY 

Three  Days  (1975  starting  dates  are  filled)  & 
February  4,  May  12,  1976 
SEXUALITY  FOR  PHYSICIANS 
One  Week,  October  20,  1975 
SPECIAL  REVIEW  COURSE  IN 
GYNECOLOGY  PATHOLOGY 
One  Week,  October  6,  1975 
SPECIALTY  REVIEW  COURSE  IN 
OBSTETRICS  AND  GYNECOLOGY 

Two  Weeks,  October  20,  1975,  May  17,  1976 

RADIOLOGY 

DIAGNOSTIC  RADIOLOGY 
One  Week,  April  5,  1976 
RADIOLOGICAL  ONCOLOGY 

Three  Days,  December  5,  1975  and  May  13,  1976 
RADIATION  SCIENCE  REVIEW 
One  Week,  May  17,  1976 

UROLOGY 

SPECIALTY  REVIEW  COURSE  IN  UROLOGY 
Four  days,  April  21,  1976 
SPECIALTY  REVIEW  IN  UROLOGIC 
PATHOLOGY  & X-RAY 

Two  and  a half  days,  December  4,  1975 
UROLOGY  FOR  FAMILY  PRACTITIONERS 
Two  Days,  November  13,  1975 
ADVANCES  IN  UROLOGY 
Two  Days,  March  8,  1976 
NEWER  UROLOGIC  INSTRUMENTATION 
One  Day,  March  10,  1976 
PEDIATRIC  UROLOGY 
Two  Days,  March  11,  1976 
REVIEW  IN  SEXUAL  DYSFUNCTION  AND 
RELATED  TOPICS 
Two  Days,  September  29,  1975 

707  SOUTH  WOOD  STREET 
CHICAGO.  ILLINOIS  60612 
Telephone:  (312)  733-2800  & 2803 


* * 


"No,  no  Ashby!  You're  pronating  the  supinator  longus. 
said  extend  your  carpi  radialis  and  flex  the  deltoid." 
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Distress  and  Disease  in  Health 
Education  in  Tennessee 


Human  Nature  Mirrored 

From  World  War  II , US.  Navy,  comes  a story. 
Small  destroyer  on  escort  duty;  jew  officers;  one 
physician,  one  attorney.  Nerves  raw,  tempers 
short.  Poker  game.  Suspicion;  accusation;  the 
lawyer  takes  a swing  at  the  ship’s  doc.  Out- 
weighed, the  doc  grabs  his  nearest  scalpel,  on 
guard,  expecting  the  worst. 

“Drop  it,  doc,  or  I’ll  break  your  puny  arm  . . .” 
menaces  the  lawyer. 

“Fine,  Sam,”  rejoins  the  doc,  “but  tell  me: 
who’s  going  to  have  to  sew  you  up  when  the 
fight’s  over?” 

A moment  of  panting  and  thought  about  that. 
Then,  . . . 

“O.K.  doc,  you’re  right.  Guess  we’d  both  lose, 
wouldn’t  we?” 

Adrift  today  in  similar  craft,  interested  in  the 
same  fish  in  the  very  same  part  of  the  sea,  are  at 
least  five  groups  of  educated  ‘'human  service” 
professionals:  ministers,  educators,  administra- 

tors, attorneys,  physicians. 

One  expects  that  these  elitist  cadres  would  use 
much  time  systematically  in  fostering  inter-group 
understanding.  After  all,  they  are  not  bent  on 
catching  all  the  fish,  but  in  feeding  them.  These 
professionals  are  entrusted  with  much  standard- 
setting; much  definition  for  the  entire  community 
of  common  goals,  assumptions,  means,  ethics. 
How  disconcerting  to  see  them  sail  away  in  all 
directions,  colliding  here  and  there,  with  no  com- 
mon “game  plan,”  and  charting  contrary  courses. 

Goals;  Assumptions;  Methods;  Ethics: 
“G.A.M.E.” 

Instead  of  mutually  coordinating  their  game 
plan,  these  xenophobes  are  seen  forging  ever 
more  tightly  intrinsic  bonds:  bonds  which  both 
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hem  in  and  keep  out.  “Teachers  speak  only  to 
administrators,  and  the  latter  only  to  God,”  to 
paraphrase  an  old  Boston  saw.  Attorneys  and 
physicians  are  losing  any  common  tongue  when 
argument  replaces  thought,  and  legalese  replaces 
unique  needs  for  individualized,  artful  practice. 
Few  professionals  trouble  to  learn  well  the  goals, 
assumptions,  methods  and  ethics  of  another  pro- 
fession. Nor  are  they  in  fact  rewarded  for  doing 
this,  or  encouraged  to  do  it,  either.  Rather,  they 
are  penalized  if  they  do  not  spend  all  possible 
spare  time  preparing  for  re-licensure,  re-certifica- 
tion,  peer  review,  utilization  review,  postgraduate 
training,  and  committee  work  for  professional  and 
related  groups. 

Transactional  analysis  has  done  us  a favor 
by  reducing  to  simple  and  palatable  terms  a 
perennial  human  hangup:  we  tend  to  avoid  self- 
responsibility. When  we’re  not  making  excuses 
for  this,  we  try  to  blame  the  other  fellow.  This 
is  explained  by  the  diagram  of  a “game”  we  play 
with  each  other  every  day.  Imagine  an  equilateral 
triangle  with  corners  as  bases  for  “Victim,”  a 
“Rescuer,”  and  a “Persecutor.”  Now  watch  any 
two  professionals  from  different  disciplines  vie 
in  a dialogue  as  they  try  to  get  to  any  given 
base  ahead  of  the  other  player.  A recognizable 
example  follows: 

Dialogue:  Educator  vs.  Physician: 

First  Inning 

Educator  on  “victim”  base,  citing  “what’s 
wrong  with  American  medicine”  from  personal 
experience.  Physician  hungrily  eyes  the  “victim” 
position,  already  occupied. 

Second  Inning 

Physician  takes  up  “rescuer”  position,  and 
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offers  to  help  educator  join  local  medical  society 
affairs.  In  rapid  order,  three  pitches  are  served 
and  declined:  too  costly;  no  time;  too  structured 
to  suit  the  educator.  (Implication:  you  change, 
brother;  not  me.) 

Third  Inning 

Physician  still  on  “rescuer”  base,  shifts  a bit. 
How  about  joining  the  educational  faculty  as  a 
peer,  with  active  practice  and  active  educational 
roles  juggled?  Educator  counters:  a novel  idea; 
has  merit;  but  unfortunately  . . . (no  mechanism, 
no  funds,  no  room,  etc.  etc.).  And  now,  this 
passive-aggressive  game  direction  begins  to  “get 
to”  the  doc;  he5s  about  to  try  to  steal  the  remain- 
ing base:  the  “persecutor.” 

Fourth  Inning 

Physician  on  “persecutor”  base,  firing  from  a 
new  position:  “Why  not  keep  your  own  house 
in  order?  You  educators  pour  into  society  semi- 
educated  young  adults  with  half-vast  expectations 
and  no  marketable  skills;  no  wonder  they  get 
sick  (and  come  to  me  for  cure).” 

Game  ends;  educator  now  has  justified  his 
persecution  complex.  But  in  the  following  game, 
he  will  be  most  comfortable  taking  up  the  initial 
position  of  “rescuer.” 

This  game  sequence  never  ends;  it  gets  us 
nowhere.  Aborted  feelings  get  hurt;  news  media 
get  interested.  No  matter  how  they  play  the  game, 
the  parties  never  get  together.  One  is  forever 
“up”;  the  other,  “down,”  and  thus  separate  and 
unequal,  no  matter  which  base  be  occupied. 
Players  could  just  as  easily  be  ministers,  attorneys, 
administrators,  educators  or  physicians  in  any 
permutation  or  combination.  Naturally,  an  “ad- 
versary” orientation  will  help  trap  any  of  them 
into  this  blind  alley. 

You  Ain’t  Seen  Nothin’  Yet 

At  this  point,  a minister  on  the  scene  might 
point  to  Habakkuk  of  Old  Testament  fame,  in  a 
similar  context  (Worse  Times  Are  Coming). 
Here,  the  people  of  God  are  advised,  “Cool  it; 
the  Lord  rules  yet;  stop  bickering  and  blaming.” 
Irrational  human  events  simply  do  not  yield  to 
rationalization  and  projection  onto  others  in  town, 
of  our  own  fear,  hurt,  anger,  hostility. 

Curiously,  if  we  try  to  change  our  image,  we 
become  even  more  suspect.  No  one  is  regarded 
with  more  ambivalence  than  the  attorney  who 
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has  an  M.D.  degree,  or  the  minister  with  a J.D.! 
Maybe  success  lies  not  so  much  in  changing 
images  as  in  accepting  the  others  as  valid  human 
beings,  irrespective  of  professional  bias;  and  in 
communicating  this  respect  and  appreciation 
carefully  and  often.  And  now  the  hooker:  to  be 
able  to  accept  the  other  guy,  one  first  must 
perfectly  accept  himself:  faults  and  all.  Does 

this  speak  any  more  to  the  physician  than  to  the 
attorney,  the  minister,  the  educator,  or  the  ad- 
ministrator? Hardly. 

Welcome  aboard,  Brother 

Yet  in  our  ever-more-complex  age,  we  spawn 
new  hybrid  specialists.  The  Health  Educator  is 
one  of  these.  Ancestors  he  has,  though  he  may 
not  always  wish  to  acknowledge  them.  Just  as 
physicians  and  surgeons  descended  from  bath- 
house operators  and  barbers,  the  Health  Educa- 
tor has  King  Arthur  on  the  one  hand,  seeking  a 
Holy  Grail,  and  on  the  other  an  itinerant  hawker 
of  cure-alls,  ready  to  convince  the  anxious  that 
he  has  found  it. 

Meanwhile,  the  media  and  its  masses  have 
somewhat  altered  average  conceptions  of  “who 
does  what  to  whom”  by  confusing  “disease  con- 
trol” with  “definition  of  health.”  Health  hopes, 
notions,  goals,  assumptions  relate  only  incidentally 
to  disease.  Doctors  for  illnesses  do  not  tinker 
with  “health  promotion”  traditionally.  Nor  do 
educators  mess  around  with  disease  management. 
Although  “he  who  treats  himself  has  a fool  for 
a patient,”  perhaps  the  average  citizen  reporter 
does  not  know  this.  They  are  only  partly  correct 
who  maintain  that  health  care  is  a “right”  to  be 
demanded  of  physicians. 

Partly  they  are  wrong.  Health  assumes  only 
that  individual  priority  assigned  to  it  by  every 
person;  every  person  remains  essentially  unique, 
and  uniquely  prejudiced.  Is  it  possible  to  help 
the  average  citizen  become  aware  of  his  self- 
responsibility in  health  matters — mental,  emo- 
tional, physical  and  social  health  matters?  Can 
physicians  jump  into  the  breach?  Fortunately, 
much  in  Health  Education  is  valid.  The  very 
learning  process  is  probably  better  understood 
by  most  educators  than  by  most  physicians. 
Who,  more  than  the  learned  professor,  un- 
derstands the  large  leaps  from  one  domain  of 
knowledge  to  the  next:  cognitive  to  affective 

to  psychomotor?  Who  better  understands 
that  modification  of  behavior  (in  the  direction 
of  health  or  otherwise)  starts  with  understand- 
ing just  where  a given  patient  is  with  respect 
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to  all  three  areas?  And  who,  better  than  the 
physician,  knows  which  data  and  modalities  are 
best  for  this  person,  at  this  time?  Without  the 
other,  a physician  or  an  educator  is  wasting 
his  time  in  Health  Education.  We  must  keep  in 
touch.  Frankly,  we  need  each  other  badly. 

Tongues  Confused,  if  not  Forked 

Tennessee’s  current  picture  in  Health  Educa- 
tion is  not  bright.  We  have  multiplicity  of  Task 
Forces,  foggy  or  impossibly  broad  mandates, 
underfunding,  and  little  or  no  inter-agency  co- 
operation or  overall  supervision.  Hospitals 
“plan”  unilaterally;  but  so  do  health  departments, 
boards  of  education,  city  and  county  school 
systems  and  institutions  of  higher  learning.  Local 
medical  societies  are  glad  to  leave  the  field  to 

them. 

The  professional  Planner  may  have  his  own 
language.  Worse,  he  may  avoid  getting  anywhere 
at  all,  steering  a course  among  all  factions  with- 
out having  enlisted  their  early  input.  In  the 
end,  he  moves  to  another  job  in  another  com- 
munity before  anything  comes  to  fruition;  he  may 
“cop  out”  by  passing  the  buck  to  a “George” 
somewhere.  Letting  George  “do  it”  becomes, 

then,  letting  George  NOT  do  it  all.  Poor  George 
may  have  no  money,  expertise,  stomach,  desire 
or  clout.  He  may  be  weary  of  unilateral  planning 
(which  is  no  plan  at  all);  he  may  resent  the 
planner  who  tells  him  he  may  not  trust  anyone 
around  besides  the  Planner  himself. 

With  Tongue-In-Cheek 

We  Tennessee  physicians  are  lucky.  Being  in 
a poor  state,  we  have  more  in-kind  services  to 
offer  than  money.  A border  state,  it  is  our  tradi- 
tion to  volunteer  for  service  in  either  camp.  It 
might  save  a lot  of  trouble  later  if  we  volunteer 
our  services  now  on  campus  as  visiting  faculty. 
Not  just  at  the  Medical  School,  as  has  long  been 
the  rule,  but  on  ANY  campus  where  faculty  at- 
tempt to  speak  to  the  problem  of  disease  and 
health.  Not  just  in  a labelled  “health”  context, 
but  as  resource  persons  guiding  curriculum  de- 
velopment and  listening  to  dissertations  where 
Health  is  touched  on  explicitly  or  implicitly  in 
Home  Economics,  Communications,  Business, 
Law,  Engineering,  Liberal  Arts,  or  elsewhere. 
Might  we  not  tender  “feelers”  along  these  lines 
to  those  department  heads  and  administrators  we 
know  personally?  Cannot  our  local  medical  so- 
cieties endorse  us  as  we  do  so?  Naturally,  we 


must  make  the  same,  simultaneous  overture  to 
the  faculty:  to  affiliate  with  our  own  groups. 

Current  Problems  in  Health 
Education  in  Tennessee 

Problem  One 

In  theory  supported  with  Federal  thinking  and 
interest,  actually  Health  Education  planning  and 
pilot  studies  at  state  level  currently  receive  mostly 
only  moral  support  from  the  Bureau  of  Health 
Education,  located  at  Center  for  Disease  Con- 
trol in  Atlanta.  In  a brand-new  effort,  the  off- 
shoot of  Federal  interest  in  smoking  and  health, 
there  may  be  many  bureaucratic  snafus,  and 
little  should  be  expected  right  away. 

Problem  Two 

Institutions  of  higher  learning  in  Tennessee  in- 
clude both  strong  and  weak  Health  Education 
departments,  schools  and  divisions;  but  they  are 
here  to  stay.  Competing  in  the  academic  context, 
they  must  demonstrate  usefulness  and  justify  need 
for  growth.  Being  new,  and  seeking  patrons  for 
new  services,  they  may  tend  to  oversell  to  un- 
committed students.  Should  any  look  further, 
beyond  the  halls  of  ivy,  lo,  and  behold,  the  con- 
sumers of  sickness/health  care  trend  toward  es- 
tablished avenues  of  professional  services,  and 
may  seem  not  to  be  expecting  the  bright  new 
Health  Educators  at  all.  Right  away,  deep 
trouble:  competition  with  physicians,  right?  Not 
at  all,  actually,  but  things  may  not  seem  thus. 
However,  should  denigration  of  “organized  med- 
icine” (whatever  that  is)  creep  into  lectures  and 
classroom  thinking,  we  need  neither  marvel  nor 
take  offense.  Useless  to  quarrel  with  symptoms; 
better  try  to  understand  the  causes. 

Problem  Three 

Student  matriculates  in  and  graduates  from 
these  programs  often  imagine  jobs  aplenty  after 
graduation,  tailored  to  their  brand-new  hopes 
and  dreams.  “Health  teacher,”  “public  health 
educator,”  “health  planner,”  even  “consumer  ad- 
vocate” functions  are  to  be  rewarded  with  four 
and  five  figure  annual  salaries.  Closer  inspection 
at  the  eleventh  hour  would  show  that  jobs  for 
most  are  just  not  there.  There  is  no  correlation 
between  the  college  placement  office  data  as  to 
job  description  on  the  one  hand  and  job  avail- 
ability on  the  other;  these  latter  figures  could  not 
be  found  on  a recent  telephone  search  of  two 


OCTOBER,  1975 


787 


HEALTH  EDUCATION/ Hornsby 

state  universities.  Tennessee  is  losing  its  educated 
Health  majors  to  other  states,  other  trades. 

Problem  Four 

The  overburdened  Health  Education  faculty 
must  teach,  publish,  research,  counsel  advisees, 
govern  institutions  and  departments,  raise  families, 
and  plan.  Often,  they  plan  last.  Suddenly,  year 
after  year,  there  are  real  live  health  projects 
to  be  found,  additional  resources  to  be  identified, 
internships  to  be  arranged,  theses  to  be  reviewed. 
Many  of  these  “practical  experiences”  presup- 
pose equal  desire  and  interest  in  the  medical 
community.  Health  projects  must  carve  for 
themselves  a niche  in  overburdened  health  care 
facilities  somewhere:  hospitals,  clinics,  public 

health  departments,  medical  society,  planning 
agency.  How  often  we  have  glanced  up  from 
work  in  clinic  and  hospital  to  find  just  such  a 
“new  face”  expecting  to  occupy  a recognized 
position  on  “the  health  care  team”! 

Problem  Five 

Even  with  an  antique,  1952  model  Health 
Curriculum  Guide,  Tennessee  has  not  been  able 
to  fund  for  health  texts,  health  teacher  salaries, 
inservice  health  education  or  curriculum  ma- 
terials in  many  of  its  public  schools.  Especially 
hard-hit  are  the  rural  school  systems.  The  sub- 
ject of  health,  though,  even  in  urban  schools,  is 
about  as  welcome  as  the  proverbial  bastard  at  a 
family  reunion.  Curriculum  is  already  over- 
crowded; schools  are  bursting  at  the  seams  with 
too  many  students  per  class;  administrators  hop 
from  job  to  job.  “Health,”  as  a subject,  is  rele- 
gated to  the  coach,  the  home  ec.  teacher,  to  social 
studies,  to  the  school  health  nurse  (where  avail- 
able), or  even  to  that  most  curious  of  Tennessee 
public  school  phenomena — the  science  teacher — 
who  must  share  her  one  dollar  per  pupil  per  year 
materials  budget  with  ALL  OTHER  TEACHERS 
except  the  Instrumental  Music  teacher. 

Problem  Six 

Not  only  are  few  salaried  Health  Teacher  jobs 
available;  Health  Educator  jobs  are  also  few  and 
far  between.  Career  people  fill  these  few  jobs  at 
State  level  and  county  level,  and  the  turnover 
is  not  fast  enough  nor  the  number  large  enough 
to  accommodate  even  one  year’s  combined  output 
of  applicants  across  the  state,  newly-graduated. 
Yet  still  they  come,  year  after  year,  doomed  to 
disappointment:  B.A.,  M.A.,  Ph.D.,  mass- 

788 


produced,  as  it  were.  Is  there  not  some  way  to 
use  the  output  reasonably?  1 think  there  may 
be.  But,  also,  we  need  dialogue  with  the  higher 
education  commission,  with  colleges  of  education, 
and  with  faculty  advisers  and  placement  officers, 
to  warn  our  health  majors,  if  not  reducing  the 
actual  output. 

Concerned  administrators  are  hoping  to  “sell” 
some  of  their  health  graduates  to  industry,  to 
insurance  carriers,  and  to  hospitals,  gambling  on 
new  jobs  and  job  openings  to  be  filled  from  “out- 
side” the  agency  hiring.  Others  have  expected 
that  national  health  insurance  and  regional  health 
planning  would  by  now  have  gotten  well  off  the 
ground,  with  jobs  their  graduates  might  reason- 
ably hope  to  fill. 

A Partial  Solution? 

Ours  may  go  down  in  history  as  “The  Age  of 
the  Litigant,”  and  only  a cut  above  the  barbaric 
“winner  take  all”  ethic  of  yesteryear.  Potential 
friends,  neglected  (or  even  allowed  to  FEEL 
neglected)  may  become  enemies.  Winners  and 
“haves”  among  professions  there  must  not  be; 
losers  and  “have-nots”  must  not  be  suffered,  even 
in  their  own  minds.  Whatever  any  group  may 
smell  like  to  the  other  at  any  point  in  time,  all 
are  HUMAN  BEINGS  to  be  accepted.  Letting 
them  feel  our  warm,  aggressive  acceptance  helps 
others  to  grow  in  self-acceptance,  does  it  not? 

It  may  be  possible  for  many  Tennessee  phy- 
sicians to  hire  some  of  these  health  majors,  new 
college  graduates.  They  are  well-grounded  in 
many  things  our  patients  need  to  know  and 
experience.  They  will  be  amenable  to  quick  “re- 
treading” in  hospitals,  clinics  and  offices,  as 
physician  aides,  if  they  plan  for  this  early  on  in 
college.  It  should  be  easy  to  advertise  job  avail- 
ability quarter-by-quarter,  semester-by-semester, 
in  the  nearest  college  of  education.  Local  med- 
ical societies  can  help  match  up  employer  and 
employee,  with  a bit  of  planning.  A TMA  Res- 
olution passed  this  year  gives  us  this  permissive 
mandate.  As  employers,  we  must  both  prepare 
the  on-job-training  for  our  individual  situation’s 
needs,  and  “sell”  what  we  have  to  offer  to  the 
students  and  their  advisers. 

For  the  graduate’s  part,  he  or  she  must  remem- 
ber that  academic  preparation  is  not  a job  ticket, 
and  never  has  been  such.  We  all  learn  to  meet 
the  exact  need  of  our  community  as  subscribed 
in  our  own  individual  practices,  or  we  change.  A 
student  with  flexibility  and  self-respect  can  ac- 
cept any  of  several  new  directions,  retreads  over 
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sound  preparation  in  Health  Education.  In  short, 
we  can  provide  psychomotor  and  effective  dimen- 
sions as  well  as  terminal  training  in  cognitive 
data;  we  can  provide  our  trainee  with  a very 
real,  “marketable  skill.” 

A “One-Two”  Punch 

The  other  approach — entirely  compatible  with 
the  above — is  for  TMA  county  medical  societies 
and  individual  physicians  to  take  the  lead 
in  helping  our  State  of  Tennessee  pass  adequate 
educational  funding  bills.  New  money  is  needed, 
probably  from  new  taxes,  before  formal,  useful 
Kindergarten  through  Grade  Twelve  public 
school  Health  Education  becomes  reality.  Com- 
prehensive Health  Education  is  properly  teach- 
able only  by  well-trained  teachers,  and  waiting 
to  be  hired,  as  Health  Teachers,  we  have  an 
abundant  oversupply  every  year. 

New  state  tax  sources  have  been  suggested, 
including  income  tax.  We  are  a poor  state,  re- 
member. It  might  be  better  to  let  the  business 
and  professional  segments  bear  the  burden 
through  taxes  on  advertising  and  on  professional 


fees,  respectively,  as  others  have  already  sug- 
gested. 

Implementing  both  approaches,  we  might  well 
see  a rising  generation  of  Tennesseans  better- 
equipped  to  deal  with  health  maintenance,  disease 
prevention  and  management.  Perhaps  such  a 
generation  would  be  less  prone  to  demand  of  its 
professional  cadres  impossible  things.  Perhaps 
we  can  help  our  children  to  be  healthier  emo- 
tionally, and  more  self-responsible,  through  Com- 
prehensive Health  Education,  properly  taught, 
Kindergarten  through  Grade  Twelve. 

Tennessee  doctors,  we  have  many  worthy 
young  people  with  real  need  and  ability  to  help 
Tennesseans  improve  themselves.  Let  us  set  about 
promptly  to  help  them  “do  their  own  thing,” 
as  they  help  us  do  ours.  We  must  not  wait  for 
some  other  agency  to  take  the  initiative  here  and 
“steal  a march”  on  us.  Let’s  implement  this 
year  and  next  our  own  TMA  Resolution  on 
Health  Education.  “It  will  just  take  a minute, 
and  it  won’t  hurt  a bit.” 
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Gonorrhea  in  Tennessee 


The  Problem 

Gonorrhea  is  notoriously  under-reported.1'3  Be- 
cause many  cases  are  not  detected,  and  many 
which  are  treated  are  not  reported,  the  actual 
incidence  of  the  disease  is  not  known.1  In  spite 
of  this  under-reporting,  gonorrhea  is  pandemic 
throughout  the  world,  with  an  annual  estimate 
of  150  million  cases.2  The  estimated  incidence 
of  new  cases  of  gonorrhea  was  2 Vi  million  in 
the  United  States  in  the  fiscal  year  1973. 1,3 

The  reported  gonorrhea,  which  represents 
about  one-fourth  of  the  total  cases  actually  oc- 
curring in  the  United  States,  has  more  than 
doubled  since  1957,  leading  to  a correct  appraisal 
of  the  current  situation  as  epidemic.1’3  Gonor- 
rhea, in  spite  of  nationwide  control  effort,  has 
continued  to  increase,  and  by  the  most  con- 
servative estimates,  is  obviously  out  of  control. 

In  order  to  better  define  the  problem  of 
gonorrhea  in  the  State  of  Tennessee,  the  Division 
of  Preventive  Medicine  of  the  Tennessee  De- 
partment of  Public  Health  conducted  an  exten- 
sive investigation  of  the  reported  gonorrhea  cases 
in  Tennessee. 

* From  the  Tennessee  Department  of  Public  Health 
and  the  Department  of  Family  and  Community  Health, 
Meharry  College  of  Medicine. 

* Former  Director,  Division  of  Preventive  Health 
Services,  Tennessee  Department  of  Public  Health. 

Address  reprint  requests  to  College  of  Medicine  & 
Dentistry  of  New  Jersey,  New  Jersey  Medical  School, 
100  Bergen  Street,  Newark,  New  Jersey  07103  (Dr. 
Najem). 


G.  REZA  NAJEM,  M.D.,  M.P.H.,  Ph.D.* * 

Methods  and  Materials 

For  the  purpose  of  this  study,  the  records  of 
74,351  reported  gonorrhea  cases  were  compiled 
from  the  entire  state  of  Tennessee,  during  the 
period  of  January  1,  1971  through  December, 
1973. 

According  to  the  Regulations  Governing  Com- 
municable Diseases  in  Tennessee , every  physician 
is  responsible  for  reporting  cases  of  gonorrhea  to 
local  health  department  on  a “Confidential  Vene- 
real Disease  Case  Report”  form.  The  Tennes- 
see Department  of  Public  Health  accepted  as 
official  gonorrhea  cases  only  those  cases  diagnosed 
by  a physician  or  his  assistants,  preferably,  but 
not  necessarily,  with  laboratory  confirmation.0 
Where  manpower  permitted,  laboratory-positive 
cases  were  followed  by  health  department  per- 
sonnel to  insure,  1)  that  the  patient  with  a 
positive  report  was  in  fact  treated,  and  2)  that 
the  physician  reported  the  case.  Suspected 
gonorrhea  and  positive  laboratory  reports  alone 
are  not  now  accpted  as  official  gonorrhea  cases. 
Prior  to  1972,  suspected  cases  and  contacts  of 
known  cases  of  gonorrhea  treated  prophylactic- 
ally,  regardless  of  presence  or  absence  of  clinical 
manifestation  or  laboratory  results,  were  re- 
ported as  official  cases  of  gonorrhea  by  some  local 
health  authorities. 

Results 

Table  1 shows  that  the  highest  number  of 
gonorrhea  cases  were  reported  by  the  venereal 


TABLE  1— REPORTED  CASES  OF  GONORRHEA 
BY  SOURCE  OF  REPORTING  AND  YEARS 
TENNESSEE,  1971-1973 


Source  of  Report 

1971 

Number  of  Cases 
1972 

1973 

Total 

Percent 

Percent  Changed1’ 
From  1971  to 
1973 

Health  Department 

18,286 

23,670 

23,288 

65,244 

88 

+ 27 

Private  Physician 

1,830 

1,731 

1,969 

5,530 

7 

+ 8 

Hospital 

623 

1,460 

1,405 

3,488 

5 

+ 125 

Osteopath 

31 

18 

21 

70 

0.1 

_ 32 

Mental  Hospital 

5 

8 

5 

18 

0 

— 0 

Post  Mortem 

1 

1 

0 

— 0 

Total 

20,775 

26,888 

26,688 

74,351 

100 

+ 29 

Rate 

510.6 

667.0 

645.5 

615.0 

+ 24 

a.  Includes  28  cases  of  Gonococcal  Ophathalmia  Neonatorum. 

b.  “+”  means  increased  “ — ” means  decreased. 
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disease  clinics  of  the  local  health  departments. 
Private  physicians  report  only  7 percent  of  the 
cases.  The  highest  increase  in  reporting  was  by 
the  hospitals,  which  increased  125  percent,  and 
the  total  reported  gonorrhea  cases  increased  29 
percent  during  the  period  of  this  study.  There 
were  12  reported  cases  of  gonococcal  opthalmia 
neonatorum  in  1971,  7 cases  in  1972,  and  9 cases 
in  1973.  The  reported  gonococcal  ophthalmia 
neonatorum  decreased  25  percent  from  1971  to 
1973.  A slight  decrease  in  reported  cases  of 
gonorrhea  from  1972  to  1973  is  attributed  to  a 
change  in  the  definition  of  morbidity  (which  was 
explained  under  the  title  of  Methods  and  Ma- 
terials) rather  than  actual  decrease  in  attack 
rate. 

The  statewide  geographical  distribution  of 
gonorrhea  rates  indicated  a wide  variation  in 
1973  (Figure  1).  Four  counties  (Shelby,  David- 
son, Hamilton,  and  Knox),  which  include  the 
four  major  metropolitan  areas  (Memphis, 


cases)  were  military  cases.  The  reported  gonor- 
rhea from  urban  areas  were  19,095,  24,571,  and 
23,239  cases  respectively;  from  rural  areas  there 
were  1,444,  2,041,  and  3,270  cases  during  the 
years  1971,  1972,  and  1973  respectively. 

Table  2 shows  that  the  reported  gonorrhea 
rate  of  2992.7  per  100,000  population  in  non- 
whites was  19  times  higher  than  reported 
gonorrhea  rates  of  159.4  in  whites.  The  re- 
ported gonorrhea  rate  for  males  was  59  percent 
higher  than  for  females.  The  highest  increase 
in  the  reported  gonorrhea  rate  was  110  percent 
in  1973  over  1971  in  white  females,  and  the 
lowest  increase  in  the  rate  was  3 percent  in  non- 
white males.  Of  the  28  reported  gonococcal 
ophthalmia  neonatorum  cases,  3 were  white  and 
25  were  non-white  cases. 

Table  3 shows  that  the  highest  age  specific 
rate  of  gonorrhea  was  in  the  age  group  20-24. 
There  were  about  60  cases  in  the  age  group  under 
10  years  in  each  year  of  this  study.  The  highest 


REPORTED  GONORRHEA  RATE 

for  Counties  in  Tennessee  1973 
per  100,000  Population 


Fig.  1 


Nashville,  Chattanooga,  and  Knoxville,  respec- 
tively) reported  a rate  of  over  1,000  gonorrhea 
cases  per  100,000  population  in  1973,  whereas 
there  were  6 counties  which  did  not  report  any 
case  in  1973.  Of  the  74,351  reported  gonorrhea 
cases,  90  percent  (66,905  cases)  were  urban,  9 
percent  (6,755  cases)  rural,  and  1 percent  (691 


increase  in  rate  was  34  percent  in  the  age  group 
10-14  and  33  percent  in  the  age  group  15-19 
from  1971  to  1973. 

The  influence  of  socio-economic  factors  on  the 
distribution  of  reported  gonorrhea  is  shown  in 
Table  4.  The  indicators  used  to  delineate  the 
socio-economic  classes  were:  1)  median  school 
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TABLE  2— THE  RATE  OF  REPORTED  CASES  OF  GONORRHEA3 
BY  RACE,  SEX  AND  YEARS 
TENNESSEE  (1971-1973) 


Sex  & Year 

Number 

White 

Rateb 

Number 

Non-White 

Rate 

Total 

Rate 

Male 

1971 

2,830 

173.7 

10,645 

3538.1 

13,475 

698.3 

1972 

3,616 

219.4 

12,273 

4072.2 

15,891 

815.1 

1973 

3,789 

224.6 

11,234 

3642.4 

15,025 

752.9 

Percent  Changed0 

from  1971-1973 

+ 33 

+ 29 

+ 6 

T 3 

+ 12 

+ 8 

Sub  Total 

10,235 

206.2 

34,152 

3750.2 

44,391 

755.6 

Female 

1971 

1,261 

73.3 

6,035 

1777.5 

7,296 

354.1 

1972 

2 039 

117.1 

8,916 

2,621.5 

10,962 

526.7 

1973 

2,737 

153.6 

8,906 

2,558.8 

11,648 

546.8 

Percent  Changed 

from  1971-1973 

+ 117 

+ 110 

+ 48 

+ 44 

+ 60 

+ 54 

Sub  Total 

6,037 

115.1 

23,857 

2,321.4 

29,906 

476.8 

Grand  Total 

16  272 

58,009 

74,297 

Rate 

159.4 

2,992.7 

611.6 

a.  Included  28  cases  of  Gonococcal  Ophthalmia  Neonatorum  and  excluded  54  unknown  race  and/or  sex  cases. 

b.  Rate  per  100,000  population. 

c.  “+”  means  increased.  “■ — ” means  decreased. 


TABLE  3— REPORTED  CASES  OF  GONORRHEA3 
BY  AGE  AND  YEARS 
TENNESSEE,  1971-1973 


Age 

No.  of 
Cases 

Percent 

Percent 
Changed 
in  Rate1' 

Under  5 

78 

0.1 

+ 9 

5-9 

98 

0.1 

— 3 

10-14 

1017 

1.4 

+ 34 

15-19 

24352 

32.8 

+33 

20-24 

30711 

41.4 

+23 

25-29 

10551 

14.2 

+27 

30-34 

3731 

5.0 

+ 8 

35-44 

2661 

3.6 

0 

45-54 

804 

1.1 

+ 9 

55-64 

188 

0.2 

+ 7 

65-74 

74 

0.1 

+ 9 

75+ 

9 

0.0 

+ 1 

Total 

74274 

100.0 

+24 

a.  Included  28  cases  of  Gonococcal  Ophthalmia  Neonatorum 
and  excluded  77  cases  with  unknown  cases. 

b.  Percent  changed  in  Rate  from  1971-1973.  “+”  means  in- 
creased. “ — ” means  decreased. 


TABLE  4— DISTRIBUTION  OF  REPORTED 
GONORRHEA  CASES  RATE/100,000  BY 
SOCIOECONOMIC  STRATA 
HAMILTON  COUNTY,  1973 


Socioeconomic 

Strata 

Number 
of  Cases 

Rate/ 100,000 

High 

167 

260 

High  Middle 

183 

288 

Low  Middle 

322 

519 

Low 

1,451 

2,252 

years  completed  by  the  adult,  age  25  years  and 
over,  2)  the  median  family  income,  3)  the  per- 
cent of  unskilled  workers  in  the  labor  force.  This 
information  was  obtained  from  the  1970  census. 

Discussion 

Reported  cases  of  gonorrhea  continued  to  in- 
crease from  1971  to  1973,  with  a total  increase  of 
29  percent  in  the  rate  of  reported  cases  in  Ten- 
nessee. The  major  increase  was  125  percent  in 
the  number  of  reported  gonorrhea  from  hospitals 
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as  compared  to  an  8 percnet  increase  from  pri- 
vate physicians  and  a 27  percent  increase  from 
the  health  departments  (Table  1).  The  reason 
for  such  a high  increase  in  hosptial  reporting  is 
mainly  attributed  to  the  establishment  of  gonor- 
rhea screening  programs  in  the  hospitals.  Some 
of  the  other  frequently  cited1'5,7 15  reasons  which 
are  given  for  increasing  rates  of  gonorrhea 
are:  1)  the  asymptomatic  nature  of  gonorrhea  in 
about  75-80  percent  of  the  female  cases  and  a 
similar  asymptomatic  stated  in  a smaller  per- 
centage of  males,4,7,13  2)  the  difficulty  of  making 
the  clinical  diagnosis  in  the  asymptomatic  cases; 
3)  the  lack  of  reliable  serology  tests;2,13  4)  the 
inability  to  become  totally  immune  to  gonorrhea 
infection;13  5)  notorious  under  reporting  of  gonor- 
rhea, particularly  on  the  part  of  private  practi- 
tioners;1,3 6)  the  inadequate  health  education  of 
the  public  and  the  deficiency  of  medical  profes- 
sional training  in  venereal  disease  control;1,7  7) 
the  short  incubation  period;2'13  8)  the  inadequate 
follow-up  and  treatment  of  contacts;14  9)  the 
decreasing  sensitivity  to  antibiotics,17  10)  the 
ineffectiveness  of  inadequate  therapy  of  the 
cases,17  and  1 1)  the  social  attitude  of  permissive- 
ness in  sexual  matters  and  the  indifference  of  the 
public,  has  a bearing  on  gonorrhea  spread.12,16,18 

A wide  geographical  variation  in  reported  case 
rates  of  gonorrhea  reflects  difference  in  education 
programs,  case  finding  activity,  and  availability 
of  public  clinics,  rather  than  just  difference  in 
attack  rate.  In  Tennessee,  the  highest  rates  of 
gonorrhea  were  reported  from  the  areas  where 
organized  public  clinics  were  available  to  the 
public  and  were  more  active  in  case  finding. 

The  largest  reservoir  of  undetected  gonorrhea 
among  females  is  indicated  in  the  1.6:1  male- 
female  ratio  of  reported  rates  of  gonorrhea  in 
Tennessee  in  1973  which  is  smaller  than  the 
1.7:1  male-female  ratio  in  the  United  States  in 
the  same  year.1  The  gonorrhea  male-female  ratio 
was  2.4:1  in  1971  as  compared  to  1.6:1  ratio 
in  Tennessee  in  1973.  This  change  shows  the 
impact  of  gonorrhea  screening  program  activities 
for  case  finding  among  females.  Such  a change 
was  also  noticed  in  the  United  States1  (the  male- 
female  ratio  was  2.6:1  in  1971,  decreasing  to 
1.7:1  in  1973  in  the  United  States).  This  sug- 
gests that  more  effort  is  needed  to  bring  these 
ratios  between  the  comparable  groups  closer.  A 
partial  explanation  for  a higher  proportion  of 
gonorrhea  in  males  as  compared  to  females  in  this 
study  may  be  among  the  following  factors:  1)  as 
compared  to  females,  gonorrhea  is  usually  more 


acute  in  the  male.2,3,13  2)  because  of  the  painful 
or  uncomfortable  symptoms,  most  men  readily 
seek  treatment.13  3)  in  females,  75-90  percent 
of  the  cases  are  completely  without  symptoms  or 
have  such  slight  symptoms  that  the  women  are 
unaware  of  the  infection,2,3,5,7,13  and  4)  more 
females  than  males  demand  that  physicians  keep 
their  records  confidential.19 

About  19  times  more  reported  gonorrhea  cases 
are  found  among  non-whites  than  whites,  9 times 
more  among  the  low  socio-economic  classes  than 
higher  classes,  and  10  times  more  among  urban 
than  rural  populations  in  this  study,  possibly  be- 
cause more  blacks,  low  socio-economic  classes, 
and  urban  populations  are  more  likely  to  be 
seen  in  facilities  with  good  reporting  records. 
Also,  some,  or  all  of  the  following  factors  may 
provide  an  additional  partial  explanation  for 
such  differences  in  rates:  more  accumulation  of 
non-white  and  low  socio-economic  classes  in  the 
cities;  more  permissiveness  in  sexual  matters 
among  blacks,  and  a comparative  lack  of  infor- 
mation about  venereal  disease  among  the  black 
population.3,16,18 

The  remarkably  higher  rate  of  reported  gonor- 
rhea in  the  age  group  15-24  years  may  reflect 
both  the  age  of  peak  sexual  activity  and  the  use 
of  facilities  with  different  reporting  records.3,19,20 
The  highest  increase  in  reported  gonorrhea  rates 
were  34  and  33  percent  in  age  groups  10-14  and 
15-19  years,  respectively,  in  this  study  from 
1971  to  1973.  Venereal  disease  awareness  pro- 
grams and  changes  in  legislation  affecting  treat- 
ment of  minors  may  be  factors  in  the  increased 
number  of  teenagers  seeking  diagnosis  and  treat- 
ment.1 It  should  be  emphasized  again  that  the 
analysis  of  age  specific  distribution  of  cases  is 
based  on  reported  cases  only,  which  represents 
about  one-fourth  of  the  cases  that  are  actually 
occurring.  Private  physicians,  who  treated  most 
of  the  unreported  cases,  may  tend  to  report  some 
age  groups  more  frequently  than  others. 

In  conclusion,  one  may  suggest  that  the  in- 
creasing rate  of  case  finding  in  females  and  the 
slowing  in  rate  of  increase  of  male  cases  offers 
some  indication  that  the  attack  on  the  reservoir 
of  asymptomatic,  gonorrhea  in  females  by  the 
gonorrhea  screening  program  and  control  effort 
may  be  producing  some  results.  The  authors  are 
of  the  opinion  that  the  medical,  social,  and  be- 
havioral factors  operating  in  modern  society  are 
likely  to  lead  to  further  increase  in  the  prevalence 
of  gonorrhea.  It  is  also  reported  by  some  other 
investigators,1'5  that  the  existing  epidemiological 
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methods  are  not  adequate  to  control  the  spread 
of  gonorrhea,  and  new  approaches  are  therefore 
necessary. 

Summary 

The  records  of  74,35 1 reported  gonorrhea 
cases  from  various  sources  of  the  entire  state  of 
Tennessee  during  the  3-year  period  1971-1973 
were  analyzed. 

Gonorrhea  has  continued  to  increase  from  a 
rate  of  520.6  in  1971  to  a rate  of  645.5  per 
100,000  population  in  1973,  with  an  increase  of 
29  percent.  Among  the  74,351  cases  of  reported 
gonorrhea  in  this  study,  the  highest  population  at 
risk  of  being  reported  as  cases  of  gonorrhea  were 
males;  non-whites  (both  males  and  females);  age 
group  of  15-34  years;  low  socio-economic  group; 
those  living  in  urban  areas,  particularly  in  the 
four  metropolitan  areas  where  about  82  percent 
of  the  cases  were  reported. 

The  1.6:1  male-female  ratio  in  1973  as  com- 
pared to  2.4:1  ratio  in  1971  indicates  the  impact 
of  the  gonorrhea  screening  program  for  female 
case  finding.  This  finding  also  indicates  the  large 
reservoir  of  gonorrhea  among  females  which  is 
still  not  detected.  More  effort  is  needed  to  bring 
the  male-female  ratio  to  about  1:1. 
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Malignant  Hyperpyrexia  During 
Enflurane  Anesthesia 

F.  STEPHEN  SUTHERLAND,  D.D.S.* 

J.  ROLAND  CARTER,  Ph.D,  M.D.t 

Of  the  many  cases  of  malignant  hyperthermia 
reported  in  the  literature,  this  is  only  the  second 
case  reported  with  enflurane  as  the  anesthetic 
agent.  The  first  was  reported  by  Pan,  Wollack, 
and  De  Marco1  and  was  treated  successfully  by 
cooling  the  patient  and  giving  chlorpromazine, 
aspirin,  and  methylprednisolone.  The  present  case 
report  describes  the  successful  treatment  of  a 
muscular  young  male.  The  methods  of  treatment 
were  cooling,  chlorpromazine,  and  procainamide. 

REPORT  OF  A CASE 

A 21 -year-old  black  male,  weighing  approximately  75 
kg,  was  admitted  to  the  hospital  with  a gunshot  wound 
to  the  right  upper  quadrant  of  the  abdomen  and  was 
scheduled  for  an  emergency  exploratory  laparotomy. 
The  patient  was  previously  in  good  health  with  no 
anesthetic  or  surgical  experiences.  He  was  premedicated 
with  atropine  0.4  mg  intramuscularly  thirty  minutes  prior 
to  induction  of  anesthesia. 

Anesthesia  was  begun  at  0345  hours,  November  27. 
1974.  The  patient  was  placed  in  45  degrees  head-up 
position  and  received  100  percent  oxygen  by  mask  with 
unassisted  ventilation.  Then  methohexital  170  mg  and 
succinylcholine  80  mg  were  given  rapidly  intravenously. 
Slight  fasciculations  were  noted  prior  to  the  easy  inser- 
tion of  #40  orotracheal  tube.  The  anesthesia  was  main- 
tained with  nitrous  oxide  and  oxygen  (3.5: 1.5  1/min) 
plus  enflurane  (1. 5-2.0  percent)  with  assisted  respiration 
using  a semi-closed  system  with  carbon  dioxide  absorp- 
tion. Relaxation  for  surgery  was  provided  by  adminis- 
tering 6 mg  of  d-tubo-curarine  intravenously  at  0415. 
During  the  procedure,  systolic  blood  pressure  remained 
between  110  and  140  torr  and  the  pulse  between  110 
and  150  per  minute. 

At  0600  the  patient  was  breathing  adequately,  and 
vital  signs  were  stable  with  an  esophageal  temperature 
of  36.5  C.  The  surgeons  were  beginning  closure  of  the 
abdomen.  At  0615  the  patient's  temperature  had  risen 
to  37  C;  other  vital  signs  were  still  stable.  No  rigidity 
was  present,  and  no  irregularities  of  heart  rate  were 
noted  by  precordial  stethoscope.  At  0620  the  tempera- 
ture had  risen  to  37.5  C,  and  the  surgeon  noted  that 
the  intra-abdominal  temperature  seemed  quite  warm. 
At  0630  the  temperature  had  risen  to  38.3  C.  Cold  in- 
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travenous  fluids  and  ice  were  requested.  Nitrous  oxide 
and  enflurane  were  discontinued,  and  only  oxygen  at  7 
liters  per  minute  was  given.  The  patient’s  heart  rate 
had  increased  from  110  and  140  per  minute  with  no 
irregularities.  The  respirations  had  increased  to  ap- 
proximately 30  per  minute.  Systolic  blood  pressure  was 
130  torr. 

At  0635  the  temperature  had  risen  to  39  C,  the  heart 
rate  to  150  per  minute,  and  the  systolic  blood  pressure 
to  140  torr.  Respirations  were  now  40  per  minute.  The 
surgeons  continued  to  close  the  wound  and  ice  was 
packed  in  the  cervical,  axillary,  and  inguinal  regions. 
At  0640  the  temperature  had  risen  to  39.6  C with  the 
heart  rate  remaining  at  150  per  minute.  Cold  intra- 
venous fluids  ( 1 liter  normal  saline,  1 liter  lactated 
Ringers)  were  begun.  Cold  gastric  lavage  via  nasogastric 
tube  was  also  started.  At  0645  the  temperature  had 
increased  to  40  C,  and  other  vital  signs  were  un- 
changed. The  rebreathing  bag  and  carbon  dioxide 
absorber  had  become  noticeably  hot.  At  0655  the 
temperature  had  risen  to  40.5  C,  and  12.5  mg  of 
chlorpromazine  was  administered  intravenously.  This 
drug  was  followed  with  250  mg  of  procainamide.  At 
0705  the  temperature  had  fallen  to  39.5  C,  and  the 
operating  room  personnel  continued  packing  the  patient 
in  ice.  At  this  time  the  surgery  was  completed. 

At  0710  the  temperature  was  37.5  C,  and  the  patient 
was  transported  to  the  intensive  care  unit.  The  patient 
remained  unconscious  with  no  muscular  rigidity.  Blood 
gases  and  electrolytes  were  drawn  and  revealed  pH 
7.085,  PC02  36  torr,  PO.,  93  torr,  glucose  331  mg 
percent,  BUN  9 mg  percent,  potassium  5.8  meq/1, 
sodium  137  meq/1,  bicarbonate  10  meq/1,  and  chloride 
107  meq/1.  The  patient  was  on  MA-1  respirator  with 
FiO.,  of  1.0.  The  base  deficit  was  calculated  as  15  meq 
per  liter  of  extracellular  fluid,  and  225  meq  NaHCOs 
were  given  intravenously.  The  blood  pressure  was  160/ 
90  and  temperature  37.5  rectally.  ECG  was  continu- 
ously monitored  and  revealed  no  arrhythmias. 

The  patient's  condition  continued  to  improve,  and 
repeat  arterial  blood  gases  at  0830  were  excellent: 
pH  7.37,  PC02  38  torr,  PO„  200  torr,  HC03  21  meq/1. 
At  this  time  the  Fi02  was  reduced  from  1.0  to  0.5. 
The  patient  was  now  alert  and  responsive. 

At  1400  hours  arterial  blood  gases  were:  pH  7.47, 

PC02  38  torr,  PCX,  126  torr,  HCOs  27.5  meq/1 
(Fi02  0.5),  and  the  patient  was  placed  on  T-tube 
oxygen.  At  1600  hours  the  patient's  arterial  blood 
gases  were:  pH  7.40,  PCOL,  40  torr,  P02  88  torr.  He 
was  extubated  and  administered  O.,  by  face  mask  at  8 
liters  per  minute.  The  patient  remained  stable  with 
normal  vital  signs  and  had  an  uncomplicated  postopera- 
tive course. 

CPK  isoenzyme  studies  at  the  time  of  hyperthermia 
revealed  CPK  of  62.8  i.u.  (rl  0-3.6),  and  only  MM 
type  was  present.  On  the  fifth  post-surgical  day,  the 
patient  was  released  from  the  hospital  in  good  condition 
to  return  in  two  weeks  for  suture  removal  and  follow-up 
care.  On  return  a blood  sample  was  obtained  for  CPK 
isoenzyme  studies.  This  revealed  CPK  3.5  i.u.,  and 
only  MM  type  was  present.  The  patient  was  questioned 
extensively  postoperatively  about  any  muscle  weakness 
and  pain  or  previous  hernia,  dislocation,  ptosis,  strabis- 
mus or  other  symptoms.  The  only  positive  response  was 
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postoperative  abdominal  pain  at  the  site  of  the  incision, 

It  was  learned  during  the  follow-up  visit  that  the 
patient's  mother  had  died  several  years  previously  either 
during  or  shortly  after  undergoing  elective  surgery  under 
general  anesthesia.  The  chart  was  unavailable  to  de- 
termine the  cause  of  death.  On  further  questioning  the 
patient  related  that  his  daughter,  who  has  epilepsy,  had 
recently  had  a seizure  and  developed  a high  fever.  Sub- 
sequently, she  was  taken  to  the  hospital  emergency  room, 
and  her  temperature,  which  the  patient  stated  as  being 
42.8  C.  was  brought  under  control  with  ice  packs. 

DISCUSSION 

Malignant  hyperthermia  may  develop  late  dur- 
ing the  anesthetic  course,2  as  did  this  one;  there- 
fore, vigilance  and  thermal  monitoring  through- 
out the  case  is  necessary.  The  importance  of 
rapid  aggressive  treatment  must  be  realized.  Im- 
mediate cooling  is  necessary  to  reduce  the  temp- 
erature, but  over-cooling  is  to  be  avoided.2 

The  first  case  report  of  malignant  hyperpyrexia 
during  enflurane  anesthesia1  responded  rapidly 
to  cold  intravenous  and  external  cooling.  The 
temperature  of  the  patient  described  in  the  present 
report  continued  to  rise  despite  vigorous  cooling 
procedures,  i.e.  cold  intravenous  fluids,  external 
cooling,  and  iced  saline  gastric  lavage.  The 
temperature  did  not  decrease  until  procainamide 
and  chlorpromazine  were  given  intravenously. 

Therapeutic  agents  undoubtedly  have  multiple 
roles  in  the  syndrome  of  malignant  hyperpyrexia. 
The  administration  of  chlorpromazine,  which  has 
an  alpha  adrenergic  antagonistic  effect,  allows  for 
more  efficient  external  cooling  and  possibly  pre- 
vents shivering.  The  recommended  therapy  of  the 
rigid  type  is  procaine  or  procainamide  intraven- 
ously in  dosage  varying  from  700  to  1000  mg,23 
These  drugs  have  been  said  to  be  contraindicated 
in  the  non-rigid  variety,3  but  there  is  a case  re- 
port of  successful  treatment  with  a large  dose  of 
procainamide.4  Smaller  doses  of  this  drug  have 
been  used  in  the  treatment  of  the  rigid  type.5 
Procainamide  in  a dosage  of  250  mg  was  suc- 
cessful in  promptly  reducing  the  temperature  in 
this  non-rigid  patient.  The  temperature  did  not 
begin  to  fall  until  the  drug  was  given  in  spite 
of  vigorous  cooling  procedures.  Within  15  min- 
utes the  temperature  had  fallen  from  40.5  C to 
37.5  C with  no  untoward  sequelae. 

Other  possible  causes  of  hyperthermia  should 
be  considered  in  this  patient.  Infection  is  an 
obvious  cause  but  is  unlikely  here  because  only 
three  to  four  hours  elapsed  between  the  injury 
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and  development  of  fever.  Other  causes  include 
central  nervous  system  injury,  thyroid  storm,  or 
osteogenesis  imperfecta  but  there  was  no  history 
of  these  illnesses  or  reason  to  suspect  them.  Over- 
dose of  anticholinergic  agent  with  heat  retention 
could  hardly  be  suspected  with  0.4  mg  atropine 
given  intramuscularly.  Hyperthermia  can  also 
be  caused  by  increasing  the  ambient  temperature, 
but  the  operating  room  temperature  was  approxi- 
mately 20  C on  the  day  in  question.  Adminis- 
tration of  an  exogenous  pyrogen  is  a possible 
cause  which  at  the  present  time  would  be  diffi- 
cult to  evaluate.  No  blood  was  given  and  thus 
transfusion  reaction  can  be  dismissed.  We  are 
then  left  with  malignant  hyperthermia  associated 
with  the  administration  of  the  following  drugs: 
atropine,  curare,  succinylcholine  and  enflurane. 

SUMMARY 

A case  of  malignant  hyperpyrexia  during  en- 
flurane anesthesia  has  been  reported.  This  was 
of  the  non-rigid  variety  and  occurred  approxi- 
mately two  and  one-half  hours  after  induction 
of  anesthesia.  The  temperature  continued  to 
rise  despite  vigorous  treatment  with  iced  intra- 
venous fluids  and  gastric  lavage  and  packing  the 
patient  in  ice.  Within  fifteen  minutes  after  giving 
procainamide  and  chlorpromazine,  the  tem- 
perature was  normal,  and  the  patient  recovered 
without  sequelae.  At  the  time  of  hyperpyrexia 
the  CPK  was  elevated  and  was  entirely  of  the 
MM  variety.  After  recovery,  the  CPK  was  with- 
in normal  limits  and  was  entirely  of  the  MM 
variety. 
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HISTORY 

This  39-year-old  white  female  was  admitted  to  Saint 
Thomas  Hospital  for  selective  coronary  arteriography 
because  of  recurrent  chest  pain  and  an  abnormal  electro- 
cardiogram (EKG).  She  was  overweight,  mildly  dia- 


betic, and  mildly  hypertensive.  Her  27-year-old  brother 
died  suddenly  of  unknown  cause  and  her  mother  sur- 
vived a proved  myocardial  infarction  in  her  late  30’s. 
Her  admitting  ECG  is  illustrated  in  Figure  1 and  is 
similar  to  several  others  taken  during  the  past  six 
months  because  of  recurrent  atypical  chest  pain.  She 
gave  no  history  of  previous  heart  disease  or  periocarditis. 
She  had  taken  no  antidepressant  drugs,  had  normal 
electrolytes,  had  no  heart  murmur,  and  her  echocardio- 
gram was  normal.  Left  ventricular  pressures,  left  ven- 
tricular angiogram  and  selective  coronary  arteriograms 
were  normal  during  this  admission. 
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DISCUSSION 

The  electrocardiogram  is  abnormal  because  of 
widespread  T wave  inversion,  which  although 
nonspecific  is  compatible  with  ischemic  heart 
disease.  Two  dilemmas  are  represented  in  this 
patient’s  clinical  presentation.  One  concerns 
performance  of  coronary  arteriography  on  a 
young  woman  and  the  second  concerns  the  nature 
of  the  symptoms  and  ECG  findings  in  the  absence 
of  a documented  etiology.  The  literature  con- 
tains numerous  reports  of  chest  pain  compatible 
with  angina  pectoris  in  young  women  with  nor- 
mal coronary  arteriograms  but  affords  little  in- 
formation concerning  advanced  coronary  artery 
disease  in  patients  of  similar  age.  During  a recent 
analysis  of  our  own  coronary  arteriographic  ex- 
perience we  were  surprised  by  the  severity  of 
coronary  atherosclerosis  sometimes  found  in 
women  40  years  of  age  or  less  and  were  im- 
pressed by  the  frequency  of  a strong  family 
history  and  multiple  coronary  risk  factors  in 
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such  patients.1  In  this  perspective,  the  decision 
to  perform  coronary  arteriography  in  this  patient 
seemed  proper. 

The  second  dilemma  is  less  easily  rationalized. 
Are  her  symptoms  expressions  of  anxiety  and 
hyperventilation?  Are  the  ECG  changes  an  early 
expression  of  a hypertrophic  cardiomyopathy? 
Although  these  and  many  other  possibilities  may 
be  considered,  the  fact  is  we  have  no  adequate 
explanation  for  her  clinical  syndrome.  In  this 
not  infrequent  circumstance  our  general  atti- 
tude has  been  that  of  optimism,  reassurance 
and  avoidance  of  additional  iatrogenic  cardiac 
concern. 

FINAL  DIAGNOSIS:  Chest  pain  and  nonspecific 

ECG  abnormality  of  un- 
known cause. 

Harry  L.  Page,  Jr.,  M.D. 
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RENOVASCULAR  HYPERTENSION 

The  existence  of  renovascular  hypertension 
(RVH)  has  been  known  for  almost  40  years. 
Nevertheless,  only  in  the  past  10  years  has 
sufficient  knowledge  of  the  renin-angiotensin 
system  and  of  split  renal  function  studies  allowed 
reliable  assessment  of  the  significance  of  renal 
artery  occlusive  lesions.  By  conservative  estimate 
there  are  30  million  patients  in  the  United  States 
with  diastolic  hypertension.  Of  1070  hyperten- 
sive patients  whom  we  have  studied  in  the 
past  10  years,  16  percent  proved  to  have  reno- 
vascular hypertension.  Although  the  true  in- 
cidence of  RVH  is  unknown,  it  probably  accounts 
for  from  five  to  10  percent  of  all  cases  of  hyper- 
tension. 

Pathogenesis 

Renal  artery  stenosis  greater  than  75  percent 
is  necessary  to  produce  sufficient  reduction  of 
perfusion  pressure  in  the  juxtaglomerular  ap- 
paratus (JGA)  to  activate  the  renin-angiotensin 
system  with  a subsequent  increase  in  renin  re- 
lease. This  increase  in  the  release  of  renin,  a 
proteolytic  enzyme,  acts  to  convert  angiotensin- 
ogen  to  angiotensin  I.  This,  in  turn,  is  then  con- 
verted to  the  vasoconstrictor  agent,  angiotensin 
II,  by  a converting  enzyme,  predominantly  in 
the  pulmonary  circulation. 


seen  on  the  left  side.  Bilateral  involvement 
occurs  with  equal  frequency  in  both  types  of 
lesions  (30  percent). 

Diagnosis 

The  history  and  physical  examination  provide 
little  help  in  differentiating  essential  and  reno- 
vascular hypertension.  In  our  experience  the 
very  young  hypertensive  patient  (under  10  years) 
has  renovascular  origin  in  80  percent  of  the 
cases,  the  next  highest  incidence  is  in  patients 
over  60  years  of  age  (33  percent).  In  122  pa- 
tients with  proven  RVH  50  percent  had  a family 
history  of  hypertension.  The  duration  of  the 
hypertension  ranged  from  two  months  to  20 
years  (mean  five  years).  The  mean  age  of  pa- 
tients with  atherosclerotic  lesions  was  50  years, 
in  fibromuscular  disease  the  mean  age  was  33 
years. 

Two  features  of  the  physical  examination  are 
of  significance.  The  patient  with  RVH  is  usually 
thin;  the  obese  patient  rarely  proves  to  have 
RVH.  An  abdominal  bruit  in  the  epigastrium  is 
common  (40-80  percent)  in  RVH.  The  rapid 
sequence  IVP  is  widely  used  as  a screening  test 
for  RVH.  If  the  IVP  is  positive  it  is  a very 
useful  test;  however  in  33  percent  of  our  patients 
with  proven  RVH  the  test  showed  no  difference 
between  the  two  kidneys.  The  fact  that  one  half 


Renal  Artery  Stenosis — > 


Angiotensinogen -> 

Angiotensin  I — — — > 


Decreased  Perfusion  Pressure  in  JGA 
Renin  Release 
Angiotensin  I 

Angiotensin  II  (active  vasoconstrictor) 
Elevated  Blood  Pressure 


Stenosis  of  the  renal  artery  can  be  caused  by 
atherosclerosis  (65  percent)  or  by  any  of  the 
various  forms  of  fibromuscular  dysplasia  (35 
percent).  While  unilateral  fibromuscular  dys- 
plasia more  commonly  affects  the  right  kidney, 
unilateral  atherosclerotic  lesions  are  most  often 
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of  the  33  percent  with  a normal  IVP  had  bi- 
lateral lesions  is  of  interest,  but  it  does  not  really 
mitigate  the  fact  that  the  proper  diagnosis  was 
missed.  Renal  arteriography  is  the  key  screening 
test  in  patients  with  significant  diastolic  hyper- 
tension (100  mm  Hg  or  greater). 

When  a renal  artery  lesion  is  seen  on  arteri- 
ography its  functional  significance  must  be  evalu- 
ated with  renal  vein  renin  assay  and  split  renal 
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function  studies  (Howard  and  Stamey  Tests). 
A supine  renin  ratio  of  1.5  to  1 between  the 
involved  and  uninvolved  kidney  is  considered 
significant.  Likewise,  consistent  lateralization  of 
all  samples  with  a decrease  in  urine  volume, 
increase  in  creatinine  concentration,  increase  in 
PAH  concentration  represent  positive  Howard 
and  Stamey  Tests.  Although  some  feel  that  renal 
vein  renin  assays  alone  suffice  to  make  the 
diagnosis,  valuable  information  is  obtained  from 
the  split  renal  function  studies.  There  are  in- 
consistencies in  both  of  these  tests  when  used 
alone,  as  each  will  give  a false  negative  result 
in  about  10  percent  of  the  cases  with  RVH. 
When  the  results  of  both  tests  are  combined, 
one  approaches  100  percent  accuracy  in  estab- 
lishing the  diagnosis  of  RVH. 

Treatment 

Operative  management  at  present  is  the  treat- 
ment of  choice  of  RVH.  Renal  revascularization 
should  be  undertaken  wherever  possible  to  pre- 
serve renal  function.  Nephrectomy  should  be 
done  only  as  a last  resort  because  many  patients 
will  subsequently  develop  contralateral  renal 
artery  lesions.  Aortorenal  bypass  using  saphenous 
vein  as  the  graft  has  been  our  operation  of 
choice.  In  our  experience  with  the  above  cri- 
teria of  selection,  more  than  90  percent  of  the 
patients  have  either  been  cured  of  hypertension 
or  significantly  improved  by  operation.  In  pa- 
tients without  associated  extra  renal  vascular 
lesions  requiring  simultaneous  correction,  the 
operative  mortality  rate  has  been  less  than  three 
per  cent.  Although  long  term  follow  up  of  pa- 
tients undergoing  operative  management  of  RVH 
is  only  now  being  obtained,  there  appears  to  be 
no  significant  attrition  rate  of  early  excellent 
results.  Nevertheless,  the  ultimate  longevity  of 
bypass  grafts  is  unknown  at  this  time. 

Summary 

1.  Renovascular  hypertension  is  common — 5-10 
percent  of  hypertensive  patients. 

2.  Best  screening  test — renal  arteriography. 

3.  Definitive  tests — split  renal  function  studies 
and  renal  vein  renins. 

4.  Operative  treatment — aortorenal  bypass  graft. 

5.  Amelioration  of  hypertension  in ‘90  percent 
of  the  cases  so  treated. 

Richard  H.  Dean,  M.D. 

John  H.  Foster,  M.D. 
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NOTICE 

The  Multi-County  Comprehensive  Mental  Health 
Center,  located  at  Tullahoma,  Tennessee,  will 
receive  applications  for  the  position  of  Execu- 
tive Director  until  November  1,  1975.  Suggested 
qualifications  for  this  position  are: 

— Appropriate  degree  and  experience 

— Strong  adm  in  istrative/ managerial  back- 
ground, preferably  in  the  Mental  Health  field 

— The  Executive  Director  is  responsible  to  the 
Board  of  Directors  for  the  Center’s  program. 
In  carrying  out  this  responsibility,  he  will,  in 
cooperation  with  the  Department  heads, 
identify  priorities,  determine  the  allocation 
of  resources,  and  implement  new  programs 
and  program  revisions  through  effective  and 
appropriate  use  of  managerial  techniques 

—Please  forward  resume,  salary  requirements, 
and  other  pertinent  documents  to: 

Stuart  Lusty,  Jr.,  Ed.D. 

Multi-County  Comprehensive  Mental 
Health  Center 
1803  North  Jackson  Street 
Tullahoma,  Tennessee  37388 

An  Equal  Opportunity  Employer 
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of  the  month 


COMPUTED  CRANIAL  TOMOGRAPHY 


Case  Presentation: 

This  sixteen  year  old  white  female  presented  with 


an  eight  month  history  of  bitemporal  headaches  oc- 
casionally associated  with  nausea  and  vomiting.  Six 
months  prior  to  admission,  she  was  evaluated  at  an- 
other hospital  for  bilateral  papilledema.  At  that  time 
the  patient  had  a normal  neurologic  exam,  including 
plain  skull  X-rays,  brain  scan  and  carotid  arteriography. 
The  patient  was  discharged  on  Diamox  with  the  diag- 
nosis of  probable  pseudotumor  cerebri.  The  patient's 
symptoms  and  signs  persisted,  and  a computed  cranial 
tomographic  study  (CT  Scan)  was  performed. 


CT  Scan:  Figures  are  from  left  to  right.  Figure  1 represents  a 1.3  cm  thick  slice  through  the  level  of  the  anterior 
and  temporal  horns  of  the  lateral  ventricles,  the  third  and  the  fourth  ventricle.  There  is  an  area  of  diminished 
density  (darker  grey  than  normal  brain)  to  the  left  of  midline  in  the  posterior  fossa.  Anterior  to  this  lesion  the 
fourth  ventricle  is  tilted. 

Figure  2 is  the  slice  just  above  Figure  1 and  shows  enlargement  of  the  lateral  and  third  ventricles  as  well  as  the 
area  of  low  density  in  the  posterior  fossa. 

Figure  3 at  a higher  level  clearly  shows  the  hydrocephalus.  Normal  lateral  ventricles  at  age  16  appear  as  little 
more  than  slit-like  structures. 

Figure  4 is  a slice  at  the  same  level  as  shown  in  Figure  1 repeated  approximately  15  minutes  after  the  intra- 
venous administration  of  iodinated  radiographic  contrast  material.  A white  area  of  increased  radiographic  density 
is  now  seen  within  the  larger  area  of  low  density  in  the  posterior  fossa.  This  was  felt  to  represent  a tumor 
within  an  edematous  area  of  cerebellum.  A marked  change  in  density  of  a lesion  following  administration  of 
contrast  material  results  predominately  from  absorption  of  radiation  by  intravascular  iodine  and  therefore  correlates 
directly  with  the  degree  of  vascularity  of  the  lesion. 


CT  Scan  Conclusion:  Highly  vascular  tumor 
involving  cerebellar  vermis  and  medial  left  cere- 
bellar hemisphere  immediately  posterior  to  the 
fourth  ventricle  with  noncommunicating  hydro- 
cephalus. 

Surgery:  On  the  basis  of  the  CT  Scan  interpre- 
tation, the  patient  underwent  exploration,  and  a 
highly  vascular  tumor  approximately  1.5  by  2 
cms.  in  size  was  removed  from  the  cerebellar 
vermis  and  medial  left  cerebellar  hemisphere  ad- 
jacent to  the  fourth  ventricle. 

Pathology:  Cerebellar  capillary  hemangioblas- 
toma. 

Post  Operative  Course:  The  patient  has  done 


From  the  Department  of  Radiology,  Vanderbilt  Uni- 
versity Medical  Center,  Nashville,  Tennessee  37232. 
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well  post  operatively  with  no  residual  neurologic 
deficit. 

Discussion:  Computed  cranial  tomography  was 
developed  by  a mathematician.  Dr.  G.  N.  Houns- 
field,  of  E.M.I.  Ltd.,  London,  England;  and 
initially  presented  in  the  medical  literature  in 
1972. 1,2  Its  clinical  use  has  expanded  widely  and 
rapidly  throughout  Europe  and  the  United 
States.3’4,5  The  complexity  and  high  cost  of  the 
equipment  are  overshadowed  by  the  dramatic 
information  obtained,  without  the  associated 
morbidity  of  conventional  neuroradiographic 
studies.  Computed  tomography  is  noninvasive 
and  therefore  without  significant  risk  to  the  pa- 
tient. Radiation  exposure  is  comparable  to  a 
conventional  skull  series  exam. 

An  X-ray  beam  collimated  to  either  1.3  cms. 
or  8 mm.  in  width  traverses  the  patient’s  head 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Fig.  5-9  (See  Text) 


in  a fixed  plane.  The  amount  of  radiation  trans- 
mitted through  the  head  is  detected  at  160  sepa- 
rate points  along  the  traverse.  Since  the  amount 
of  incident  radiation  and  the  amount  of  trans- 
mitted radiation  is  known,  the  amount  of  radi- 
ation absorbed  at  each  of  the  160  points  can  be 
calculated.  The  amount  of  absorption  depends 
on  the  density  of  the  tissue  traversed  at  each 
point  along  the  pass.  The  X-ray  tube  and  detec- 
tor are  then  rotated  1 0 and  another  traverse  is 
made.  This  continues  for  180°.  From  this  data, 
28,800  simultaneous  equations  are  generated  and 
solved  by  the  computer  to  yield  a number  reflec- 
tive of  X-ray  absorption  at  each  '"point”  within 
the  calvarium.  Each  “point”  actually  represents 
a volume  of  brain  3mm.  by  3mm.  by  1.3  cm. 

The  absorption  values  (reflecting  tissue  den- 
sity) are  then  converted  to  an  image  on  a cathode 
ray  tube  by  assigning  degrees  of  blackness  and 
whiteness  proportional  to  the  absorption  number. 
The  absorption  value  (M  number)  of  water  is 
arbitrarily  set  at  0;  air,  minus  500;  bone,  plus 
500.  Cerebral  spinal  fluid  has  a M-value  of  2 
to  5,  edematous  brain  8 to  13,  normal  brain  15 
to  19,  fresh  blood  30,  retracted  clot  42,  calcium 
greater  than  45,  and  fat  approximately  minus  40. 
A difference  in  value  of  3 or  greater  can  be  easily 
visualized. 

A pair  of  adjacent  slices  are  generated  during 
each  4 minute  scan.  Six  to  eight  slices  are  gen- 
erally required  to  evaluate  the  entire  head.  In- 
formation is  available  from  a CT  Scan  which  not 
only  shows  intracranial  anatomy  but  indicates  the 
material  composition  of  the  lesion  itself.  This 
type  of  information  is  not  obtainable  from  con- 
ventional studies.  For  example,  a comatose  pa- 
tient evaluated  following  an  auto  accident  may 
show  a temporal  lobe  mass  by  arteriography. 
No  neuroradiologic  study  (skull  series,  brain 
scan,  arteriogram,  pneumoencephalogram)  can 
differentiate  the  chief  diagnostic  possibilities  for 
a temporal  lobe  mass  in  trauma,  namely  cerebral 
edema,  contusion,  or  intracerebral  hematoma. 
This  differentiation  is  easily  accomplished  with 


a CT  Scan  since  blood  has  a high  density  relative 
to  normal  brain  (appears  white)  and  edematous 
brain  has  a low  density  (appears  black  or  grey). 
An  example  of  intracerebral  hematoma  is  shown 
in  Figure  5.  Representative  example  of  various 
other  forms  of  pathology  are  shown:  infarct. 
Figure  6;  diffuse  atrophy,  Figure  7;  brain  abscess, 
Figure  8;  epidural  hematoma.  Figure  9.  (Figures 
are  from  left  to  right.) 

Computed  cranial  tomography  has  revolution- 
ized diagnostic  neuroradiology.  The  effect  on 
utilization  of  conventional  radiographic  pro- 
cedures has  varied  among  various  centers.  Gen- 
erally, early  reports  indicate  a significant  decrease 
in  performance  of  pneumoencephalograms  and 
to  a lesser  extent  brain  scans.  A decrease  in 
utilization  of  arteriography  as  a screening  pro- 
cedure has  occurred  in  many  centers.  Computed 
tomography  is  undoubtedly  in  an  infantile  stage 
with  many  advanced  developments  expected  in 
the  near  future.  Computed  tomography  of  the 
chest  and  abdomen  is  currently  undergoing  ex- 
tensive clinical  trials.  The  potential  for  revolu- 
tionary changes  in  all  of  diagnostic  radiology 
exists. 

J.  M.  Prochaska,  M.D. 

J.  L.  Lowry,  M.D. 
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New  Promise  for  the  Mentally  Retarded 

A mentally  retarded  child  born  today  is  lucky. 
Not  because  of  his  handicap,  but  because  for  the 
first  time  in  this  century,  that  child  will  have 
opportunities  to  grow,  develop,  learn  and  hope- 
fully live  a rewarding  life.  No  longer  does  the 
future  bespeak  a dreary  incarceration  in  an  over- 
crowded institution  where  society  has  turned  its 
head  on  the  squalor,  the  degradation,  the  waste 
of  human  life. 

Today  that  child  will  have  avenues  open  to 
get  the  special  attention  he  needs  to  overcome  the 
limitations  his  handicap  imposes.  He  will  have  a 
better  chance  to  live  a “normal”  life,  much  the 
same  as  his  non-retarded  peers. 

He  has  that  chance  because  of  the  dramatic 
transformation  in  the  system  of  providing  services 
for  persons  with  mental  retardation.  No  longer  is 
institutionalization  the  only  answer  for  meeting 
the  care  and  training  needs.  No  longer  is  the 
institution  the  first  selection  for  a training  pro- 
gram. No  longer  is  institutionalization  a life-long 
existence  for  most  mentally  retarded  persons. 

Today,  institutionalization  has  taken  a more 
meaningful  course  of  providing  specialized  ser- 
vices not  available  elsewhere  and  of  providing 
such  services  only  for  the  period  of  time  neces- 
sary to  prepare  the  resident  for  an  alternate  way 
of  life.  Tennessee’s  three  institutions  are  now 
called  developmental  centers  and  are  striving  to 
upgrade  their  services  and  concurrently  reduce 
the  enrollment  through  the  creation  of  commu- 
nity alternatives.  For  persons  who  must  be  served 
in  the  developmental  center,  there  are  continuous 
efforts  to  provide  an  environment  that  is  more 
stimulating  and  normalizing,  one  that  offers  the 
individual  the  dignity  and  respect  he  commands 
as  a fellow  human  being. 

Today,  a retarded  person  is  admitted  to  the 
developmental  center  only  if  admission  is  in  his 
own  best  interest,  and  not  for  the  sake  of  his 
parents  or  of  society.  Every  resident  receives  care 
and  training  individualized  for  his  own  needs, 
always  designed  with  the  goal  of  making  him  less 
dependent  on  others  and  prepared  to  function  in 
an  environment  less  restrictive  than  that  of  the 
institution. 

The  alternatives  to  institutionalization  are 
rapidly  being  developed.  Infant  stimulation  pro- 


grams for  handicapped  children  have  been  de- 
veloped in  the  major  cities.  Pre-school  day 
training  programs  assist  the  youngster  in  learning 
the  skills  he  will  need  to  enter  the  school  system. 
Parents  may  receive  training  and  counseling  in 
techniques  to  teach  their  child  in  the  home. 
School  systems  are  now  required  to  provide  edu- 
cational services  to  all  childern,  ages  4-21,  re- 
gardless of  the  severity  of  their  handicaps.  For 
young  adults,  Adult  Activity  Centers  located  in 
the  community  offer  training  in  self-help  and 
community  living  skills.  Work  Activity  Centers 
are  designed  to  teach  the  retarded  adult  pre- 
vocational  skills.  Sheltered  Workshops  provide 
an  opportunity  to  engage  in  productive  work  and 
receive  a pay  check  for  those  who  cannot  achieve 
success  in  a competitive  environment,  thereby 
making  them  less  dependent  on  others  for  sup- 
port. The  services  of  vocational  rehabilitation  are 
available  to  provide  training  with  the  goal  of 
competitive  employment  even  for  severely  handi- 
capped persons. 

Community  residential  alternatives  are  rapidly 
replacing  life  on  the  institutional  ward  for  most 
retarded  persons.  The  residences  include  foster 
homes  for  children,  nursing  homes  for  the  elderly 
retarded,  skilled  care  homes  for  the  multiply- 
handicapped  retarded,  group  homes  for  three 
different  levels  of  ambulatory  retarded  persons, 
sheltered  apartment  situations  and  shadow  super- 
vision in  apartment  living  for  many  retarded  per- 
sons who  can  take  care  of  their  own  needs  yet 
need  assistance  with  budgeting  problems  and 
other  crisis  situations. 

The  retarded  can  attend  camp,  participate  in 
the  Special  Olympics,  join  the  Scouts,  attend 
special  Sunday  School  classes  and  participate  in 
the  types  of  activities  that  their  normal  peers 
enjoy.  No  longer  is  a retarded  citizen  denied  the 
right  to  vote  or  to  marry,  or  other  rights  of  citi- 
zenship, solely  on  the  basis  of  his  handicap.  No 
longer  must  a retarded  person  be  incarcerated 
and  forgotten.  For  more  information  about  the 
programs  and  services  available,  contact  the 
Department  of  Mental  Health  and  Mental  Re- 
tardation, 300  Cordell  Hull  Building,  Nashville, 
Tennessee,  or  call  615-327-8216. 

Glenda  Huff 

Program  Analyst 
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Medical  Emergency  Services 

Accidents  and  acute  illnesses  can  strike  any- 
one, at  any  place,  and  at  any  time.  The  initial, 
on-the-scene  care  and  treatment  of  these  emergen- 
cies has,  for  many  years,  been  less  than  ideal. 
It  became  apparent  that  a coordinated  system  of 
emergency  medical  services  was  needed  to  correct 
the  deficiencies  in  pre-hospital  care. 

To  remedy  these  shortcomings  and  to  put  into 
action  more  efficient  emergency  care,  the  Ten- 
nessee General  Assembly  passed  the  Emergency 
Medical  Services  Act  of  1972  creating  a Division 
of  Emergency  Medical  Services  within  the  Ten- 
nessee Department  of  Public  Health.  Much  has 
been  accomplished  in  the  area  of  pre-hospital 
emergency  care  over  the  past  three  years. 

First  responders  such  as  police  and  fire  per- 
sonnel have  been  trained  in  emergency  care 
techniques.  All  Tennessee  Highway  Patrol 
troopers  as  well  as  all  individuals  who  complete 
training  at  the  Law  Enforcement  Training  Aca- 
demy receive  an  emergency  care  course  which 
teaches  them  to  deal  efficiently  with  airway  de- 
fects and  cardiac  arrest.  The  efforts  of  these 
individuals  have  already  resulted  in  many  lives 
being  saved. 

To  date,  3,500  Emergency  Medical  Technicians 
(EMTs)  have  been  trained  through  the  efforts 
of  physicians,  nurses,  hospital  personnel  and  the 
Department  of  Public  Health.  These  EMTs  are 
taught  basic  lifesaving  care  and  minor  stabiliza- 
tion. The  EMTs  also  are  required  to  do  ten  hours 
of  hospital  emergency  department  observation. 
The  Basic  EMT  is  also  required  to  provide 
himself  with  continuing  education  and  to  be  re- 
certified on  practical  skills  once  every  two  years. 
The  Tennessee  EMT  is  currently  held  in  high 
regard  because  of  his  high  efficiency  and  pro- 
ficiency in  emergency  care  skills. 

A second  type  of  emergency  technician,  the 
EMT-Advanced,  was  created  by  legislation 
developed  by  the  Tennessee  Medical  Associ- 
ation’s Emergency  Medical  Service  Committee. 
The  EMT-Advanced  is  certified  by  the  Depart- 
ment of  Public  Health  after  successfully  complet- 
ing a 480-hour  course  and  a six-month  intern- 
ship. The  course  work  includes  anatomy  and 
physiology,  patient  assessment,  cardiac  emergen- 


cy, traumatic  emergency,  and  medical  emergency. 

Skills  of  the  Advanced  Technician  are  defibril- 
lation, endotracheal  intubation,  initiation  of  IV 
therapy,  and  parenteral  injections.  All  of  these 
procedures  must  be  carried  out  with  direct  com- 
munications with  a physician.  The  EMT- 
Advanced  is  to  function  as  the  eyes,  ears,  and 
hands  of  the  physician  with  regard  to  pre- 
hospital emergency  care. 

The  Department  of  Public  Health  has  assisted 
communities  across  the  state  in  funding  140 
modular  ambulances  or  mobile  emergency  rooms. 
These  vehicles  are  equipped  beyond  the  recom- 
mendations of  the  American  College  of  Surgeons’ 
Trauma  Committee.  The  emergency  vehicles  also 
provide  for  ambulance-to-hospital  communica- 
tions as  well  as  communications  on  a statewide 
universal  dispatch  frequency.  These  vehicles  pro- 
vide the  best  in  patient  care  area,  equipment, 
storage,  and  economic  feasibility. 

One  of  the  problems  facing  emergency  medical 
services  in  Tennessee  today  is  proper  utilization 
of  existing  vehicles.  As  the  cost  of  transport 
services  grows,  providers  of  such  services  seek  to 
make  better  use  of  their  vehicles  and  manpower. 
Currently,  vehicles  are  classified  for  use  in  two 
categories:  emergency  and  invalid.  The  emer- 

gency ambulance  may  respond  to  any  emergency 
situation  and  transport  regardless  of  the  patient’s 
condition.  This  type  of  vehicle  may  transport 
patients  who  need  medical  treatment  in  transit. 
The  emergency  ambulance  has  all  of  the  required 
patient  care  equipment  and  has  at  least  one  EMT 
with  the  driver. 

The  invalid  ambulance  may  carry  only  a patient 
who  is  in  need  of  routine  transport.  The  invalid 
ambulance  does  not  carry  any  patient  care  equip- 
ment and  may  be  manned  with  only  one  person — 
the  driver.  Each  physician’s  cooperation  and  un- 
derstanding of  these  ambulance  differences  will 
allow  better  patient  care  as  well  as  more  effective 
utilization  of  existing  manpower,  equipment  and 
time. 

The  Department  of  Public  Health  welcomes 
the  involvement  of  private  physicians,  hospital 
staffs  and  other  health  care  professionals  in 
developing  a capable,  efficient  system  of  emergen- 
cy care  that  is  available  whenever  people  need  it. 
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In  January  1975,  the  projects  below  were 
funded  by  the  Tennessee  Mid-South  Regional 
Medical  Program  with  relatively  small  amounts 
of  money,  but  their  service  potential  was  great. 
Initially,  the  grant  period  was  scheduled  for  only 
6 months,  but  when  TMS  RMP  was  given  a 1 
year  extension,  more  money  was  allocated  to 
both. 

Pre  and  Post  Natal  Comprehensive 
Health  Care  Education 

Nashville  Metropolitan  General  Hospital 
Project  Director:  Dorothy  E.  Caul,  R.N. 

This  project  is  part  of  an  attempt  to  provide 
comprehensive  health  care  to  the  indigent  pop- 
ulation served  by  Metropolitan  Nashville  Gen- 
eral Hospital.  It  is  one  aspect  of  a many  faceted 
program  operating  under  the  premise  that  it  is 
possible  to  influence  parental  behavior  and 
mother-infant  reactions  in  beneficial  ways 
through  intervention  and  education.  The  overall 
goal  of  the  program  is  to  educate  and  prepare 
women  for  the  immediate  task  of  having  their 
babies  and  then  to  be  able  to  care  for  them 
effectively.  Classes  covering  pre-natal  care, 
childbirth,  post-natal  care,  and  infant  care  are 
held  for  all  pre-natal  patients  at  the  hospital  on 
a regular  basis. 

Two  registered  nurses  are  in  charge  of  the 
program.  Lectures,  films,  slides  and  personal 
counseling  are  used  in  the  educational  process. 
Stress  is  placed  on  personal  hygiene,  the  anatomy 
and  physiology  of  pregnancy,  and  on  the  recog- 
nition of  the  danger  signals  of  pregnancy.  Each 
patient  is  given  a description  of  the  hospital 
and  is  oriented  as  to  the  admission  process.  The 
Food  Supplement  Program  in  Nashville  is  intro- 
duced, and  the  preparation  of  meals  using  these 
supplements  is  demonstrated.  Information  re- 
garding community  agencies  which  can  provide 
specific  help  for  these  patients  is  also  dissemi- 
nated. Human  reproduction  is  taught  in  detail, 
and  counsellors  from  Planned  Parenthood,  Inc. 
visit  the  clinic  to  lecture  and  show  films  on  birth 
control.  A program  of  pre-natal  and  post-partum 
exercises  is  given  by  the  Physical  Therapy  De- 
partment. After  the  birth  of  the  baby,  the  patient 
is  visited  at  her  bedside  by  one  of  the  nurses  for 
further  discussion  and  education.  She  is  shown 
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several  film  strips  which  are  designed  to  help  the 
mother  cope  with  her  new  role.  Mothers  of  pre- 
mature infants  receive  special  counseling.  They 
are  given  information  on  the  progress  and  condi- 
tion of  the  infant  and  are  told  what  to  expect 
with  regard  to  the  growth  and  development  of 
their  child. 

A program  of  Home  Health  visitors  is  in  prog- 
ress. They  visit  the  patient  every  two  weeks 
and  are  able  to  detect  problems  as  they  arise  and 
report  them  to  the  hospital  staff  for  immediate 
attention  and  care.  In  this  way,  it  is  hoped  that 
the  patients  will  develop  a trust  in  the  hospital 
and  staff  because  they  are  receiving  personal  and 
continuous  care  during  their  pregnancy. 

The  program  was  initiated  under  an  NIH  grant 
in  January  1974,  but  this  support  was  withdrawn, 
and  TMS/RMP  has  been  able  to  provide  the 
support  necessary  until  June  1976,  when  it  is 
anticipated  that  permanent  funding  will  be  avail- 
able from  Metropolitan  Nashville.  From  January 
1975  through  June  1975,  547  patients  were 
taught  in  the  pre-natal  classes  on  the  OB  unit  at 
General  Hospital.  Eight  classes  are  held  per 
week,  with  an  average  attendance  of  about  20 
patients  per  class.  There  are  12  different  pre- 
sentations, as  well  as  impromptu  counselling 
sessions.  There  is  no  regular  schedule  of  pre- 
sentations, but  the  nurses  endeavor  to  see  that 
each  patient  is  exposed  to  all  the  material  avail- 
able. A total  of  $31,630  has  been  allocated  for 
this  18  month  grant  period. 

Pre-natal  Birth  Defects  Prevention 

Vanderbilt  University  Medical  Center 
Project  Director:  David  Acker,  M.D. 

The  pre-natal  Birth  Defects  Prevention  Clinic 
is  located  at  Vanderbilt  Medical  Center  but 
regionalization  efforts  are  carried  out  by  contacts 
with  the  hospitals  participating  in  the  Fetal  Moni- 
toring Network,  another  project  implemented  by 
a TMS/RMP  grant.  The  general  objective  of  this 
project  is  to  provide  couples  with  the  knowledge 
and  mechanism  for  having  children  who  are  free 
from  genetic  birth  defects.  The  specific  objectives 
involve  the  monitoring  of  pregnancies  and  the 
counselling  of  potential  parents  who  are  con- 
sidered to  be  of  relatively  high  risk  for  producing 
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children  with  defects.  Those  included  in  the  high 
risk  category  are: 

( 1 ) pregnant  women  over  35  years  of  age; 

(2)  couples  who  have  already  had  an  offspring 
with  chromosomal,  metabolic  or  open  neural 
tube  defect; 

(3)  couples  who  have  experienced  repeated  spon- 
taneous abortions; 

(4)  couples  where  one  partner  carries  a balanced 
translocation  of  a chromosome: 

(5)  couples  where  the  mother  is  a potential  diag- 
nosed carrier  of  a serious  X-linked  defect; 

(6)  couples  who  are  carriers  of  auto-somal  re- 
cessive diseases; 

(7)  pregnant  women  on  potentially  teratogenic 
medications  during  the  critical  periods  of  early 
pregnancy. 

The  Birth  Defects  Prevention  Clinic  team  con- 
sists of  an  Obstetrician,  a Geneticist,  and  a Nurse 
Clinical  Coordinator  who  all  provide  genetic 
counselling.  Dr.  David  Acker,  Assistant  Profes- 
sor of  Obstetrics  and  Gynecology,  performs  in- 
dicated diagnostic  tests  on  pregnant  women  and 
travels  throughout  the  region  to  speak  about  the 
Clinic  and  the  need  for  its  services.  Dr.  Eric 
Engel,  Professor  of  Medicine  and  Head  of  the 
Cyto-genetics  Laboratory,  provides  complete 
laboratory  procedures  for  cell  cultures  and  karyo- 
types. The  Nurse  Clinical  Coordinator,  Lee 
Hathoway,  B.S.N.,  does  genetic  counselling,  edu- 
cates health  professionals,  assists  with  the  diag- 
nostic procedures  and  screens  for  high  risk 
clients.  She  also  acts  as  a liaison  between  patients 
and  physicians  and  implements  mass  education 
and  screening  programs. 

In  addition  to  the  genetic  counselling,  specific 
activities  of  the  clinic  include  ultrasound  exami- 
nations for  placental  localization  prior  to  am- 
niocentesis; amniocentesis  and  tissue  culture  with 
subsequent  testing  for  specific  metabolic  neural 
tube  and  chromosomal  defects;  and  tests  for  the 
determination  of  the  carrier  state  for  certain 
genetic  diseases  in  prospective  parents.  These 
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procedures  are  used  to  diagnose  the  following 
disorders: 

1.  Chromosome  disorders,  such  as  Down's  Syn- 
drome, other  trisomies.  partial  monosomies, 
translocations,  deletions,  and  certain  forms  of 
mosaicism. 

2.  Sex-linked  disorders  such  as  Hemophilia  A & B 
and  muscular  dystrophy. 

3.  Specific  enzymatic  and  metabolic  diseases,  such 
as  Tay-Sachs  and  Sickle  Cell  Disease. 

4.  Open  neural  tube  defects  such  as  spina  bifida 
and  myelomeningocele. 

5.  Pregnancy,  as  early  as  4 days  post  conception, 
may  be  diagnosed  using  the  new  radioreceptor 
site  test  for  human  chorionic  gonadotrophin. 
This  permits  women  to  avoid  or  decrease  doses 
of  teratogenic  agents  when  medically  indicated 
during  critical  periods. 

Careful  studies  have  indicated  that  the  inci- 
dence of  human  congenital  anomalies  may  repre- 
sent as  many  as  5 to  7.5  percent  of  all  births. 
Congenital  anomalies  account  for  almost  30  per- 
cent of  all  prenatal  deaths  and  approximately  20 
percent  of  all  fetal  deaths.1  With  the  currently 
available  diagnostic  tests  at  Vanderbilt,  approxi- 
mately 25  percent  of  babies  with  congenital  de- 
fects could  be  identified.2  The  economic  and 
emotional  burdens  placed  on  these  patients  could 
be  alleviated.  Genetic  screening  also  reassures 
many  couples,  once  fearful  of  initiating  a second 
pregnancy  after  bearing  a defective  child,  to  plan 
their  families.  Since  the  inception  of  this  pro- 
gram, 2 to  4 high  risk  couples  have  been  detected 
per  week.  Many  of  these  are  from  areas  outside 
of  Nashville  because  of  the  outreach  efforts  of  the 
team  which  have  reached  physicians  and  the 
general  population  alike.  The  $31,918  allocated 
by  TMS  RMP  has  made  the  expansion  of  this 
service  possible. 
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The  Bone  Scan 

In  the  Breast  Cancer  Patient 

The  patient  was  a 3 1 year  old  white  female 
who  was  admitted  to  the  hospital  because  mam- 
mography revealed  a few  suspicious  clacifications 
in  the  right  breast.  Mammography  of  the  left 
breast  was  normal.  There  were  no  palpable 
masses  in  either  breast.  The  patient  was  asympto- 
matic and  in  good  health.  A CBC,  SMA  12, 
Chest  X-ray,  and  urinalysis  were  within  normal 
limits. 

At  surgery,  a radiograph  of  the  breast  biopsy 
revealed  the  area  of  suspicious  calcification;  a 
simple  mastectomy  with  resection  of  the  axillary 
tail  was  carried  out,  and  permanent  sections 
revealed  a small,  locally  infiltrating  duct  cell 
carcinoma  of  the  breast  with  no  axillary  lymph 
node  involvement.  A subsequent  bone  scan, 
performed  four  days  later,  showed  no  abnormal 
accumulation  of  isotope  in  any  of  the  bones. 
However,  the  intact  left  breast  showed  significant 
accumulation  of  technetium  99m  diphosphonate 
in  the  static  scan  obtained  three  hours  after  in- 
jection (Fig.  1).  The  surgeon  was  now  faced 
with  the  problem  of  what  action  to  take  con- 
cerning the  left  breast  in  this  young  lady.  He 
decided  to  repeat  the  mammogram  and  bone 
scan  in  three  months. 

Many  radiopharmaceuticals  (32P,  42K,  86Rb, 
1 !1Cs,  H‘Ga,  206Bi,  197Hgcl,  197Hg  Chlormerodrin, 
N,mSr,  1 : 1 1 , 123I,  and  131Iodinated  HSA)  have 
been  used  in  the  past  for  the  detection  of  breast 
cancer.  For  a wide  variety  of  reasons  these 
proved  to  be  unsatisfactory.  Reports  in  the  recent 
literature  using  Technetium  99m  phosphonates 
show  more  promise.  If  static  scans  of  the  breast 
are  performed  30  minutes  post  injection,  92  per- 
cent of  the  histologically  proven  carcinomas  gave 
a positive  scan.  There  were  8 percent  false  neg- 
ative (due  to  inflammatory  carcinoma)  and  no 
false  positive  scans.1  If  static  scans  are  performed 
three  hours  post  injection2,3  six  to  eighteen  per- 
cent of  proven  carcinoma  patients  have  a neg- 
ative scan  while  82  to  94  percent  have  a positive 
scan.  Normal  patients  appear  to  have  negative 
scans.  Unfortunately,  up  to  36  percent  of  patients 

From  the  Department  of  Nuclear  Medicine  and  Ultra- 
sound, Park  View  Hospital,  Nashville,  Tenn.  37203. 
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Fig.  1 


with  benign  lesions  (dysplasias  and  inflammatory 
conditions)  also  showed  positive  scans. 

This  high  incidence  of  positive  scans  in  pa- 
tients without  carcinoma  places  serious  limita- 
tions on  the  value  of  detecting  breast  carcinoma 
with  this  methodology.  However,  the  extent  of 
local  involvement  of  the  breast  may  occasionally 
be  appreciated  better  with  this  scanning  pro- 
cedure than  with  mammography  or  thermography 
and  positive  scans  may  ocassionally  be  seen  also 
in  patients  who  have  carcinoma  of  ovary,  endo- 
metrium or  cervix.  The  mechanism  of  localiza- 
tion of  technetium  phosphonate  compounds  in 
breast  is  not  known,  but  since  calcification  is 
not  always  present,  it  is  conjectured  that  the 
uptake  may  be  due  to  binding  by  hormone  re- 
ceptor sites  within  the  involved  cells. 

The  demonstration  of  pathology  in  the  breast 
with  technetium  99m  diphosphonate  scans  to- 
gether with  the  well  established  value  of  demon- 
strating bony  lesions  that  may  not  be  apparent 
by  x-ray  constitutes  reason  for  obtaining  99m 
technetium  phosphonate  bone  scans  pre-oper- 
atively  on  patients  in  whom  breast  cancer  surgery 
is  being  considered.  Robert  L.  Bell,  M.D. 
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Massive  Transfusion 

Almost  all  physicians  are  faced  with  the 
problem  of  managing  patients  requiring  massive 
transfusion.  Gastroenterologists,  cardiovascular 
surgeons,  emergency  room  physicians  and  anes- 
thesiologists are  well-practiced  in  this  form  of 
therapy.  For  those  who  only  occasionally  direct 
massive  transfusion  therapy,  the  following  is  in- 
tended to  highlight  some  of  the  potential  compli- 
cations and  practical  means  for  their  avoidance. 
For  the  purpose  of  this  discussion,  massive  trans- 
fusion will  be  defined  as  replacement  of  more 
than  two-thirds  of  a patient’s  predicted  blood 
volume. 

The  goal  of  massive  transfusion  therapy  is  to 
replace  what  the  patient  has  lost  as  quickly,  safely 
and  practically  as  possible.  Ideally,  direct  trans- 
fusion of  fresh  whole  blood  from  one  or  perhaps 
two  donors  would  serve  the  patient  best.  These 
donors  should  be  healthy,  non-transfused  males 
who  previously  have  been  screened  for  irregular 
antibodies,  hepatitis  and  syphilis  and  are  com- 
patible on  crossmatch.  Such  a procedure  would 
resupply  the  patient  with  all  critical  transfusion 
needs.  Unfortunately,  direct  transfusion  is  not 
practical  and.  in  fact,  would  be  dangerous  to 
both  donor  and  recipient. 

The  next  most  ideal  situation  would  be  to 
transfuse  whole  blood  that  has  been  completely 
processed,  screened  and  crossmatched  and  is  less 
than  24  hours  old.  This  is  also  not  practical 
because  availability  is  too  limited.  The  replace- 
ment component  that  is  available  on  the  blood 
bank  shelf  is  whole  blood,  preserved  and  anti- 
coagulated in  CPD  (Citrate-Phosphate-Dextrose) 
solution  and  stored  up  to  21  days  at  4°C.  CDP 
is  a substantially  better  preservative  than  ACD 
(Acid-Citrate-Dextrose),  but  it  does  not  com- 
pletely suppress  the  development  of  storage 
lesions;  it  only  retards  their  development.  The 
most  important  lesions  to  be  considered  during 
massive  transfusion  are:  1)  loss  of  platelets, 

2)  loss  of  procoagulants,  3)  loss  of  2-3  DPG, 
and  4)  the  formation  of  particulate-  matter. 


From  the  Clinical  Laboratories  of  Nashville.  2525 
Park  Plaza,  Nashville,  Tenn.  37203. 


Loss  of  Platelets 

Within  48  hours,  stored  whole  blood  has  lost 
nearly  all  of  its  functioning  platelets.  Therefore, 
as  transfusion  proceeds  the  patient’s  platelet 
count  steadily  decreases  and  the  bleeding  time 
increases.  By  the  time  transfusion  reaches  mas- 
sive proportions  (i.e.,  7-8  units  in  the  average 
adult)  a serious  degree  of  thrombocytopenia  is 
present.  Platelet  “wash-out”  accounts  for  most 
instances  of  spontaneous  bleeding  in  the  mas- 
sively transfused  patient. 

There  are  two  practical  solutions  to  this  prob- 
lem. The  first  is  to  infuse  one  unit  of  fresh  whole 
blood  (less  than  24  hours  old)  for  each  four 
units  transfused  after  the  eighth.  In  this  regimen, 
units  numbered  1-8  are  bank  blood  of  any  age 
but  units  9,  13,  and  17,  etc.  are  fresh.  The  sec- 
ond approach  is  to  provide  functioning  platelets 
by  the  administration  of  platelet  concentrates. 
These  can  be  infused  at  another  site,  at  the  rate 
of  two  units  of  platelet  concentrates  for  every 
four  units  of  bank  blood.  Both  methods  are 
effective. 

Great  care  should  be  exercised  in  the  use 
of  platelet  concentrates  because  results  will  vary 
depending  on  which  preservation  techniques  are 
used.  If  the  platelets  have  been  stored  at  room 
temperature  for  more  than  24  hours,  the  trans- 
fused platelets  will  not  function  until  they  have 
been  recirculated  for  many  hours.  They  are  less 
suitable  for  the  patient’s  immediate  needs  than 
room  temperature  concentrates  less  than  24  hours 
old.  Platelets  stored  at  4°C  for  up  to  48  hours 
appear  to  function  adequately  immediately  after 
transfusion.  Platelet  “wash-out”  is  most  effec- 
tively treated  with  freshly  made  platelet  con- 
centrates when  these  are  available. 

Loss  of  Procoagulants 

As  bank  blood  ages,  there  is  a progressive 
loss  of  procoagulant  activity.  The  most  labile  of 
these  are  Factor  V and  Factor  VIII.  Following 
massive  transfusions  with  stored  blood,  these 
factors  are  found  to  be  decreased  but  rarely  to 
the  extent  that  spontaneous  hemorrhage  is  a real 
threat  unless  disseminated  intravascular  coagula- 
tion (DIG)  is  also  present.  Most  other  factors 
seem  to  survive  storage  or  do  not  enter  into 
practical  clinical  considerations  of  replacement 
therapy. 

Loss  of  2-3  DPG 

Diphosphoglycerate  (DPG)  content  of  the  red 
blood  cells  will  steadily  diminish  during  4°C 
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storage.  As  a result,  the  oxygen  dissociation 
curve  shifts  to  the  left.  The  2-3  DPG  deficient 
red  cell  has  the  ability  to  pick  up  and  transport 
oxygen  but  it  cannot  release  it  to  tissues  unless 
the  oxygen  tension  at  the  release  site  is  very 
low.  If  a patient  is  massively  transfused  with 
older  bank  blood,  arterial  oxygen  content  will  be 
normal  and  the  patient  “pink,”  but  the  perfused 
tissue  is  hypoxic.  Measurements  of  plasma  lactic 
acid  do,  indeed,  confirm  the  presence  of  serious 
tissue  oxygen  deprivation  following  massive  trans- 
fusion with  older  blood. 

Just  as  platelet  “wash-out”  can  be  corrected 
by  the  systematic  use  of  fresh  whole  blood,  so 
can  the  lactic  acidosis.  If  platelet  concentrates 
are  chosen  to  prevent  or  correct  thrombocyto- 
penia, then  the  loss  of  2-3  DPG  can  be  com- 
pensated for  by  using  CPD  whole  blood  units 
less  than  one  week  old  as  the  primary  red  cell 
source.  If  this  cannot  be  accomplished,  then 
every  third  or  fourth  unit  given  could  be  frozen 
red  blood  cells  since  freezing  preserves  the  2-3 
DPG  content. 


Formation  of  Particulate  Matter 

During  storage,  platelets  clump,  red  cells  and 
leukocytes  disintegrate  and  fibrinogen  converts 
to  fibrin.  These  insoluble  elements  interact  to 
form  particles  that  become  microemboli  when 
introduced  into  the  circulation.  “Shock”  lung  is 
the  serious  end  result.  The  usual  blood  filters 
have  pore  sizes  that  do  not  remove  many  of 
these  particles.  Special  filters  are  available  that 
will  and  these  should  be  used  for  all  cases  re- 
quiring massive  transfusion. 

The  above  comments  will  undoubtedly  pro- 
duce distaste  for  “older”  units  of  bank  blood. 
It  would  be  a disaster  if  all  transfusionists  de- 
manded “the  freshest  blood  available”  for  all  of 
their  patients.  The  disadvantages  of  stored  units 
outlined  here  are  very  clinically  pertinent  in  mas- 
sive transfusion  but  deserve  considerably  less 
attention  when  transfusion  is  less  than  massive. 

Joseph  J.  Sannella,  M.D. 

Director 


Biological  Perils 

When  Pascal  commented  on  man’s  potential  for  both  lofty  intellectual  achievement  and 
base  moral  depravity*  he  might  appropriately  have  scored  human  folly  as  well:  man's 

penchant  for  disregarding  and  even  defying  the  inexorable  laws  that  ensure  optimum  physical, 
mental  and  social  integrity  and  capability.  Man  abuses  his  body,  mind  and  soul,  and  then 
deplores  its  reprisal. 

Life  can  be  tough! 

The  twin  watchwords  for  the  avoidance  of  such  retaliation  are  unremitting  will-power 
and  relentless  self-discipline.  The  roster  of  penalties  is  manifold  and  insidious,  running  the 
gamut  from  minor  to  major:  musculosketal  atrophy  from  sedentariness;  spinal  curvature 
from  faulty  posture;  cirrhosis  of  the  liver  and  mental  deterioration  from  intemperate 
imbibing;  obesity  and  a dowager’s  hump  from  overeating:  biliary  dyskinesia  and  a depraved 
mind  from  excessive  “cantankerousness;”  peripheral-vascular-pulmonary  disease  from  smok- 
ing-tobacco; hypertension  from  obesity,  emotional  crises  from  profitless  worry:  cardiac  arrest 
or  consciencitis  from  too  many  close  calls. 

Is  it  worth  it? 

And  that's  not  all!  There  are  other  nemeses:  eye  strain  and  failing  vision  from 

flickering  TV  screens;  nerve  deafness  from  loud  combo  bands;  chronic  nasopharyngeal  in- 
flammation from  habitual  nasal  sprays;  severe  burn  and  incipient  cancer  from  too  avid 
sunbathing;  venereal  disease  from  social  decadence:  drug  reliance  from  unnecessary  and 
prolonged  medication;  gene  mutation  from  LSD;  loss  of  ambition  and  incentive  from 
over-generous  Social  Security  and  Welfare  allotments;  and  finally,  senility  and  deficient 
cerebration  from  a combination  of  these. 

Do  you  think  we  can  make  it? 

To  sum  it  all  up:  we  can’t  cheat  our  biological  endowment  without  retribution.  The 
proverbial  mills  of  the  gods  never  cease  grinding. 

*Man  is  the  glory  and  the  scum  of  the  universe. — Blaise  Pascal. 

Reprinted  from  Minnesota  Medicine,  Sept.,  1975. 

— Carl  O.  Rice,  M.D. 
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CITY  OF  MEMPHIS  HOSPITAL  MEDICAL 
AUDIT  CRITERIA 

Editor’s  Note: 

Response  to  previously  printed  Audit  Criteria  from 
the  City  of  Memphis  Hospital  (Rosenberg,  EW  and 
Laurenzo,  GD , TMAJ,  68:541-542  and  555-562,  July, 
(1975)  has  been  sufficient  to  warrant  continued  publica- 
tion. Each  month  until  we  cease  receiving  them  we 
will  publish  a set  of  criteria,  usually  six  in  number. 
It  is  hoped  that  these  will  be  used  to  improve  your  own 
criteria.  Dr.  Rosenberg  earnestly  desires  your  input 
concerning  them,  particularly  in  areas  of  disagreement. 
Communications  may  be  addressed  to  the  Editor,  or 
directly  to  Dr.  Rosenberg. 

ACUTE  POST-STREPTOCOCCAL 


GLOMERULONEPHRITIS 
(up  to  13  years) 

I.  Diagnostic  Considerations 

A.  Urinalysis  100% 

B.  BUN,  K + 100% 

C.  Creatinine  clearance  100% 

D.  Streptococcal  enzymes  (3  if  possible) 

or  streptozyme  test  100% 

E.  Beta  1-C  globulin  100% 

F.  Throat  culture  100% 

G.  Skin  culture  (if  pyoderma  present)  100% 

H.  Addis  count  25-50% 

I.  Renal  biopsy  10-30% 

II.  Possible  Associated  Problems 

A.  Active  streptococcal  infection 

B.  Co-existing  nephrotic  syndrome 


C.  Subclinical  acute  glomerulonephritis  in 
sibling  contacts 

D.  Active  streptococcal  infection  in  sibling 
contacts  (skin  and/or  throat) 

III.  Patterns  of  Treatment 

A.  Expected  Use  of  Treatment 

1.  Antibiotic  (penicillin)  for  eradication 


of  streptococcus  100% 

2.  Fluid  and  salt  restriction  100% 

3.  Bed  rest  only  0-10% 

4.  Bed  rest  and  antihypertensives  10-50% 

5.  Bed  rest,  antihypertensives  and 

diuretics  10-30% 

6.  Bed  rest,  antihypertensives,  diuretics 

and  digitalis  0-10% 

7.  Dialysis  0-5% 

B.  Monitor  Effects  of  Treatment 

1.  Blood  pressure  QID  100% 

2.  Intake-output  q8h  100% 

3.  Daily  weights  100% 

4.  Serial  BUN,  K+,  Creatinine  clearance  100% 

5.  Serial  pulse  rate  and  rhythm  100% 

C.  Contraindications:  Penicillin  in 

presence  of  penicillin  allergy 

(alternate  choice:  erythromycin)  100% 


IV.  Expected  Response  to  Treatment 

A.  Short  Term 

1.  No  evidence  of  congestive  heart 

failure  within  24  hours  90-100% 

2.  Normotensive  without  medication 

in  72  hours  50-75% 

3.  Edema-free  in  7 days  75-100% 

B.  Reassessment  of  Patients  with  Less 
Than  Expected  Short  Term  Response 
to  Treatment 

1.  Hypertension  past  72  hours  (assess 
renal  function  with  creatinine 
clearance) 

2.  Edema  at  7 days  (rule  out  nephrotic 
syndrome  and/or  renal  failure) 

C.  Long  Term 

1.  Urinalysis  returns  to  normal  97-98% 

2.  Blood  pressure  remains  normal  80-100% 

3.  Creantinine  clearance  returns  to 

normal  97-98% 


V.  Expected  Incidence  of  Complications 


A.  Of  Disease 

1.  Hypertensive  encephalopathy  20-30% 

2.  Congestive  heart  failure  20-25% 

3.  Olig-anuria  5-10% 

B.  Of  Treatment 

1.  Contraction  alkalosis  0-1% 

2.  Digitalis  toxicity  0-1% 

3.  Peritonitis  following  dialysis  0-1% 

VI.  Disposition 

A.  Return  visit  within  2 weeks 


B.  Instructions  for  24-hour  urine  collection 
for  creatinine  clearance  (on  return  visit) 


Utilization  Aspects 

I.  Indications  for  Admission  to  Hospital: 

Any  one  of  the  following 

A.  Convulsions 

B.  Hematuria 

C.  Edema 

D.  Hypertension 

II.  Projected  Length  of  Stay 

A.  7 to  10  days  75% 

B.  10  to  21  days  25% 

III.  Indications  for  Discharge  from  Hospital 

A.  Adequate  control  of  any  associated 
complications 

B.  Renal  function  approaching  normal 

C.  Edema  free 

D.  Blood  pressure  normal 


ACUTE  RUPTURED  ECTOPIC  PREGNANCY 

I.  Diagnostic  Considerations 

A.  Documentation  of  pelvic  examination  100% 

B.  Documentation  of  last  menstrual  period  100% 

C.  Recent  menstrual  history  100% 

D.  Documentation  of  abdominal  examination  100% 
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II. 


III. 


IV. 


V. 


VI. 


I. 


E.  Recent  history  of  abdominal  pain  100% 

F.  Blood  pressure  and  pulse  100% 

G.  Hematocrit  100% 

H.  Pregnancy  test  30% 

I.  Culdocentesis  or  paracentesis  80% 


Possible  Associated  Problems 

A.  Hypovolemic  shock 

B.  Acute  renal  failure 

Patterns  of  Treatment 

A.  Expected  Use  of  Treatment 


1.  Administration  of  IV  fluids  100% 

2.  Type  and  cross  match  for  whole  blood  100% 

3.  Exploratory  laparotomy  100% 

4.  Salpingectomy  90% 

5.  Replacement  of  blood  loss  to  insure 
postpartum  hematocrit  of  at 

least  28%  100% 

B.  Monitor  Effects  of  Treatment 

1.  Intake-output  q8h  for  at  least  24  hours  80% 

2.  Post-operative  vital  signs  at  least 

three  times  a day  100% 

Expected  Response  to  Treatment 

A.  Short  Term 

1.  Stable  post-operative  vital  signs  100% 

2.  Post-operative  urine  output  at  least 

1000  cc  for  first  24  hours  100% 

3.  Post-operative  hematocrit  at  least  28% 

by  the  third  post-operative  day  100% 

B.  Reassessment  of  Patients  with  Less  Than 
Expected  Response 

1.  Follow-up  hematocrits  100% 

2.  Continued  intake-output  50% 

3.  Evaluation  of  renal  status  20% 


Expected  Incidence  of  Complications 

A.  Of  Disease 

1.  Hypovolemic  shock  (pulse  greater 


than  120,  diastolic  less 

than  60  mm  Hg)  80% 

2.  Acute  renal  failure  10% 

3.  Death  due  to  hypovolemic  shock  <5% 

4.  Prolonged  infertility  50% 

B.  Of  Treatment 

1.  Pelvic  abscess  10% 

2.  Wound  infection  5% 

3.  Ureteral  injury  1% 

Disposition 

6 weeks  post-operative  evaluation  100% 


Utilization  Aspects 

Indications  for  Admission  to  Hospital: 

Any  One  of  the  Following 

A.  Hypovolemic  shock  (pulse  greater  than  120, 
diastolic  less  than  60  mm  Hg) 

B.  Distended  abdomen  suggestive  of 
hemoperitoneum 

C.  Abdominal  pain  associated  with  abnormal 
menstrual  history 

D.  Abdominal  pain  associated  with  adnexal 
mass  or  tenderness 


Projected  Length  of  Stay 


A. 

5 to  7 days 

50% 

B. 

7 to  10  days 

25% 

C. 

11  to  15  days 

25% 

III.  Indications  for  Discharge  from  Hospital 

A.  Post-operative  hematocrit  at  least  28% 

B.  If  abnormal  wound  healing,  statement  that 
wound  condition  has  improved 

C.  Adequate  management  of  any  associated 
problems 

MANIC  DEPRESSIVE  ILLNESS,  MANIC 


I.  Diagnostic  Considerations 

A.  History  should  record: 

1.  Hyperactivity,  euphoria,  flight  of 

ideas  100% 

2.  Impaired  reality  testing  100% 

3.  Presence  or  absence  of  previous 

similar  (or  depressive)  episodes  100% 

4.  Inadequate  social  support  75% 

5.  Potential  danger  to  self  or  others  50% 

6.  Need  for  electroconvulsive  therapy 

or  special  drug  therapy  50% 

(lithium  and/or  high  dose  neuroleptics) 

7.  Legally  mandated  admission  40% 

B.  Mental  status  examination  showing: 

1.  Behavioral  disturbance:  euphoria, 

irritability,  or  hyperactivity  100% 

2.  Affective  disturbance:  pressure  of 

speech  or  distractibility  100% 

3.  Thought  disorder:  flight  of  ideas  or 

grandiosity  100% 

4.  Absence  of  symptoms  of  organic 

brain  syndrome  100% 

C.  Laboratory  evaluation  should  include: 

1.  Serum  lithium  level  100% 

2.  Drug  screen  for  amphetamines, 

narcotics,  bromides,  heavy  metals  50% 

3.  Electroencephalogram  25% 


II.  Differential  Diagnosis  (Consider  the  following:) 

A.  Primary  thought  disorder 

B.  Organic  brain  syndrome 

C.  Drug-induced  (or  mobilized)  psychosis 


D.  Mental  retardation 

E.  Other  primary  affective  states 

III.  Patterns  of  Treatment 

A.  Expected  Use  of  Treatment 

1.  Milieu  and  group  therapy  100% 

2.  Psychotherapy  100% 

3.  Chemotherapy — anti-psychotic 

medication  100% 

4.  Activities  therapy  75% 

5.  Behavior  modification  50% 

6.  Electroconvulsive  therapy  0-1% 

B.  Monitor  Effects  of  Treatment 

1.  Nursing  observations  100% 

2.  Serial  mental  status  examinations  100% 


3.  Repeated  psychological  examinations  0-1% 

IV.  Expected  Response  to  Treatment 

A.  Short  Term 

1.  Improvement  within  72  hours  50% 

2.  Improvement  within  5-21  days  60% 

B.  Long  Term 

1.  Not  applicable  to  this  service  (recovery 
within  three  months  up  to  90%) 

C.  Re-assessment  of  Patients  with  Less  Than 
Expected  Response 
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1.  Transfer  to  long-term  facility  75% 

2.  Repeated  psychological  examinations 

V.  Expected  Incidence  of  Complications 


A.  Of  Disease 

1.  Worsening  of  psychotic  level  of 

functioning  25% 

2.  Suicidal  attempts  or  threats  10% 

B.  Of  Treatment 

1.  Drug  reactions  25% 

2.  Worsening  of  psychotic  level  of 

functioning  <10% 

3.  Inadequate  social  and  occupational 

adjustment  10% 

VI.  Disposition 

A.  Transfer  to  long-term  facility  (lower 

for  acute  cases)  75% 

B.  Clinic  follow-up  within  one  week  25% 


Utilization  Aspects 

I.  Indications  for  Admission  to  Hospital 

A.  Required 

1.  More  than  one  of  the  cardinal  symptoms 
of  mania:  hyperactivity,  euphoria, 

flight  of  ideas  100% 

B.  In  addition  to  above,  any  one  of  the 

following:  100% 

1.  History  of  previous  episodes 

2.  Pressure  of  speech 

3.  Grandiosity 

4.  Sleep  and  appetite  disturbance 

5.  Distractibility 

6.  Need  for  electroconvulsive  therapy  or 
special  drug  therapy 

7.  Potential  danger  to  self  or  others 

8.  Inadequate  social  support 

9.  Legally  mandated  admission 

II.  Projected  Length  of  Stay 

A.  3 to  5 days  50% 

B.  5 to  30  days  50% 

III.  Indications  for  Discharge  from  Hospital 

A.  Improvement  of  cardinal  symptoms  100% 

B.  Absence  of  suicidal  or  homicidal  ideation  100% 


C.  Adequate  social  support  100% 

SCHIZOPHRENIA 

I.  Diagnostic  Considerations 

A.  History  should  record: 

1.  Bizarre  behavior  and/or  withdrawal  100% 

2.  Previous  anti-psychotic  medication 

stopped  50% 

3.  Inadequate  social  support  75% 

4.  Legally  mandated  admission  40% 

5.  Potential  danger  to  self  or  others  50% 

6.  Documented  family  history  of 

schizophrenia  0-25% 

7.  Statement  about  drug  abuse  50% 

B.  Mental  status  examination  showing: 

1.  Disordered  thought  content  and  affect  100% 

2.  Paranoid  thinking  * 75% 

3.  Delusions  and  hallucinations  75% 

4.  Bizarre  behavior  50% 

5.  Absence  of  organic  brain  syndrome  100% 

C.  Laboratory  evaluation  should  include: 


1.  Drug  screen  for  amphetamines  and 

bromides  50% 

2.  Electroencephalogram  25% 

II.  Differential  Diagnosis  (Consider  the  following:) 

A.  One  cardinal  sign  of  primary  affective  disorder 

B.  Organic  brain  syndrome 

C.  Drug-induced  (or  mobilized)  psychosis 


D.  Mental  retardation 

E.  Paranoid  states 

III.  Patterns  of  Treatment 

A.  Expected  Use  of  Treatment 

1.  Milieu  and  group  therapy  100% 

2.  Psychotherapy  100% 

3.  Chemotherapy — anti-psychotic 

medication  100% 

4.  Activities  therapy  75% 

5.  Behavior  modification  50% 

6.  Electroconvulsive  therapy  0-1% 

B.  Monitor  Effects  of  Treatment 

1.  Nursing  observations  100% 

2.  Serial  mental  status  examinations  100% 


3.  Repeated  psychological  examinations  0-1% 

IV.  Expected  Response  to  Treatment 

A.  Short  Term 

1.  Improvement  within  72  hours  50% 

2.  Improvement  within  5-21  days  60% 

B.  Long  Term 

1.  Not  applicable  to  this  service  (recovery 
within  three  months  up  to  90%) 

C.  Re-assessment  of  Patients  with  Less  Than 
Expected  Response 

1.  Transfer  to  long-term  facility  75% 

2.  Repeated  psychological  examinations 


V.  Expected  Incidence  of  Complications 

A.  Of  Disease 

1.  Worsening  of  psychotic  level  of 

functioning  25% 

2.  Suicidal  attempts  or  threats  10% 

B.  Of  Treatment 

1.  Drug  reactions  25% 

2.  Worsening  of  psychotic  level  of 

functioning  <10% 

3.  Inadequate  social  and  occupational 

adjustment  10% 

VI.  Disposition 

A.  Transfer  to  long-term  facility  (lower 

for  acute  cases)  75% 

B.  Clinic  follow-up  within  one  week  25% 


Utilization  Aspects 

I.  Indications  for  Admission  to  Hospital 

A.  Required: 

1.  Impaired  reality  testing  100% 

B.  In  addition  to  above,  any  one  of  the 

following:  100% 

1.  Paranoid  thinking  and/or  affective  disorder 

2.  Bizarre  behavior  and/or  withdrawal 

3.  Need  for  anti-psychotic  medication 

4.  Inadequate  social  support 

5.  Potential  danger  to  self  or  others 

6.  Legally  mandated  admission 
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II.  Projected  Length  of  Stay 

A.  3 to  5 days  75% 

B.  5 to  21  days  25% 

III.  Indications  for  Discharge  from  Hospital 

1.  Improvement  of  reality  testing  100% 

2.  Absence  of  suicidal  and  homicidal 

ideation  100% 

3.  Adequate  social  support  90% 


STRABISMUS 

I.  Diagnostic  Considerations 

A.  Visual  acuity  of  each  eye  with  best  cor- 
rection recorded  100% 

B.  Notation  made  of  any  visual  field,  intra- 
ocular pressure,  or.  external  abnormalities  100% 

C.  Notation  made  of  presence  or  absence  of 

fundus  disease  100% 

D.  Indication  of  the  degree  of  strabismus  at 
distance  and  near,  at  least  with  correction  100% 

II.  Possible  Associated  Problems 

A.  Fundus  pathology  in  the  deviating  eye 

B.  Poor  vision  in  the  deviating  eye 

C.  Other  external  associated  defects,  such  as  ptosis 

III.  Patterns  of  Treatment 

A.  Expected  Use  of  Treatment 

1.  Strabismus  surgery  75% 

2.  Statement  in  chart  as  to  progress  with 

conservative  treatments  including  patch- 
ing, local  use  of  drugs,  glasses  and 
exercises  100% 

B.  Monitor  Effects  of  Treatment:  Postop- 
erative note  to  indicate  100% 

1 . Approximate  amount  of  reaction  from 
the  surgery 

2.  Approximate  eye  position 

3.  Presence  or  absence  of  significant 
over-under  action  of  operated  muscles 

4.  Presence  or  absence  of  postoperative 
infection 

IV.  Expected  Response  to  Treatment 

A.  Short  Term  (status  at  time  of  discharge 
1 to  2 days  postoperative) 

1.  Absence  of  significant  conjunctival 


reaction  75% 

2.  No  obvious  postoperative  infection  >90% 

3.  Absence  of  significant  over-under 

actions  of  an  operated  muscle  >90% 

4.  Approximately  straight  eyes,  that  is 

± 10  diopters  75% 

B.  Reassessment  of  Patients  with  Less  Than 
Expected  Short  Term  Response  to  Treatment 

1.  Significant  conjunctival  reaction  20% 

2.  Over-under  actions  of  operated  extra- 
ocular muscle  <10% 

3.  Postoperative  infection  <5% 


a.  Cultures  and  sensitivities  performed 

b.  Systemic  and  local  antibiotics 

C.  Long  Term 

1.  Marked  under-over  actions  of  the 

operated  muscle  <2% 

2.  Marked  conjunctival  reaction  in- 
cluding granuloma  formation  <20% 

3.  Marked  under-over  correction,  that 

is  ± 20  diopters  of  deviation  <25% 


V.  Expected  Incidence  of  Complications 

A.  Of  Disease 

1.  Failure  to  reduce  the  deviation  to 

less  than  ± 20  diopters  <25% 

2.  Recurrence  of  the  original  amount 

of  deviation  <25% 

B.  Of  Treatment 

1 . Over-under  action  of  an  operated 

muscle  <1% 

2.  Infection  <5% 

3.  Significant  granuloma  or  other  con- 
junctival reaction  <20% 

VI.  Disposition 

A.  Office  follow-up  within  first  week 


B.  Proper  use  of  discharge  medication  to  reduce 
inflammation,  if  present 

C.  Instructions  as  to  level  of  activity  and  pro- 
tection to  the  eyes 

Utilization  Aspects 

I.  Indicaticns  for  Admission  to  Hospital 

A.  For  acquired  strabismus  wherein  work-up  is 
necessary  in  seeking  an  etiology 

B.  Where  surgery  is  needed  to  reduce  the  ocular 
deviation 

II.  Projected  Length  of  Stay 

A.  1-5  days 

B.  If  Surgery  Performed: 

1.  Pre-op:  1 day 

2.  Post-op:  1-2  days 

III.  Indications  for  Discharge  from  Hospital 

A.  Patient  comfortable  or  requiring  oral  anal- 
gesics for  pain  relief 

B.  Absence  of  undue  postoperative  reaction  or 
infection 

C.  No  evidence  of  gross  extra-ocular  muscle  under 
or  overaction 

D.  Patient  stabilized  with  respect  to  preoperative 
status 

UNILATERAL  BEL0W-KNEE  AMPUTEE 

I.  Diagnostic  Considerations 

If  the  etiology  of  the  amputation  is  unknown, 
the  following  procedures  and/or  diagnostic 
statements  should  be  in  the  patient's  record  100% 

A.  History — Intermittent  claudication 

B.  Physical  examination  of  lower  extremity 
vascular  status 

1.  Peripheral  pulses — presence  or  absence 

2.  Stasis  dermatitis — presence  or  absence 

3.  Color  of  feet,  particularly  toes 

C.  Glucose  tolerance  test 

II.  Possible  Associated  Problems 

A.  Diabetes  mellitus  30% 

B.  Arteriosclerosis  obliterans  45% 

C.  Thromboangiitis  obliterans  10% 

III.  Patterns  of  Treatment 

A.  Expected  Use  of  Treatment 

1.  Stump  conditioning  exercises  includ- 
ing range  of  motion  and  strengthening  100% 

2.  Wrapping  the  stump  with  four-inch 
wide  elastic  bandages  6 yards  in 
length.  This  should  be  started  as 
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soon  as  the  sutures  are  removed 

from  the  amputation  stump  100% 

3.  Crutch  walking  training  with  a goal 
of  independent  ambulation  on 

crutches  85-100% 

4.  Fitting  with  a patellar  tendon  bear- 
ing or  patellar  tendon  suspended 
total  contact  below-knee  prosthesis 

with  SACH  foot  85% 

5.  Prosthetic  gait  training  with  a goal 
of  independent  ambulation  without 
assistive  devices.  70%  of  those  fitted 
with  a prosthesis 

6.  Thigh  corset  to  be  added  to  pros- 
thesis in  the  case  of  a short  stump 
or  a stump  poorly  suited  to  weight 
bearing.  Thigh  corset  to  be  attached 
to  prosthesis  by  lateral  and  medial 
hinged  joints.  20%  of  those  fitted 
with  a prosthesis 

7.  Gait  training  with  a cane  held  in 

the  hand  opposite  to  the  amputated 
side  also  utilizing  the  below-knee 
prosthesis  20% 

8.  Gait  training  with  a below-knee 

prosthesis  and  a stationary  walker  10% 

B.  Monitor  Effects  of  Treatment 

1.  Measurement  of  stump  range  of 

motion  at  least  once  weekly  during 
preprosthetic  program  100% 

2.  Manual  muscle  testing  of  stump 

strength  at  least  once  weekly  during 
preprosthetic  program  100% 

3.  Physician  re-evaluation  every  two 

weeks  during  preprosthetic  program 
to  determine  progress  in  preparation 
of  stump  for  fitting,  ability  of  pa- 
tient to  walk  on  crutches  and  eval- 
uate reports  on  stump  strength  and 
range  of  motion  from  physical 
therapist  100% 

4.  After  prosthesis  has  been  fitted, 
physician  re-evaluation  once  weekly 
during  prosthetic  gait  training  to 
assess  progress  in  training  program 
and  to  solve  fitting  problems  as  they 

arise  100% 

C.  Contraindicated  Diagnostic  or  Thera- 
peutic Measures:  None 

IV.  Expected  Response  to  Treatment 

A.  Short  Term 

1.  >75%  of  the  patients  accepted  for  prosthetic 
fitting  and  training  should  be  independently 
ambulatory  within  3 weeks  after  the  initia- 
tion of  ambulation  training 

2.  90%  should  be  independently  ambulatory 

after  5 weeks. 

3.  97%  should  be  independently  ambulatory 
after  7 weeks. 

B.  Reassessment  of  Patients  with  Less  Than  Ex- 
pected Response 


1.  <10%  will  require  readmission  for  review 
of  their  gait  training  program 

C.  Long  Term 

1.  <10%  will  require  readmission  because  of 
skin  breakdown  over  the  stump,  painful 
neuroma  formation  or  severe  intractable 
phantom  pain 

V.  Expected  Incidence  of  Complications 

A.  Of  Disease:  Not  applicable 

B.  Of  Treatment 

1.  Stump  breakdown,  either  due  to  dehiscence 
of  amputation  suture  line  or  the  presence 
of  a foreign  body  in  the  suture  line,  in 
<10%  following  the  initiation  of  prosthetic 
training. 

2.  Skin  breakdown  on  the  stump  in  areas  other 
than  the  suture  line  due  to  pressure  from 
an  ill-fitting  prosthesis  in  <5% 

3.  Development  of  painful  neuroma  in  the 
stump  in  <10% 

4.  Contact  dermatitis  over  the  surface  of  the 
stump  due  to  an  allergy  to  organic  materials 
used  in  fabrication  of  prosthesis  in  <5% 

5.  Skin  breakdown  of  stump  due  to  excessive 
perspiration  over  stump  in  <5% 

VI.  Disposition 

A.  Return  visit  to  physician  one  month 

after  discharge  100% 

B.  Return  visits  as  problems  arise  after 

initial  return  visit  100% 

Utilization  Aspects 

I.  Indications  for  Admission  to  Hospital 

A.  The  patient  lives  too  far  from  the  rehabilitation 

unit  to  be  able  to  undertake  his  prosthetic 

training  on  an  out-patient  basis 

B.  The  patient  has  other  complicating  illnesses 

such  as  pulmonary  or  cardiac  disease  which 

must  be  followed  carefully  during  the  course 
of  his  prosthetic  training 

C.  The  patient  is  adjudged  in  the  opinion  of  the 
staff  to  be  too  psychologically  or  intellectually 
limited  to  perform  his  exercises  faithfully  on 
an  out-patient  basis 

II.  Projected  Length  of  Stay 

A.  Median:  21  days 

B.  75th  percentile:  28  days 

III.  Indications  for  Discharge  from  Hospital 

A.  Patient  is  independently  ambulatory 

with  a below-knee  prosthesis  and  no 
assistive  ambulatory  devices  70% 

B.  Patient  is  independently  ambulatory 
with  a below-knee  prosthesis  and  a 

cane  20% 

C.  Patient  is  independently  ambulatory 

with  a below-knee  prosthesis  and  a 
stationary  walker  10% 

D.  All  other  associated  medical  problems 

are  under  satisfactory  medical  control  100% 
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UP  TO 

$50,000 
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PLUS 

$50,000 

Accidental  Death  Coverage 


Also  Your  Tennessee  Medical  Association 
Group  Life  insurance  coverage  can  be 
Group  Term  or  Group  Permanent  or  a 
combination  of  both. 


Cut  And  Mail  For  Details 
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Mail  to:  DUNN  LEMLY  SIZER 

900  Church  Street 
Nashville,  Tennessee  37203 
615-242-8301 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensi- 
tivity, reactions  similar  to  those  after  meperi- 
dine or  morphine  overdosage  may  occur; 
treatment  is  similar  to  that  for  meperidine  or 
morphine  intoxication  (prolonged  and  carelul 
monitoring).  Respiratory  depression  may  recur 
in  spite  of  an  initial  response  to  Nalline®  (nal- 
orphine HCI)  or  Narcan®  (naloxone  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after  in- 
gestion. LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN.  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


I ndications : Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years, 
due  to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  special  caution  in  young  chil- 
dren, because  of  variable  response,  and  with  extreme 
caution  in  patients  with  cirrhosis  and  other  ad- 
vanced hepatic  disease  or  abnormal  liver  function 
tests,  because  of  possible  hepatic  coma.  Diphenoxy- 
late HCI  may  potentiate  the  action  of  barbiturates, 
tranquilizers  and  alcohol.  In  theory,  the  concurrent 
use  with  monoamine  oxidase  inhibitors  could  pre- 
cipitate hypertensive  crisis.  In  severe  dehydration 
or  electrolyte  imbalance,  withhold  Lomotil  until  cor- 
rective therapy  has  been  initiated. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for  atropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage.  Use  with  care  in  patients  with 
acute  ulcerative  colitis  and  discontinue  use  if  ab- 
dominal distention  or  other  symptoms  develop. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing,  hyper- 
thermia, tachycardia  and  urinary  retention.  Other 
side  effects  with  Lomotil  include  nausea,  sedation, 
vomiting,  swelling  of  the  gums,  abdominal  discom- 
fort, respiratory  depression,  numbness  of  the  ex- 
tremities, headache,  dizziness,  depression,  malaise, 
drowsiness,  coma,  lethargy,  anorexia,  restlessness, 
euphoria,  pruritus,  angioneurotic  edema,  giant  urti- 
caria, paralytic  ileus,  and  toxic  megacolon. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2to  12  years  old.  Forages 
2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 ml. 
(2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 times 
daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two  tablets 
(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10  ml., 
5 mg.)  q.i.d.  Maintenance  dosage  may  be  as  low  as 
one  fourth  of  the  initial  dosage.  Make  downward 
dosage  adjustment  as  soon  as  initial  symptoms  are 
controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  hyperthermia,  tachy- 
cardia, lethargy  or  coma,  hypotonic  reflexes,  nystag- 
mus, pinpoint  pupils  and  respiratory  depression 
which  may  occur  12  to  30  hours  after  overdose.  Evac- 
uate stomach  by  lavage,  establish  a patent  airway 
and,  when  necessary,  assist  respiration  mechani- 
cally. A narcotic  antagonist  may  be  used  in  severe 
respiratory  depression.  Observation  should  extend 
over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate  HCI 
with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5  mg.  of 
diphenoxylate  HCI  and  0.025  mg.  of  atropine  sulfate 
per  5 ml.  A plastic  dropper  calibrated  in  increments 
of  Vz  ml.  (total  capacity,  2 ml.)  accompanies  each 
2-oz.  bottle  of  Lomotil  liquid. 
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Dear  Colleague: 

Two  items  came  across  my  desk  this  week  which  were  of  great  interest 
to  me  and  I am  sure  will  be  of  interest  to  you.  In  a letter  dated  September 
8 from  Dr.  James  Sammons,  Executive  Vice  President  of  the  American 
Medical  Association,  I received  official  notice  that  the  Department  of  Health, 
Education  and  Welfare  had  withdrawn  the  utilization  review  regulations  in 
response  to  the  lawsuit  filed  by  the  American  Medical  Association  and 
following  an  injunction  issued  in  the  Federal  courts  preventing  the 
Department  from  implementing  those  regulations.  As  it  stands  now,  the 
Secretary  of  HEW,  F.  David  Mathews,  formerly  chancellor  of  the  University 
of  Alabama,  promises  to  review  the  entire  question  of  utilization  and 
review  regulations  under  the  Federal  programs,  and  to  issue  new  ones  in 
the  near  future.  It  is  our  hope  and  prayer  that  this  successful  lawsuit 
launched  by  the  American  Medical  Association  will  be  but  the  beginning  of 
a literal  floodtide  of  assaults  upon  “Government  by  Regulations,”  which 
we  have  been  dealing  with  for  so  many  years  in  this  country.  This  is  a 
preview  of  the  new  aggressive  American  Medical  Association.  The  impact 
that  it  has  on  our  profession  may  well  depend  upon  our  individual  response 
to  this  kind  of  a challenge  and  our  willingness  to  commit  ourselves 
individually,  and  as  a state  association,  to  wholeheartedly  and  vigorously 
support  this  kind  of  activity  on  the  part  of  our  national  association. 

The  other  communication  that  insighted  my  extreme  interest  and  provoked 
my  thinking,  was  a letter  from  Dr.  Max  Parrott,  President  of  the  American 
Medical  Association,  congratulating  the  Tennessee  Medical  Association  on 
having  already  exceeded  this  year  our  dues  paying  membership  in  AMA  for 
1974.  Let  me  in  turn  congratulate  all  of  you  for  this  is  extremely 
encouraging  news  in  a time  when  most  of  the  news  that  crosses  my  desk  is 
somewhat  less  than  encouraging.  Despite  obvious  differences  of  opinion  with 
regard  to  how  we  go  about  solving  the  many  problems  that  face  us,  I 
believe  this  indicates  that  the  physicians  in  Tennessee  are,  in  reality, 
deciding  that  our  best  hope  of  preserving  the  freedom  that  we  still  enjoy 
in  this  profession  is  in  a united  effort  comprising  all  of  us  as  members 
of  the  Tennessee  Medical  Association  and  the  American  Medical 
Association.  This  will  cost  more  money.  As  you  know,  the  American 
Medical  Association  dues  will  go  up  next  year,  and  as  I have  said  in  these 
pages  before,  the  Tennessee  Medical  Association  will  require  a dues 
increase  to  be  voted  on  by  the  House  of  Delegates  at  the  1976  Annual 
Meeting  in  order  to  put  that  increase  into  effect  in  1977.  I sincerely  believe 
that  the  increased  costs  is  a price  that  a vast  majority  of  us  will  be  willing 
to  pay  in  order  to  remain  together  in  the  storm  rather  than  attempting  to 
ride  it  out  on  our  own  individual  life  preservers. 

My  thanks  to  each  of  you  for  expressing  your  confidence  in  organized 
medicine  in  this  very  concrete  fashion. 


Very  sincerely, 


PRESIDENT 
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Patronage  and  the  Public  Health 

Through  the  years  Tennessee  has  managed  to 
keep  well  qualified  men  in  positions  of  responsi- 
bility in  areas  of  the  public  health.  It  has  been 
possible  because  for  the  most  part  they  have  been 
subjected  to  a minimum  of  political  pressure,  and 
new  administrations  have  tended  to  continue  their 
tenure  regardless  of  political  affiliations. 

Mental  institutions  at  their  very  best  have  areas 
which  because  of  the  nature  of  their  patient 
population  will  not  bear  public  scrutiny.  Even 
when  the  patients  in  them  are  receiving  the  best 
possible  care  it  can  be  made  to  appear  to  the 
laity  that  they  are  not,  since  there  are  patients 
who  delight  in  covering  themselves  with  their 
own  excrement,  and  as  soon  as  they  and  the 


820 


areas  in  which  they  live  are  cleaned  up,  the 
dreadful  situation  is  quickly  re-established.  That 
is  why  those  patients  are  there  in  the  first  place. 

It  is  very  unfortunate  for  the  public  health 
that  our  present  state  administration  has  chosen 
to  use  these  situations  to  their  own  political 
ends,  requiring  the  removal  of  an  administrator 
recognized  by  his  peers  as  being  very  able  and 
above  reproach,  and  putting  the  Commissioner 
of  Mental  Health  and  Rehabilitation  in  the  posi- 
tion of  groping  for  explanations,  making  him  ap- 
pear in  this  situation  both  dishonest  and  ridicu- 
lous, when  in  fact  he  is  neither. 

Fortunately,  the  motivations  of  the  administra- 
tion are  so  patently  political  that  few  people  are 
deceived.  Not  so  fortunately,  though,  the  situation 
makes  able  people  less  than  enthusiastic  about 
entering  into  the  employ  of  such  an  administra- 
tion. 

IBT 

On  Public  Health  Education 

When  I was  a small  child  I was  sick  a good 
deal  and  consequently  I had  a lot  of  contact  with 
our  family  doctor.  Before  I started  to  school  I 
knew  I wanted  to  be  a doctor  when  I grew  up, 
and  I never  wavered.  “Our  doctor”  was  kind  and 
compassionate,  and  always  seemed  to  have 
enough  time  to  devote  to  me  to  do  what  was 
necessary.  He  was  always  willing  to  take  time 
to  answer  our  questions,  and  he  told  us — my 
parents  and  me,  even  when  I was  too  young  to 
understand — as  much  as  he  thought  we  needed 
to  know.  His  judgment  was  never  questioned, 
and  if  things  didn’t  go  right,  which  sometimes 
happened,  we  knew  he  had  done  his  best.  Even 
looking  back  from  the  perspective  of  30  years 
as  a doctor  myself,  he  was  a good  doctor,  en- 
compassing all  that  that  term  implies.  He  was 
uncommonly  well  trained  for  a doctor  outside  of 
a university  center  at  the  time,  having  completed 
a residency  in  internal  medicine  at  the  Univer- 
sity of  Pennsylvania.  He  took  off  occasionally, 
but  mostly  he  was  around  when  we  needed  him, 
and  he  came  when  we  called.  I take  this  op- 
portunity to  pay  tribute  to  the  late  Leopold 
Shoemaker,  M.D.,  of  Lookout  Mountain,  who 
was  that  doctor. 

Things  have  changed  a lot  in  the  succeeding 
50  years,  of  course — even  in  the  past  10.  In- 
formation has  increased  exponentially.  Group 
practice  has  sometimes  made  it  difficult  to  get  the 
same  doctor  twice  in  a row,  in  spite  of  the  fact 
that  most  doctors  work  hard,  often  for  an  80 
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hour  week.  All  of  this  tends  to  break  down  com- 
munications. It  is  undoubtedly  at  the  root  of  most 
malpractice  claims,  and  has  led  to  the  enactment 
of  informed  consent  statutes  and  rulings.  This, 
and  the  fact  that  for  a given  illness  a patient  may 
see  as  many  as  four  or  five  doctors,  and  never 
really  know  who  is  responsible  for  his  care,  has 
eroded  the  level  of  trust  necessary  for  good 
doctor-patient  relationships,  the  best  malpractice 
insurance  there  is. 

I’m  sure  that  occasionally  patients  and  their 
families  are  not  given  sufficient  or  proper  infor- 
mation about  their  illness  and  treatment,  but  I’m 
also  sure  that  this  is  the  exception  rather  than 
the  rule.  What  happens  most  often  is  that  the 
patient,  either  through  ignorance  or  because  of 
distress,  fails  to  comprehend  the  information  he 
is  given.  I read  recently  that  some  doctors  are 
recording  on  tape  their  instructions  to  their 
patients  so  they  will  have  an  irrefutable  record  of 
them.  While  I think  this  is  fine,  I submit  it  would 
be  more  profitable  to  give  the  tape  to  the  patient, 
or  at  least  lend  it  to  him  temporarily. 

More  important  to  communications,  though, 
and  even  an  absolute  necessity,  is  health  educa- 
tion of  the  public,  beginning  as  early  as  children 
can  understand.  Health  education  in  the  schools 
is  often  nearly  nil  and  is  at  best  spotty,  even 
though  it  is  mandated  by  law.  Mostly  it’s  left  to 
the  football  coach,  because  he  needs  something 
to  do  during  school  hours,  and  anyway  it  really 
isn’t  very  important.  Anyone  can  do  it,  can't 
they? 

Recently  a Task  Force  on  Health  Education 
was  appointed  under  the  State  Health  Planning 
Council,  and  was  given  the  following  charge:  To 

1.  Identify  areas  of  need  for  health  education 
services. 

2.  Establish  goals,  priorities  and  objectives  for 
a comprehensive  health  education  program. 

3.  Define  the  scope,  organization  and  functions 
for  implementation  of  a statewide  health  edu- 
cation program. 

4.  Recommend  methods  and  techniques  for  evalu- 
ating the  effectiveness  of  health  education  pro- 
grams in  the  state. 

It  is  outside  the  scope  of  this  editorial  to  dis- 
cuss the  findings  of  the  Task  Force,  and  in  fact 
their  report  is  as  of  this  writing  incomplete. 
However,  it  does  seem  appropriate  to  cite  the 
seven  problem  areas  which  they  uncovered  and 
to  which  they  addressed  themselves.  They  are: 

1.  Poor  implementation  of  mandates  for  health 
education  services  and  the  financing  of  those 
services  in  Tennessee. 

2.  Until  now,  there  has  been  no  clearly  stated 


set  of  goals,  objectives,  etc.,  agreed  upon  by 
various  agencies,  (governmental  and  voluntary — 
Ed.) 

3.  Organizational  Inadequacies. 

4.  Too  many  established  programs  are  exclusively 
crisis  orientated.  (As,  for  example,  V.D.  and 
Drug  Abuse — Ed.) 

5.  Lack  of  effective  coordination  of  health  educa- 
tion programs. 

6.  Inadequate  research  and  evaluation  of  effec- 
tiveness of  health  education  programs. 

7.  Preparation  of  professional  personnel. 

The  paper  by  Dr.  Robert  Hornsby,  which  is  the 
lead  article  in  this  issue,  does  an  exemplary  job 
of  defining  the  problem  and  of  suggesting  some 
solutions.  The  Tennessee  Medical  Association  at 
its  annual  meeting  passed  a resolution  expressing 
the  need  for  and  supporting  participation  by 
physicians  in  public  health  education,  including 
health  education  in  the  schools.  Objections  in  the 
reference  committee  hearings  came  in  two  areas: 
first,  that  already  overburdened  doctors  would 
find  themselves  saddled  with  additional  onerous 
duties,  and  second,  that  they  would  be  unwelcome 
in  the  schools. 

To  answer  the  last  first,  at  the  outset  I’ll  say 
we’ll  never  know  until  we  try.  Much  is  presently 
being  done  in  Murfreesboro  and  perhaps  else- 
where. Also,  the  Health  Planning  Council  will 
undoubtedly  speak  to  this  in  legislation  and 
regulations,  based  on  the  Task  Force’s  report, 
which  will  open  the  way. 

As  to  the  first  objection,  I’ll  only  say  that  for 
our  patients,  and  for  ourselves  also,  we  had  better 
get  involved.  It  might  do  more  than  anything  else 
to  add  some  lustre  to  our  tarnished  escutcheon, 
and  also,  it  will  make  future  patients  better  able 
to  understand  our  instructions  and  to  heed  our 
warnings. 

The  Task  Force  mentioned  education  about  the 
following  as  being  critical  to  the  public  health: 
Venereal  Disease,  Adolescent  Pregnancies,  Smok- 
ing, Drug  Addiction.  Alcoholism,  Accidents,  Devel- 
opmental Disabilities,  Schizophrenia,  Depression, 
Adjustment  Reactions,  Anorexia,  Anxiety,  Suicide, 
Obesity,  Poor  Diet,  Atherosclerosis,  Physical  Con- 
dition. Personal  Hygiene,  Diabetes,  Dental  Disease, 
Birth  Defects,  Mental  Retardation,  Tuberculosis, 
Nephritis,  Measles,  Mumps,  and  Hepatitis. 

The  public  health  depends  not  on  treatment 
of  diseases  but  on  their  prevention.  Preven- 
tion depends  largely  on  education.  The  public 
needs  to  be  educated,  and  wants  to  be  educated. 
State  and  County  professional  employees  are  few 
in  number — far  too  few  to  do  the  job.  Consider- 
ing the  requirements,  if  you  don’t  do  it,  who  will? 

JBT 
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A Non  Editorial  for  the  Season 

One  of  the  problems  of  an  editorial  writer  for 
a monthly  magazine  not  faced  by  the  editor  of  a 
daily  or  even  a weekly  publication  is  the  matter 
of  timeliness.  Burning  issues  can  become  so  dead 
by  the  time  an  editorial  is  in  print  that  I have 
had  to  kill  a number  of  my  glowing  pieces.  My 
problem  right  now  is  that  it  is  August,  and  I am 
faced  with  writing  an  editorial  on  Halloween  (if 
there  is  to  be  one).  In  September  there  will  be 
a Thanksgiving  editorial  to  do,  and  before  Hal- 
loween a Christmas  editorial.  New  Year’s  resolu- 
tions must  come  by  around  Thanksgiving.  It’s 
enough  to  drive  a man  to  drink!  In  Dog  Days 
yet,  and  me  with  a bad  case  of  siriasis  (from 
Sirius,  the  dog  star — a term  I picked  up  from 
a timely  piece  in  the  JAMA,  where  the  author 
didn’t  have  to  think  so  far  ahead). 

I may  not  even  write  a Halloween  editorial. 
When  I was  a boy  we  used  to  go  out  and  do 
such  harmless  things  as  play  tic-tac  on  the 
window  screens  and  put  porch  furniture  on  the 
roof  (since  it  took  several  of  us  big  boys  to  get 
it  up  there,  I’ve  often  since  wondered  exactly 
how  nice  old  couples  ever  got  it  down).  When 
my  children  came  along,  things  had  quieted  down 
to  trick  or  treat,  and  for  a while  it  got  downright 
useful — raising  money  for  UNICEF  to  feed  and 
care  for  kids  less  fortunate.  We  didn’t  even  have 
that  last  year.  What  we  had  was  the  tricks  being 
played  by  those  inside  instead  of  outside — putting 
needles  and  razor  blades  in  the  apples,  and  drugs 
in  the  candy — just  good  clean  fun! 

Come  to  think  of  it,  Halloween  probably 
doesn’t  deserve  an  editorial.  I don’t  think  I’ll 
write  one  this  year. 

JBT 

Watergate  Revisited,  or 
The  Joys  of  Cancer 

A summons  to  debate  the  dangers  of  plutonium* 

. . . There  is  no  issue  more  relevant  for  the  future  of 
human  life  on  this  planet  than  the  toxicity  of  plutonium. 
I was,  therefore,  appalled  to  read  the  cavalier  statement 
by  Mr.  Douglas  M.  Johnson,  Vice-Chairman  of  the 
Atomic  Industrial  Forum  in  your  article,  “Voice  from 
the  Barricades”  [May  2].  He  states  there: 

Plutonium  has  been  grossly  overrated  as  a poison. 
People  call  it  the  most  toxic  substance  known  to 
man.  I just  don’t  know  where  they  get  that  non- 
sense. I don’t  know  anybody  that’s  died  as  a 
result  of  exposure  to  plutonium.  Do  you? 

I consider  that  statement  of  Mr.  Johnson’s  to  be  the 


* Copyright  1975  by  Harper’s  Weekly.  Reprinted 
from  the  July  4.  1975  issue  by  special  permission. 
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single  most  irresponsible  statement  I’ve  yet  seen  in  the 
entire  history  of  the  nuclear  debate,  and  whta  is  more, 
I am  prepared  to  prove  my  statement. 

...  I invite  Mr.  Johnson,  plus  any  panel  of  experts 
he  can  assemble,  to  debate  the  toxicity  of  plutonium 
with  me,  preferably  on  National  Television,  before  a 
jury  of  assembled  independent  public  health  experts. 
Such  a debate  before  public  health  experts,  in  open  view, 
will  sort  out  real  experts  who  know  what  they  are 
talking  about  from  phony  propagandists.  I therefore 
think  this  debate  is  essential  now,  and  a subject  that 
can  mean  life  or  death  for  millions  of  humans  in  the 
early  future. 

If  you  examine  [my]  report,  you’ll  find  the  following: 

( 1 ) Plutonium  is  more  toxic,  by  far,  as  a lung  cancer- 
inducing  substance  than  so-called  experts  have  previously 
thought,  because  they  have  overlooked  completely  key 
aspects  of  the  physiology  of  how  the  lung  handles  pluto- 
nium. 

(2)  Plutonium  appears  to  be  some  200,000  times 
more  carcinogenic,  weight  for  weight,  than  one  of  the 
most  potent  chemical  carcinogens,  the  hydrocarbon 
benzpyrene. 

(3)  Reactor-grade  plutonium  (the  kind  we'll  experi- 
ence from  the  nuclear  power  industry)  is  so  carcino- 
genic that  we  can  expect  one  human  fatal  lung  cancer 
for  every  one-hundredth  of  a microgram  deposited  in 
the  lungs  of  cigarette  smokers  or  for  every  1.4  micro- 
grams in  non-smokers. 

Let  me  now  turn  to  the  issue  of  Mr.  Johnson  that 
“I  dont’  know  anybody  that’s  died  as  a result  of  expo- 
sure to  plutonium.  Do  you?” 

I should  like  to  answer  that  question  with  a strong 
affirmation.  Yes,  I do  know  of  thousands  who  must 
now  be  dying  of  plutonium  exposure,  and  of  hundreds 
of  thousands  who  are  irreversibly  committed  to  die  of 
plutonium  exposure. 

Surely  Mr.  Johnson  must  be  aware  of  the  fact  that 
some  2-billion  people  in  the  Northern  Hemisphere 
inhaled,  and  now  have  a well-measured  estimated  body 
burden  from  their  plutonium  inhalation  from  weapons- 
test  fallout.  By  straightforward  calculations  from  those 
inhalation  data.  I arrive  at  the  conclusion  that  about 
1,000,000  persons  in  the  Northern  Hemisphere  have 
been  irreversibly  committed  to  die  of  lung  cancer 
from  their  plutonium  exposures.  Tens  of  thousands 
of  these  cases  are,  in  all  likelihood,  occurring  annually 
now. 

Apparently  Mr.  Johnson  is  unaware  that  once  a 
cancer  of  the  lung  occurs,  we  can’t  tell  which  ones 
are  caused  by  plutonium  and  which  ones  are  caused 
by  other  agents.  The  science  of  public  health  attempts 
to  sort  out  the  fraction  caused  by  various  agents, 
simply  because  at  surgery  or  autopsy  the  cancer  cells 
are  unable  to  announce  their  specific  cause. 

John  W.  Gofman,  M.D. 

Chairman  of  the  Committee  for  Nu- 
clear Responsibility,  Inc.,  P.O.  Box 
2329,  Dublin,  Calif.  94566. 

One  of  the  medical  phenomena  of  the  decades 
since  World  War  II  has  been  the  remarkable  in- 
crease in  lung  cancer.  This  has  been  attributed 
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to  the  increase  in  cigarette  smoking.  Prior  to 
World  War  II,  what  cases  of  epidermoid  carci- 
noma of  the  lung  there  were  occurred  almost 
exclusively  in  males,  but  since  then  the  sex  in- 
cidence has  tended  to  equalize,  ostensibly  because 
this  was  the  point  at  which  women  in  large 
numbers  became  heavy  smokers.  I must  con- 
fess I have  some  trouble  with  this,  because  a lot 
— and  I mean  a lot — of  women  were  smoking 
in  the  1920’s. 

This  editorial  is  certainly  not  a defense  of 
smoking.  There  are  many  reasons  not  to  smoke, 
lung  cancer  being  only  one  of  them,  and  not  the 
most  important  one,  either.  Emphysema  is  far 
and  away  a greater  threat  to  the  health  of 
cigarette  smokers,  and  smoking’s  effect  on  the 
cardiovascular  and  digestive  systems  also  prob- 
ably outranks  lung  cancer.  Cigarette  smoking 
(and  other  smoking  as  well)  really  is  dangerous 
to  your  health,  as  the  Surgeon-General  warns 
on  each  package  of  cigarettes.  But  careful  exami- 
nation of  the  data  on  lung  cancer  must  lead  to  the 
conclusion  that  other  factors  are  bound  to  be 
present,  because  non-smokers  are  now  dying  of 
epidermoid  lung  cancer  in  increasing  numbers. 
The  data  on  lung  cancer  among  the  uranium 
miners,  assembled  by  Geno  Saccomanno,  M.D., 
in  Grand  Junction,  Colorado,  is  truly  impressive. 
Uranium  is  the  less  toxic  progenitor  of  plutonium. 

There  is  currently  a heated  exchange  being 
carried  on,  in  the  press  and  elsewhere,  between 
“environmentalists”  (this  is  in  quotes  because  it 
is  a mixed  bag)  and  proponents  of  nuclear  power 
plants,  primarily  people  in  one  way  or  another 
connected  with  the  federal  government.  The 
controversy  is  centered  mostly  around  the 
breeder  reactor,  which  seems  to  be  the  most 
efficient  generator  of  nuclear  power.  The  reactor 
makes  heat  (which  makes  steam  to  run  the  tur- 
bines) and  “breeds”  plutonium.  The  argument 
concerns  the  safety  of  the  reactor,  which  depends 
upon  the  safety  of  producing  all  that  plutonium — 
and  it  is  a lot. 

A lot  in  this  case  is  an  estimated  ten  million 
pounds  by  the  year  2,000.  If  existing  plans  to 
recycle  99.5  percent  of  it  are  implemented,  this 
still  leaves  50,000  pounds  to  be  disposed  of.  That 
is  a lot  of  plutonium,  and  it  must  be  totally  and 
forever  sealed  off  from  the  environment.  This 
will  take  some  doing,  since  there  have  already 
been  some  dangerous  leaks  from  present  stores 
of  both  nuclear  and  chemical  wastes.  It  will 
also  have  to  be  carefully  guarded,  because  only 
22  pounds  of  the  stuff  is  sufficient  to  construct  a 


crude  but  effective — and  very  “dirty” — bomb. 
Everything  else  needed  is  readily  available  at 
hardware  stores  and  chemical  supply  houses,  and 
one  person,  working  alone,  could  do  it.  Tight 
security  is  an  absolute  necessity,  yet  this  morn- 
ing’s paper  tells  us  that  sufficient  weapons  and 
ammunition  to  supply  ten  combat  battalions  dis- 
appeared from  our  arsenals  from  1971  to  1974. 
If  we  can’t  keep  track  of  such  items  as  that, 
how  will  we  guard  all  that  plutonium?  It  is  sig- 
nificant to  the  people  of  Tennessee  that  the  proto- 
type of  the  “breeders”  is  to  be  built  on  the  Clinch 
River  near  Oak  Ridge. 

The  immediate  cause  of  this  editorial  was  a 
letter,  printed  above,  written  to  the  editor  of 
Harper’s  Weekly  by  John  W.  Gofman,  M.D., 
Professor  of  Medical  Physics  at  the  University 
of  California  at  Berkeley,  and,  as  indicated, 
Chairman  of  the  Committee  for  Nuclear  Re- 
sponsibility, whose  Board  of  Directors  includes 
Nobel  Laureates  Linus  Pauling,  Harold  Urey, 
George  Wald,  and  James  D.  Watson.  Although 
I may  not  agree  with  all  their  pronouncements, 
in  this  they  are  experts.  The  underlying  long- 
term cause,  however,  is  a series  of  loose  and  irre- 
sponsible statements,  mostly  by  government  peo- 
ple, some  of  them  in  high  places.  One  of  the 
statements  is  quoted — and  answered — by  Dr. 
Gofman,  to  the  effect  that  plutonium  is  not  toxic 
and  is  non-carcinogenic,  when  everyone  who 
knows  anything  at  all  about  radioactive  materials 
knows  that  it  is  extremely  toxic  and  carcinogenic. 
If  proof  is  needed,  I have  copies  of  the  reports 
referred  to  by  Dr.  Gofman,  giving  experimental 
evidence  for  it.  Similar  evidence  abounds.  How 
many  people  will  actually  die  of  lung  cancer  pro- 
duced by  plutonium  already  released  is  conjec- 
tural, but  the  number  must  be  significant.  Do 
we  need  any  more? 

It  is  quite  apparent  that  Watergate  was  simply 
a symptom  of  our  times,  and  that  the  public  is 
quite  right  in  its  low  esteem  of  people  in  govern- 
ment, as  indicated  by  both  the  Harris  and  Gallup 
Polls.  Little  has  happened  since  to  increase  their 
credibility.  But  to  say  that  plutonium  is  not  toxic 
and  not  carcinogenic  makes  them  look  not  only 
like  charlatans,  but  fools  as  well.  Everyone  must 
have  noticed  that  those  proclaiming  its  safety 
have  an  axe  to  grind,  whereas  the  eminent  sci- 
entists named  above  could  not  possibly  have  any 
ulterior  motive  in  proclaiming  it  toxic,  particularly 
since  it  is  common  knowledge  in  the  scientific 
community. 

Recently  Science  reported  a statement  by  the 
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Environmental  Protection  Agency  (EPA)  to  the 
effect  that  the  Atomic  Energy  Commission 
(AEC)  had  underestimated  the  number  of 
likely  illnesses  and  deaths  from  a catastrophic 
reactor  failure  by  at  least  a factor  of  10,  citing 
what  it  refers  to  as  a “misrepresentation”  of  a 
key  1972  reference  on  radiation  effects  by  the 
National  Academy  of  Science’s  Committee  on 
the  Biological  Effects  of  Ionizing  Radiation.  Each 
of  several  “misreadings”  of  the  reference  had 
the  effect  of  further  reducing  the  predicted  num- 
ber of  casualties.  The  EPA  called  the  commis- 
sion’s analysis  of  accident  consequences  “quite 
weak.” 

Recognizing  that  plutonium  is  indeed  very 
toxic,  the  concern  over  the  safety  of  the  re- 
actor itself  and  of  the  method  of  disposing  of 
the  very  large  amounts  of  plutonium  produced 
by  the  reactors  is  certainly  justified,  since 
with  a 24,000  year  half-life  it  will  remain  dan- 
gerously radioactive  for  about  500,000  years, 
which  for  all  practical  purposes  is  forever,  and 
since  it  would  seem  to  be  virtually  impossible 
to  contain  it  satisfactorily. 

Perhaps  we  do  indeed  need  the  energy  pro- 
duced by  the  breeder  reactors,  and  must  take  as 
a calculated  risk  the  chance  that  some  people 
will  be  injured  or  killed  by  them.  We  take  many 
calculated  risks  every  day  of  our  lives,  such  as 
for  example  every  time  we  venture  out  onto  our 
streets  and  highways.  But  it  is  the  public  which 
will  use  the  energy  and  the  public  which  will  take 
the  risks.  The  public  should  not  be  lied  to,  but 
should  be  allowed  to  make  its  decisions  with  its 
eyes  open. 

Our  tremendous  use  of  energy  requires  us  to 
consider  many  factors,  some  of  which  are  just 
becoming  apparent.  In  addition  to  the  dangers 
of  nuclear  power  production,  which  is  what  we 
are  primarily  considering  here,  there  is  the  matter 
of  pollution  of  the  atmosphere  by  the  incomplete 
combustion  of  fossil  fuels,  about  which  we  have 
heard  at  length  for  several  years.  But  we  are 
also  finding  ourselves  developing  “forests”  of  very 
high  voltage  transmission  lines  carrying  up  to 
750,000  volts,  and  lines  carrying  up  to  1.5 
million  volts  are  projected.  Does  this  strike 
you  as  safe?  Such  lines  set  up  powerful  electrical 
fields,  and  conclusive  evidence  is  emerging  that 
long  term  exposure  to  them  can  do  serious 
damage  to  animal  tissue,  with  potential  alteration 
of  neurlogic  functions  and  even  genetic  structure, 
among  other  things.  Power  must  of  course  be 
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transmitted  to  be  useful.  A windmill  in  the  back 
yard  has  a lot  of  appeal! 

There  is  no  question  that  fossil  energy  sources 
are  running  out,  and  that  to  meet  our  ever- 
increasing  energy  demands  new  sources  must 
be  sought.  These  require  time  to  develop.  Nuclear 
breeder  reactors  are  one,  and  at  present  the  most 
immediately  accessible,  substitute.  The  public 
is  faced  with  some  hard  choices.  If  they  refuse 
to  accept  the  risk — and  in  “they”  I include  all 
of  us — they  must  then  face  energy  shortages. 
How  serious  these  will  be  depends  upon  our 
willingness  to  curtail  energy  uses  while  other 
forms  of  energy  supply,  such  solar  energy,  for 
example,  are  being  developed. 

At  the  moment  I can  see  only  two  choices. 
Is  curtailing  our  energy  use  too  great  a price  to 
pay  for  a possibly  lowered  instead  of  rapidly 
rising  cancer  death  rate?  Particularly  when  our 
nation  of  200  million  people  wastes  as  much 
energy  as  is  used  by  the  entire  nation  of  Japan 
with  its  190  million?  It’s  for  us  to  choose,  but  it 
must  be  done  on  the  basis  of  accurate  and 
complete  information.  I can  think  of  no  better 
way  to  accomplish  this  than  by  the  open  debate 
on  National  Television  suggested  by  Dr.  Gofman. 
It  is  critical,  and  “time’s  a’  wastin’  ”. 

In  closing,  I must  leave  with  you  the  follow- 
ing question:  If  we  are  being  asked  to  live  dan- 
gerously, what  are  we  being  asked  to  live  dan- 
gerously for? 

JBT 


Casting  the  Dice 

To  the  Editor: 

Your  August  1975  editorial  “Nailing  Down  the  Shoe” 
which  related  to  the  problems  of  nurse  practitioners 
was  prefaced  by  a famous  Latin  quotation.  You  ascribed 
“Alea  iacta  est”  (the  die  is  cast)  to  Julius  Caesar  as 
he  crossed  the  Rubicon  to  launch  the  Gallic  Wars. 
You  also  stated  that  culturally  deprived  members  of 
the  younger  generation  may  not  be  familiar  with  this. 

Members  of  the  older  generation  may  also  be  de- 
prived. In  fact  this  quotation  is  usually  attributed  to 
Julius  Caesar  at  the  end  of  the  Gallic  Wars  when  he 
crossed  the  Rubicon  going  South  at  the  head  of  his 
army  after  the  Roman  government  ordered  him  home 
sans  soldiers. 
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Other  members  of  both  generations  are  in  even 
greater  confusion.  Several  of  my  fellow  physicians 
have  attributed  this  quotation  to  everything  from  the 
Civil  War  to  the  Hungarian  Revolution.  And  one 
radiology  resident  said,  “Gee,  I didn’t  know  they  did 
IVP’s  in  those  days.” 

Robert  L.  Siegle,  M.D. 

Department  of  Diagnostic  Radiology 
University  of  Tennessee  College  of  Medicine 
Memphis,  Tenn.  38163 

Time  rusts  the  memory,  and  quotes  need  to  be 
checked.  I confess  to  negligence,  and  thank  Dr.  Siegle 
for  setting  the  record  straight.  The  statement  was  in- 
deed made  by  Julius  Caesar,  as  indicated  by  Dr.  Siegle, 
in  49  bc,  going  South  across  the  Rubicon,  advancing 
against  Pompey  in  Rome.  Seutonius  in  The  Twelve 
Caesars,  sec.  32,  gives  the  quote  as  “Iacta  alea  est.” 
Plutarch,  in  his  Lives,  ch.  32,  sec.  6,  gives  it  as  I quoted 
it,  and  he  quotes  it  again  in  his  Life  of  Pompey. 
Caesar  undoubtedly  quoted  a Greek  proverb,  which 
says  “Let  the  die  be  cast,”  and  Erasmus  therefore  cor- 
rected the  Latin  as  given  by  Seutonius  to  “Alea  iacta 
esto” — “Let  the  die  be  cast.”  But  the  dice  still  told 
the  truth.  Caesar  was  successful  there,  too. — Ed. 


Hunger  and  the  Lifeboat 

To  the  Editor: 

I need  to  point  out  what  I feel  is  an  error  in  your 
Hunger  and  Lifeboat  discussion.  (Man  the  Lifeboats,  or, 
Into  the  Sunset.  Editorial,  TMAJ,  68:644.  Aug.,  1975) 
The  Indians  don’t  really  feed  the  sacred  cows,  they 
merely  tolerate  them.  They  allow  them  to  graze  in 
public  fields,  and  the  population  of  the  sacred  cows  is 
really  quite  small.  In  several  vists  to  India  I never 
saw  any  cows  that  were  more  than  skin  and  bones, 
and  even  if  the  people  were  to  decide  to  partake  of 
these  animals,  I don't  believe  it  would  feed  a significant 
proportion  of  them. 

David  L.  Page,  M.D. 

Associate  Professor  of  Pathology 
Vanderbilt  University  School  of  Medicine 
Nashville,  Tenn.  37232 


in  memof  kim 


BOYD,  LOUIS  F.,  August  26,  1975.  Age  82.  Graduate 
of  the  University  of  Tennessee.  Member  of  the  Mem- 
phis-Shelby  County  Medical  Society. 

BRINGLE,  CAREY  G.,  August  28,  1975.  Age  70. 
Graduate  of  Vanderbilt  University.  Member  of  Mem- 
phis-Shelby  County  Medical  Society. 

MIMS,  DREW  A.,  August  1,  1975.  Age  69.  Graduate 
of  the  University  of  Tennessee.  Founder  of  Mims  Clinic 
and  Hospital  in  Newport.  Member  of  the  Cocke  County 
Medical  Society. 


Gilbert  Joseph  Levy,  M.D. 

Dr.  Gilbert  Joseph  Levy  was  born  January 
4,  1893  and  died  of  myocardial  infarction  on 
May  30,  1975.  He  attended  public  schools  in 
Memphis  and  received  his  M.D.  from  the  Uni- 
versity of  Tennessee  College  of  Medicine  in 
1915.  Following  a rotating  internship  at  the 
old  Memphis  General  Hospital,  residency  train- 
ing in  Pediatrics  at  the  New  York  Nursery  and 
Children's  Hospital  and  the  Seaside  Children's 
Hospital  at  Staten  Island,  he  served  as  First 
Lieutenant  and  later  as  Captain  in  France  during 
World  War  I.  After  an  additional  year  of  post- 
graduate training  at  the  Bellevue  Hospital  in  New 
York,  Dr.  Levy  returned  to  Memphis  to  enter 
the  practice  of  Pediatrics  which  he  continued  until 
the  day  before  his  death  at  the  age  of  82. 

For  more  than  30  years  Dr.  Levy  served  on 
a volunteer  basis  as  Chief  of  the  Infectious  Dis- 
ease Service  at  the  Isolation  Hospital  which  was 
built  in  1922.  He  unselfishly  devoted  major 
time  and  boundless  energy  to  the  care  and  re- 
habilitation of  patients  with  meningitis,  polio- 
myelitis, tuberculosis,  typhoid  fever,  diphtheria, 
and  other  contagious  diseases.  Thousands  of 
medical  students,  nurses,  and  physicians  are 
indebted  to  him  for  their  training  in  the  diag- 
nosis and  management  of  infectious  diseases 
and  for  the  inspiration  generated  by  his  example 
and  by  his  courage. 

As  a member  of  the  clinical  staff  of  the  De- 
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partment  of  Pediatrics  Dr.  Levy  rose  through  the 
academic  ranks  and  in  1963  was  appointed 
Clinical  Professor  of  Pediatrics.  He  rendered 
valuable  service  in  the  field  of  post-graduate  edu- 
cation by  serving  for  years  as  Chairman  of  Sci- 
entific and  Commercial  Exhibits  of  the  Mid- 
South  Medical  Assembly. 

Dr.  Levy  helped  to  establish  reforms  in  dairy 
practice  and  in  the  pasteurization  and  inspection 
of  milk,  thus  protecting  the  public  against  bovine 
tuberculosis,  undulant  fever,  and  other  milk-borne 
infectious  diseases.  He  also  played  a major  role 
in  preventive  medicine  by  informing  the  public 
and  medical  professionals  concerning  the  prob- 
able safety  and  effectiveness  of  the  Salk  vaccine 
against  poliomyelitis  and  in  helping  to  organize 
physicians  who  voluntarily  participated  in  a 
mass  immunization  program. 

As  a member  of  the  Board  of  Governors  and 
of  the  Executive  Committee  of  the  St.  Jude  Chil- 
dern’s  Research  Hospital  in  Memphis,  Dr.  Levy 
aided  in  establishing  sound  long-term  policies 
which  emphasized  basic  as  well  as  applied  re- 
search, post-graduate  education  and  the  estab- 
lishment of  a mutually  advantageous  liasion 
between  the  Hospital  and  the  University.  He 
played  an  important  role  in  helping  to  staff  the 
hospital.  While  the  Hospital  was  being  built, 
before  research  in  leukemia  and  other  malig- 
nant and  catastrophic  diseases  of  childhood  was 
started,  Dr.  Levy  was  instrumental  in  obtaining 
an  initial  donation  of  $10,000  from  Plough,  Inc. 
of  Memphis  in  order  to  establish  a “Research 
Fellowship  in  Hematology”  in  the  Department  of 
Medicine.  Later  supplements  from  the  American 
Lebanese  Syrian  Associated  Charities  (ALSAC) 
made  it  possible  to  purchase  major  equipment 
and  to  employ  technical  staffs  which  culminated 
in  the  establishment  of  the  “Coagulation  Lab- 
oratory” and  the  “Sickle  Cell  Center”  at  the 
University  of  Tennessee. 

Dr.  Levy  was  for  many  years  a member  of 
the  House  of  Delegates  of  the  Memphis  and 
Shelby  County  Medical  Society  and  Tennessee 
Medical  Association.  In  1971  he  was  chosen  as 
“The  Outstanding  Physician  of  Tennessee.”  He 
was  at  various  times  president  of  the  Memphis 
and  Shelby  County  Medical  Society,  Methodist 
Hospital  Staff,  Section  of  Pediatrics  of  the 
A.M.A.  and  Southern  Medical  Association,  the 
Memphis  and  Tennessee  Pediatric  Society  and 
the  Mid-South  Medical  Assembly. 

Dr.  Levy  was  an  active  participant  in  the  edu- 


cational and  cultural  programs  of  the  Temple 
of  Israel.  He  vigorously  supported  the  civic  and 
medical  projects  generated  and  financed  by  that 
congregation.  His  religion  was  daily  expressed 
in  terms  of  service  to  others  without  concern 
for  race,  creed  or  for  social  and  economic 
status.  He  was  tolerant  of  the  opinions  of  those 
who  differed.  He  was  too  busy  in  building  and 
maintaining  institutions  to  have  time  to  tear 
down  or  to  oppose. 

A “Gilbert  J.  Levy  Memorial  Fund”  has  been 
established  at  LeBonheur  Children’s  Hospital 
(848  Adams  Ave.,  Memphis,  Tennessee  38103) 
to  be  used  for  “the  promotion  of  the  health  of 
children”  and  to  honor  the  man  who  unselfishly 
devoted  his  life  to  the  creation  and  maintenance 
of  institutions,  to  preventive  medicine,  to  the 
education  of  medical  professionals  and  to  the 
medical  care  and  rehabilitation  of  adults  as  well 
as  children. 

L.  W.  Diggs,  M.D. 

Memphis 


neui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  of  the  Tennessee  Medical  Association: 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

John  Bruce  Berry,  M.D.,  Chattanooga 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Ronald  L.  Pack,  M.D.,  Knoxville 
Peter  G.  Stimpson,  M.D.,  Lenoir  City 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Frank  J.  Adcock,  M.D.,  Memphis 
Carolyn  M.  Chesney,  M.D.,  Memphis 
Lynn  W.  Conrad,  M.D.,  Memphis 
Irby  V.  Cossette,  M.D..  Memphis 
Gilbert  Alton  Dale.  Jr.,  M.D.,  Memphis 
James  R.  Gay,  M.D.,  Memphis 
Nelson  Lampkin,  Jr.,  M.D.,  Memphis 
Albert  E.  Laughlin,  Jr.,  M.D.,  Memphis 
Stephen  T.  Miller,  M.D.,  Memphis 
John  C.  Peyton,  M.D.,  Houston,  Texas 
Charles  Thomas  Rhodes,  Jr.,  M.D.,  Memphis 
Fredric  Joel  Silverblatt,  M.D.,  Memphis 
Eugene  Norman  Stern,  M.D.,  Memphis 
A.  Frank  St.  Clair,  M.D.,  Memphis 
Jay  M.  Sullivan,  M.D.,  Memphis 
John  W.  Templeton,  M.D.,  Memphis 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

D.  J.  Jackson,  M.D.,  Clarksville 
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NASHVILLE  ACADEMY  OF  MEDICINE 

Louis  D.  Green,  M.D.,  Nashville 
Gary  S.  Gurow,  M.D.,  Nashville 
Yerng-Terng  Hsueh,  M.D.,  Nashville 
Alfred  G.  Kasselberg,  M.D.,  Nashville 
Frederick  K.  Kirchner,  Jr.,  M.D.,  Nashville 
Ronald  F.  C.  Kourany,  M.D.,  Nashville 
Richard  L.  Lisella,  M.D.,  Nashville 
Gale  W.  Miller,  M.D.,  Nashville 
John  E.  Peters,  M.D.,  Nashville 
Albert  C.  Prerost,  M.D.,  Nashville 
Barrett  F.  Rosen,  M.D.,  Nashville 
Dennis  Stouder,  M.D.,  Nashville 
Doris  J.  Wright,  M.D.,  Nashville 
Carl  W.  Zimmerman,  M.D.,  Nashville 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Kenneth  R.  Case,  Jr.,  M.D.,  Gallatin 

WASHINGTON-CARTER-UNICOI 
MEDICAL  SOCIETY 

Sydney  A.  Garrett,  M.D.,  Johnson  City 

WILSON  COUNTY  MEDICAL  SOCIETY 

Gerald  R.  Summers,  M.D.,  Lebanon 


program/  and  neui/  of 
medical  /ocielie/ 


Knoxville  Academy  of  Medicine 

The  Academy  met  on  September  9 at  the  KAM 
Headquarters  Building.  Guest  speaker  for  the  occasion 
was  Max  H.  Parrott,  M.D.,  Portland.  Oregon.  Presi- 
dent of  the  American  Medical  Association. 

The  Judicial  Council  met  on  August  19  and  took 
action  on  several  items  including  the  approval  of  the 
concept  of  printing  signs  to  be  displayed  in  physicians 
offices  encouraging  patients  to  discuss  fees  and  insur- 
ance coverage  prior  to  the  rendering  of  services;  and 
the  recommendation  that  a Special  Ad-Hoc  Committee 
on  Sports  be  appointed  to  study  the  problem  of  the 
injured  player  in  high  school  sports  and  how  and 
where  they  could  be  treated  to  the  best  advantage 
of  the  player. 

Nashville  Academy  of  Medicine 

The  Academy  met  on  September  9 at  the  University 
Club.  The  featured  speaker  was  Mr.  Donald  Foy, 
Director  of  Management  Services  of  the  American 
Medical  Association.  Mr.  Foy  spoke  on  the  current 
medical  liability  issue  and  outlined  AMA  proposals  for 
resolving  the  accessibility  and  cost  of  the  insurance. 

Dr.  Morse  Kochtitzky  reported  on  the  proposed  for- 
mation of  a mutual  insurance  company  to  write  liability 
coverage  and  also  gave  a progress  report  on  Med-Pac. 

Dr.  William  Edwards  gave  a summary  on  the  estab- 
lishment of  the  Joint  Underwriting  Association  and 
outlined  the  current  rates,  pointing  out  that  physician 
members  of  the  JUA  Board  vigorously  opposed  the  rate 
structure. 


national  new/ 


THIS  MONTH  IN  WASHINGTON 
Health  Care  Legislation  Hearings 

Congress  deserted  Washington  for  a summer 
holiday  leaving  behind  not  only  the  August  heat 
of  the  Potomac  swamplands  but  also  most  of 
its  planned  health  legislation  still  hanging  up  in 
the  humid  air. 

With  passage  of  national  health  insurance 
(NHI)  written  off  for  this  year,  both  the  Senate 
and  House  on  return  will  tackle  a variety  of 
health  or  health-related  matters  including  health 
manpower,  already  passed  by  the  House,  amend- 
ments to  the  Health  Maintenance  Organizations 
Act  (HMO),  and  possible  changes  to  the  Medi- 
care law. 

“Recent  oversight  hearings  concerned  certain 
HEW  regulations,  including  those  on  utilization 
review  and  the  8 Vi  percent  nursing  care  dif- 
ferential. As  we  consider  Medicare  changes, 
I expect  that  we  will  explore  the  possibility  of 
major  modifications  in  the  way  hospitals  are 
reimbursed.  And  we  will  look  at  how  Medicare 
may  help  hospitals  facing  steep  increases  in 
malpractice  insurance  rates,”  Rep.  Rostenkowski 
said. 

The  slating  of  an  additional  hearing  indi- 
cates the  subcommittee  will  probably  draft  legis- 
lation to  change  some  of  the  present  Medicare 
regulations.  There  may  not  be  time  for  final 
Congressional  action  this  year,  but  legislation 
could  clear  Congress  next  year. 

Many  of  the  revisions  the  subcommittee 
members  are  considering  would  be  welcome  to 
the  medical  profession. 

Listed  as  one  topic  of  the  hearing  was  the 
present  law’s  requirement  that  physicians’  Medi- 
care reimbursement  be  tied  to  a type  of  cost- 
of-living  index  and  geared  to  the  75th  percentile 
of  normal  and  customary  charges.  The  Ameri- 
can Medical  Association  has  challenged  the 
fairness  of  HEW’s  proposed  index  and  warned 
that  the  regulation  could  drive  increasing  num- 
bers of  physicians  away  from  assignment.  An- 
other hearing  subject  is  “physicians’  services 
reimbursement — possible  basic  changes  in  present 
‘reasonable  charge’  system.” 

Two  other  controversial  Medicare  regula- 
tions are  up  for  review — possible  revisions  in 
Professional  Standards  Review  Organizations 
(PSRO)  provisions,  and  utilization  review  re- 
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quirements  for  hospitals,  the  latter  under  tempo- 
rary injunction  by  the  federal  courts  as  a result 
of  an  AMA  court  protest. 

Other  issues  to  be  considered  by  the  sub- 
committee: 

^Termination  of  the  8 xk  percent  nursing  differential 
in  hospital  costs. 

* Redefinition  of  reasonable  cost  level  for  hospitals 
(90th  to  80th  percentile  and  revised  hospital  classi- 
fication system). 

* Nurse  staffing  requirements  in  rural  hospitals 
(authority  to  waive  certain  requirements  with  respect 
to  nurse  staffing  requirements  in  rural  hospitals  ex- 
pires on  January  1,  1976). 

* Medicare  relationship  to  Federal  Employee  Health 
Program  (no  payment  may  be  made  under  Medicare, 
beginning  January  1,  1976,  for  services  provided  to 
members  of  the  Federal  Employee  Plan  unless  a 
system  of  coordination  between  two  programs  is 
developed  under  present  law). 

^Revisions  in  hemodialysis  and  kidney  transplant 
provision  to  improve  administration  and  enhance 
cost  effectiveness. 

-Revisions  in  home  health  care  provisions. 

'"Medicare  Part  B premium  increase  provision — 
correction  of  technical  error  in  present  law  which 
precludes  increasing  the  premiums. 

* Institutional  services  reimbursement — possible 
basic  changes  from  the  present  retroactive  reasonable 
cost  reimbursement. 

•^Consideration  of  a specific  proposal,  with  respect 
to  malpractice,  to  permit  hospitals  to  self-insure 
and  charge  such  costs  to  Medicare. 

^Revisions  in  current  coverage  of  ambulance 
services. 

*Coverage  of  pap  smears  under  Medicare  Part  B. 

^Possible  changes  in  payment  methods  for  phy- 
sicians’ services  when  patient  is  deceased. 

Similar  hearings  will  get  underway  in  the 
Senate  this  fall.  The  Senate  Finance  Subcom- 
mittee on  Health,  according  to  Chairman  Herman 
Talmadge  (D-Ga.),  plans  sessions  “to  resolve 
some  of  the  reimbursement  and  related  problems 
in  Medicare  and  Medicaid,  and  some  of  the 
more  arbitrary  and  inequitable  regulations  which 
have  been  promulgated  by  HEW.” 

^ ^ ^ 

HMO’s 

A bill  relaxing  some  of  the  federal  require- 
ments for  Health  Maintenance  Organizations 
(HMO’s)  to  receive  federal  aid  has  been  ap- 
proved by  the  House  Subcommittee  of  the 
House  Commerce  Committee.  The  legislation 
was  spurred  by  the  lagging  start  of  the  once- 
vaunted  HMO  program  which  has  been  stalled 
despite  high  hopes  of  backers  it  would  prove 
popular  and  become  a viable  alternative  to 
regular  health  insurance  and  fee-for-service. 

No  full  committee  action  was  taken  prior  to 
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the  August  recess.  Senate  committee  considera- 
tion won’t  begin  until  after  House  action,  putting 
a time  squeeze  on  the  bill  as  far  as  final  action 
this  year  is  concerned. 

The  AMA  had  urged  the  House  Commerce 
Subcommittee  headed  by  Rep.  Paul  Rogers  (D.- 
Fla.)  not  to  reduce  the  present  HMO  program 
to  a subsidy  for  pre-paid  group  practice  plans. 

The  Subcommittee  bill  amended  the  contro- 
versial “dual  option”  clause  in  the  law  that  re- 
quires employers  to  give  individual  workers  their 
choice  between  an  HMO  plan  and  private  health 
insurance.  Labor  has  protested  this  interferes 
with  collective  bargaining.  The  amendment  gives 
union  representatives  the  right  to  veto  an  HMO 
option,  but  not  to  veto  a regular  health  insurance 
option.  Thus,  Labor  would  have  power  to  block 
an  HMO  but  not  to  accept  one  for  all 
employers  at  the  exclusion  of  fee-for-service 
health  insurance. 

The  provision  averted  the  danger  that  labor 
unions  could  force  all  employees  in  a company 
to  accept  a union-formed  and/or  controlled 
HMO. 

Another  important  action  was  elimination  of 
the  present  “open  enrollment”  provision  for 
HMO’s,  a provision  designed  to  avoid  having 
HMO’s  able  to  skim  the  cream  and  take  only 
low-risk  groups  or  individuals.  However,  the 
subcommittee  bill  retains  present  requirements 
that  HMO’s,  to  qualify  for  aid,  must  “enroll 
persons  who  are  broadly  representative  of  the 
various  age,  social  and  income  groups  within 
the  area  it  serves.  . . .” 

The  bill  allows  HMO’s  to  offer  as  optional 
rather  than  mandatory  some  HMO  services  and 
to  limit  the  preventive  health  services  which 
would  have  to  be  offered  as  basic  services. 

* * * 

National  Health  Insurance 

Another  blow  to  the  belly  has  been  delivered 
to  national  health  insurance  plans  relying  on 
Social  Security  financing.  The  General  Account- 
ing Office,  supervisor  of  federal  spending  and 
operations  for  Congress,  reports  Social  Security’s 
trust  funds  “face  exhaustion  in  the  near  future 
because  of  increased  benefit  levels  due  to  in- 
flation, and  high  unemployment  causing  reduced 
contributions.  . . .” 

According  to  GAO,  projections  covering  the 
next  75  years  show  that  the  system  will  also 
incur  a large  long-range  deficit  because  of  the 
decreasing  birth  rate  and  the  rising  cost  of  living. 

In  order  to  alleviate  the  situation,  GAO 
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pointed  out,  Congress  will  have  to  approve  some 
of  the  remedies  already  suggested  by  various 
advisory  bodies,  including  financing  of  Medicare 
Part  A out  of  general  revenues,  the  equivalent 
of  adding  a new  $9  billion  annual  spending  pro- 
gram. The  money  saved  for  Social  Security,  $9 
billion,  would  be  used  to  support  other  Social 
Security  programs,  primarily  the  main  retire- 
ment disability  program.  Social  Security  taxes 
would  not  be  changed,  but  federal  corporate  and 
income  levies  presumably  would  have  to  furnish 
an  extra  $9  billion. 

Unless  such  steps  are  taken,  General  Account- 
ing warned,  “there  may  be  no  alternative  to  in- 
creasing (Social  Security)  taxes”  or  the  wage 
base  or  both. 

^ 5-C 

FDA  Drug  Plans  Thwarted 

A Federal  Court  ruling  threatens  to  crimp  the 
Food  and  Drug  Administration’s  plan  to  make 
it  easier  for  “generic  drug”  makers  to  market 
their  products  quickly  after  patent  protection  runs 
out  on  brand-names. 

An  order  by  U.S.  District  Court  Judge  June 
Green  in  Washington,  D.C.,  blocked  FDA  from 
allowing  Zenith  Laboratories,  Inc.,  Northvale, 
N.J.,  to  market  a generic  version  of  chlordiaze- 
poxide  without  first  obtaining  a new  drug  appli- 
cation. The  ruling  was  sought  by  Hoffman-La 
Roche  Inc.,  Nutley,  N.J.,  which  markets  the 
product  as  Librium. 

Judge  Green  said  the  NDA  requirement  for 
generic  drugs  has  an  anti-competitive  effect,  but 
“the  overriding  interest  in  insuring  the  health  and 
safety  of  the  public  through  compliance  ...  re- 
quires the  result  reached  here.” 

Securing  an  NDA  for  a product  is  a lengthy 
and  expensive  procedure,  requiring  test  data, 
etc.,  and  would  delay  for  a long  period  intro- 
duction of  competitive  “generic”  drugs  in  cases 
where  patents  have  lapsed. 

If  upheld  by  higher  courts,  the  ruling  could 
hurt  the  HEW  Department’s  controversial  Maxi- 
mum Allowable  Cost  (MAC)  program  intended 
to  foster  purchase  of  generic  drugs  by  Medicaid 
patients.  MAC  has  been  challenged  in  Federal 
Court  by  the  AM  A. 

^ ^ ^ 

Oral  Hypoglycemics 

The  Food  and  Drug  Administration  heard 
strong  arguments  for  and  against  warning  labels 
for  oral  diabetic  drugs  at  an  unusual  one-day 
hearing  on  one  of  the  Agency’s  keenest  medical- 
scientific  controversies  over  the  past  five  years. 


A new  British  study  and  the  testimony  of 
one  of  the  original  American  investigators  cast 
some  doubt  on  the  validity  of  the  scientific  data 
FDA  has  been  relying  upon  in  its  effort  to  crack 
down  on  oral  hypoglycemics.  On  the  other  hand, 
one  of  Ralph  Nader’s  health  teams  contended 
the  warning  label  was  insufficient  and  called  for 
written  consent  by  patients  taking  the  oral 
products. 

The  hearing  was  called  to  further  air  the 
differences  of  opinion  on  the  FDA’s  proposed 
warning  that  there  may  be  increased  risk  of 
cardiovascular  death  in  diabetic  patients  treated 
with  the  oral  drugs.  The  proposal  is  based  on 
a 1961-1970  clinical  study  by  the  University 
Group  Diabetes  Program  (UGDP)  which  claimed 
that  heart  disease  death  rate  was  twice  as  high 
among  patients  treated  with  the  oral  drugs  com- 
pared with  those  on  insulin  or  on  special  diets. 


medical  neui/ 
m tennc//ee 


Chapman  Appointed  Dean  of 
VU  School  of  Medicine 

John  E.  Chapman,  M.D.,  associate  dean  for 
education  at  the  Vanderbilt  Medical  Center,  has 
been  appointed  dean  of  the  School  of  Medicine, 
Chancellor  Alexander  Heard  announced. 

Dr.  Chapman,  who  came  to  Vanderbilt  as 
associate  dean  in  1967,  also  served  as  acting 
dean  of  the  School  of  Medicine  from  1972-73, 
and  as  acting  vice-chancellor  for  Medical  Affairs 
from  1973  to  1974.  He  is  professor  of  medical 
administartion,  associate  professor  of  pharma- 
cology and  serves  as  chairman  of  the  Division 
of  Medical  Administration. 

At  the  regional  and  national  level,  Dr.  Chap- 
man has  contributed  through  officerships  and 
memberships  on  American  Medical  Association 
committees  and  Association  of  American  Medi- 
cal College  groups  on  student  affairs — medical 
education.  He  has  also  been  active  in  pharma- 
cology professional  societies.  He  is  a consultant- 
reader-reviewer  to  the  Health  Manpower  program 
for  the  U.S.  Public  Health  Service  and  has  been 
called  on  by  the  Liaison  Committee  on  Medical 
Education  as  a team  member  for  the  Accredi- 
tation of  Medical  Schools. 

Prior  to  his  appointment  at  Vanderbilt  in 
1967,  Dr.  Chapman  was  a member  of  the  faculty 
of  the  University  of  Kansas  School  of  Medicine 


OCTOBER,  1975 


829 


for  five  years.  He  earned  the  bachelor  of  science 
degree  in  biology  and  chemistry,  magna  cum 
laude,  at  Southwest  Missouri  State  College  in 
Springfield,  Mo.  At  the  University  of  Kansas 
he  earned  the  M.D.  degree,  served  his  intern- 
ship and  held  a post  doctoral  research  fellowship 
in  clinical  and  basic  pharmacology. 

“Dr.  Chapman  brings  to  his  new  post  a wealth 
of  information  essential  to  the  successful  dis- 
charge of  the  obligations  of  dean,”  Vernon  E. 
Wilson,  vice-chancellor  for  Medical  Affairs,  said. 
“He  has  been  much  sought  after  by  many 
schools  across  the  nation  to  serve  as  either  the 
dean  or  the  top  medical  center  administrator. 
We  feel  fortunate  indeed  that  he  has  chosen  to 
accept  the  deanship  at  Vanderbilt  during  a crucial 
period  in  our  development.  He  brings  both 
talent  and  enthusiasm  to  a challenging  role.” 

James  Appointed  Radiology  Department 
Chairman  at  VU 

A.  Everette  James,  Jr.,  M.D.,  formerly  director 
of  radiological  research  and  associate  professor 
of  radiology  at  the  Johns  Hopkins  Medical 
School,  has  been  appointed  professor  and  chair- 
man of  the  Department  of  Radiology  at  the 
Vanderbilt  University  Medical  Center. 

In  the  past  year  Dr.  James  has  been  an 
honorary  fellow  of  the  Royal  Society  of  Medi- 
cine for  Research  in  the  Department  of  Physi- 
ology, University  College,  London,  and  has 
served  as  a consultant  to  the  Nuffield  Institute 
of  Comparative  Biology  at  Regents  Park  in 
London. 

He  holds  the  A.B.  degree  from  the  University 
of  North  Carolina,  the  M.D.  degree  from  Duke 
University  Medical  School  and  the  Sc.M.  de- 
gree from  Johns  Hopkins  School  of  Hygiene 
and  Public  Health.  He  has  specialty  boards  in 
radiology  and  in  nuclear  medicine  as  well  as 
certification  in  diagnostic  ultrasound. 

He  presently  is  chairman  of  the  Committee 
on  Radiation  Exposure  to  Pediatric  Patients  of 
the  National  Commission  for  Radiation  Protec- 
tion. 

Dr.  James’  areas  of  research  are  in  physi- 
ological measurements  and  cancer  detection  with 
radioactive  tracers  and  diagnostic  images.  He 
has  contributed  fundamental  knowledge  in  the 
area  of  membrane  transport  in  the  central 
nervous  system  and  in  avian  respiration. 

He  has  co-authored  140  articles  for  publica- 
tions in  his  areas  of  expertise  and  has  written 
three  texts  shared  in  15  other  books  dealing 
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with  nuclear  radiology,  pediatric  nuclear  medi- 
cine, nuclear  cardiology  and  ultrasound. 


pef/oncil  neui/ 


AMOZ  I.  CHERNOFF,  M.D.,  of  Knoxville,  has  been 
named  medical-scientific  director  of  the  Cystic  Fibrosis 
Foundation. 

DRS.  ROBERT  CODDINGTON  and  H.  BARRY  HEY- 
WOOD,  both  of  Chattanooga  served  as  course  instruc- 
tors at  a two-day  Sports  Medicine  Symposium  held 
at  the  Chattanooga  Choo-Choo.  The  event,  sponsored 
by  the  UT  Office  of  Continuing  Medical  Education, 
was  designed  to  better  acquaint  team  doctors  and 
coaches  alike  with  athletic-oriented  injuries,  their  pre- 
vention and  their  causes. 

Gov.  Ray  Blanton  has  appointed  CHARLES  E.  COUCH, 
M.D.,  a Humboldt  physician  to  the  State  Aeronautics 
Commission. 

The  American  Bar  Association  recently  presented  to 
McCARTHY  DeMERE,  M.D.,  of  Memphis,  an  award, 
through  its  Section  of  Insurance  Negligence  and  Com- 
pensation Law,  for  outstanding  service  to  the  medical 
and  legal  professions  in  being  chairman  of  the  Law 
and  Medicine  Committee  during  the  past  two  years. 

JOHN  DUCKWORTH,  M.D.  of  Memphis  wil T be 
serving  on  the  faculty  at  a Laboratory  Improvement 
Seminar  to  be  held  in  San  Diego  in  November. 

ROBERT  W.  DUNLAP,  M.D.  from  Oak  Ridge  ap- 
peared recently  on  the  “Today  in  Tennessee”  television 
show  where  he  discussed  improvements  in  health  care. 

BLAIR  D.  ERB,  M.D.,  Jackson,  has  been  appointed 
associate  dean  of  the  University  of  Tennessee  College  of 
Medicine,  and  will  direct  the  college's  Clinical  Educa- 
tion Center  in  Knoxville. 

WILLIAM  A.  HENSLEY,  JR.,  M.D.  of  Cookeville,  re- 
cently announced  his  retirement  from  active  practice 
due  to  ill  health.  During  his  29  years  of  practice  in 
Cookeville,  he  was  active  in  medical  circles. 

The  Knox  County  Unit  of  the  American  Cancer  Society 
recently  awarded  a Knoxville  physician,  STEPHEN 
KRAUSS  a professional  education  and  distinguished 
service  award. 

Chattanooga  physician,  DAVID  P.  McCALLIE  has 
been  appointed  to  a four-year  term  on  the  Erlanger 
Board  of  Trustees.  The  appointment  was  announced  by 
Mayor  Pat  Rose,  who  praised  outgoing  board  members, 
DRS.  AUGUSTUS  McCRAVEY  and  LEVI  PATTON 
for  their  work  with  the  hospital. 

RALPH  F.  MORTON,  M.D.,  Kingsport  cardiologist 
and  president  of  the  Indian  Path  Hospital  medical  staff, 
has  been  named  to  the  board  of  governors  of  Hospital 
Corporation  of  America. 
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The  Livingston  Rotary  Club  had  a birthday  party 
August  18,  honoring  DR.  HERMAN  B.  NEVANS. 
Now  retired,  the  doctor’s  69th  birthday  was  celebrated 
with  a cake,  and  a plaque  was  presented  to  him  honor- 
ing his  38  years  of  service  to  the  Overton  County 
and  Upper  Cumberland  people. 

KENNETH  L.  ROARK.  M.D.,  Johnson  City,  has  been 
named  Assistant  Superintendent  for  Medical  Services  at 
Greene  Valley  Developmental  Center,  replacing  DR. 
GEORGE  W.  ODEN  of  Greeneville.  Dr.  Oden  has 
served  in  the  capacity  for  six  years,  but  asked  to  be 
relieved  of  the  responsibilities  in  order  to  get  back  to 
the  full-time  practice  of  medicine. 

Chattanooga’s  DR.  JOHN  J.  RUSSELL  was  honored 
by  directors  and  stockholders  of  North  American 
Capital  Corp.  for  his  service  as  chairman  of  the  board 
for  the  past  3%  years.  A prominent  plastic  surgeon, 
Dr.  Russell  stepped  down  because  of  pressing  profes- 
sional commitments,  one  of  them  being  his  selection 
as  president-elect  of  the  Chattanooga-Hamilton  County 
Medical  Society. 

DR.  ALEX  B.  SHIPLEY  of  Knoxville,  former  East 
Tennessee  regional  director  for  the  Tennessee  Depart- 
ment of  Public  Health,  was  honored  at  a reception 
for  his  contributions  to  public  health  and  the  state  of 
Tennessee.  Dr.  Shipley  also  received  a special  award 
from  the  State,  commending  him  for  his  service. 

DR.  JAMES  VAN  BLARICUM  of  Woodbury,  has 
completed  continuing  education  requirements  to  retain 
active  membership  in  the  American  Academy  of  Family 
Physicians. 

Knoxville  physician  DR.  JAMES  D.  YATES  has  been 
granted  a fellowship  in  the  American  College  of 
Cardiology. 

DR.  BERNARD  M.  ZUSSMAN,  a Memphis  internal 
medicine  and  allergy  specialist,  has  been  elected  to  the 
national  board  of  trustees  of  the  National  Jewish  Hos- 
pital and  Research  Center.  The  Denver  hospital  is  an 
internationally  known  center  for  respiratory  diseases 
and  immunological  disorders. 


announcement/ 


CALENDAR  OF  MEETINGS 

NATIONAL 

Oct.  22-27  American  Academy  of  Child  Psychiatry, 
Chase  Park  Plaza,  St.  Louis. 


Oct.  23-25 

American  Academy  of  Psychiatry  and  the 
Law,  Annual  Meeting,  Boston. 

Oct.  26-30 

American  College  of  Chest  Physicians, 
Disneyland  Hotel,  Anaheim,  Ca. 

Nov.  2-6 

American  College  of  Chest  Physicians, 
Conrad  Hilton,  Chicago. 

Nov.  6-8 

Southern  Thoracic  Surgical  Association, 
Fairmont  Roosevelt  Hotel,  New  Orleans. 

Nov.  9-14 

American  Association  of  Blood  Banks, 
Palmer  House,  Chicago. 

Nov.  12-15 

American  Academy  of  Neurological  Sur- 
gery, Phoenix,  Ariz. 

Nov.  16-17 

American  College  of  Preventive  Medicine, 
Chicago. 

Nov.  16-19 

Southern  Medical  Association,  Fontaine- 
bleau, Miami  Beach. 

Nov.  16-20 

American  Association  of  Public  Health 
Physicians,  Chicago. 

Nov.  16-20 

American  Public  Health  Association,  Con- 
rad Hilton,  Chicago. 

Nov.  16-21 

American  Academy  of  Physical  Medicine 
and  Rehabilitation,  Hyatt  Regency,  At- 
lanta. 

Nov.  22-23 

Clinical  Dialysis  and  Transplant  Forum, 
New  York  Hilton  Hotel. 

Nov.  25-26 

American  Society  of  Nephrology,  Wash- 
ington Shoreham  Hotel. 

Nov.  29- 
Dec.  4 

American  Medical  Association,  Honolulu. 

Nov.  30- 
Dec.  5 

Radiological  Society  of  North  America, 
Palmer  House,  Chicago. 

Dec.  6-1 1 

American  Academy  of  Dermatology, 
Hilton  and  St.  Francis,  San  Francisco 

STATE 

Oct.  24-25 

Tennessee-Kentucky  Region,  American 
College  of  Physicians,  Hyatt  Regency 
House,  Nashville. 

Nov.  5-7 

Tennessee  Academy  of  Family  Physicians, 
Civic  Auditorium,  Gatlinburg. 

Dollars  Today— 
—Doctors  Tomorrow  ama-erf 


American  Medical  Association 
Education  and  Research  Foundation 

535  North  Dearborn  Street,  Chicago  10,  Illinois 
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The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  1 credit  for 
the  AM  A Physician’s  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 

IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportuni- 
ties which  come  to  our  attention  which  might  be  of 
interest  to  our  membership,  as  some  of  these  are  very 
long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses.  In  order  to  conserve  space,  most  of 
them  will  be  published  in  only  one  issue  of  the  Journal. 

Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman 
can  plan  an  individualized  program  of  one-to-four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 

Participating  Departments  and  Divisions 

Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases James  D.  Snell,  M.D. 

Dermatology Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  & Diabetes  . Grant  W.  Liddle,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology Sanford  B.  Krantz,  M.D. 

Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 

Obstetrics  & Gynecology John  S.  Zelenik,  M.D. 

Orthopaedics  Paul  W.  Griffin,  M.D. 

Pathology William  H.  Hartmann,  M.D. 


Pediatrics  David  T.  Karzon,  M.D 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D 

Surgery 

General  H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 

Oral  H.  David  Hall,  D.M.D 

Pediatric  James  A.  O'Neill,  M.D 

Plastic  John  B.  Lynch,  M.D 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . Vernon  H.  Reynolds.  M.D 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physician's 
Recognition  Award  and  American  Academy  of  Family 
Physician’s  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 
305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615/322-2716 

Vanderbilt  University  School  of  Medicine 
Continuing  Medical  Education  Courses 

CARE  OF  THE  ARTHRITIC  PATIENT 

November  14-15,  1975 

University  Club  of  Nashville,  Grill  Room 
2402  Garland  Avenue 

Presented  by:  Rheumatology  Division.  Department  of 

Medicine;  Department  of  Orthopedics 
and  Rehabilitation;  Division  of  Continu- 
ing Education,  Vanderbilt  University 
School  of  Medicine;  Middle  and  East 
Tennessee  Arthritis  Foundation;  Ten- 
nessee Mid-South  Regional  Medical  Pro- 
gram; Tennessee  Academy  of  Family 
Physicians. 

Symposium  Coordinators:  John  S.  Sergent,  M.D.  and 

William  G.  Sale,  M.D. 

MEDICAL  MALPRACTICE: 

THE  CRISIS  OF  THE  YEAR 

October  31,  1975 

Underwood  Auditorium,  Vanderbilt  School  of  Law 
21st  Avenue  South  at  Broadway,  Nashville,  Tennessee 

Presented  by:  The  School  of  Law  and  The  Division  of 
Continuing  Education  of  the  School  of 
Medicine,  Vanderbilt  University 

Symposium  Coordinators:  W.  Harold  Bigham,  J.  D., 

and  Paul  E.  Slaton,  M.D. 
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PROGRAM: 

MEDICAL  MALPRACTICE— 

From  the  Viewpoint  of  the  Physician 
Morse  Kochtitzky,  M.D.;  James  W.  Hays,  M.D. 

From  the  Viewpoint  of  the  Hospital  Administrator 
J.  D.  Elliott;  Ira  M.  Lane 
Review  of  Malpractice  Legislation 
Jonathan  J.  Robertson,  J.D. 

From  the  Viewpoint  of  the  Lawyer 
John  M.  Wade,  S.J.D. 

From  the  Viewpoint  of  the  Insuror 
Joseph  M.  Clinard,  Jr. 

Panel  Discussion:  L.  Harold  Levinson,  J.S.D.;  Robert 
D.  Kamenshine,  J.D.;  faculty  and 
audience 

FACULTY 

W.  HAROLD  B1GHAM,  J.D.,  Professor  of  Law,  Van- 
derbilt Univ.  School  of  Law 

JOSEPH  M.  CLINARD,  JR.,  Resident  Vice  President, 
Shelby  Mutual  Insurance  Company;  Chairman,  Board 
of  Directors,  Tennessee  Temporary  Joint  Underwriting 
Association. 

J.  D.  ELLIOTT,  Executive  Vice  President,  Nashville 
Memorial  Hospital. 

JAMES  W.  HAYS,  M.D.,  neurosurgeon  in  private  prac- 
tice; member  and  past  Chairman,  Board  of  Trustees, 
Tennessee  Medical  Association. 

ROBERT  D.  KAMENSHINE,  J.D.,  Professor  of  Law, 
Vanderbilt  Univ.  School  of  Law. 

MORSE  KOCHTITZKY,  M.D.,  Chairman,  TMA  Com- 
mittee on  Legislation;  Chairman,  TMA  Ad  Hoc  Com- 
mittee on  Professional  Liability;  physician  in  private 
practice. 

IRA  M.  LANE,  Executive  Vice  President,  Tennessee 
Hospital  Association. 

L.  HAROLD  LEVINSON,  J.S.D.,  Professor  of  Law, 
Vanderbilt  Univ.  School  of  Law. 

JONATHAN  J.  ROBERTSON,  J.D.,  Chief  Judge,  Court 
of  Appeals  of  Indiana;  Adjunct  Professor  of  Law; 
Indiana  University  School  of  Law. 

PAUL  E.  SLATON,  M.D.,  Associate  Professor  of 
Medicine  and  Director,  Division  of  Continuing  Educa- 
tion, Vanderbilt  University  School  of  Medicine. 

JOHN  W.  WADE,  S.J.D.,  Distinguished  Professor  of 
Law  and  former  Dean,  Vanderbilt  University  School  of 
Law;  Commissioner  on  Uniform  Laws,  State  of  Ten- 
nessee. 

For  further  information  and  registration  contact: 
Vanderbilt  Continuing  Education 
305  Medical  Arts  Building 
Nashville,  Tennessee  37212  615-322-2716 

Cancer  Information 

D-l-A-l  A C C E S S $“Y-$“T-E-M 

WHAT?  A valuable  cancer  education  service  through 
toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 


WHERE?  In  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  University 
of  Texas  System  Cancer  Center. 

WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m., 
CST;  Saturday,  8:00  a.m.  to  11:00  a.m., 
CST. 

Write:  Southern  Medical  Association 
Cancer  Information  Center 
2601  Highland  Avenue 
Birmingham,  Alabama  35205 
Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 


University  of  Tennessee  Clinical 
Education  Center-Chattanooga 
1975-76  Program  Schedule 


Nov.  20-21 

Management  of  the  Critically  111  Surgical 
Patient 

Dec.  4-5 

Hypertension  for  the  Family  Physician 

Feb.  1 1 

Use  of  Blood  and  Blood  Products 

Feb.  19-20 

Ear,  Nose  and  Throat  Problems 

March  4-5 

Orthopaedics 

March  18-19 

Recent  Advances  in  Pediatrics 

April  22-23 

Allergies 

May  13-14 

Pulmonary  Functions 

June  3-4 

Infectious  Disease 

Spring  1976 

Diagnostic  Radiology  for  the  F.P.  and 
E.R.  Physician  (One  week  in  Gatlin- 

burg) 

Spring  1976 

Tax  and  Estate  Planning  for  Physicians 
(2-3  days  in  Callaway  Gardens  or  Hil- 
ton Head  Island) 

Courses  approved  for  Category  I credit  for  AMA 
Physician’s  Recognition  Award. 

For  information,  contact  LeRoy  J.  Pickles,  Director 
of  Continuing  Medical  Education,  Suite  300,  921  East 
Third  Street,  Chattanooga,  Tennessee  37403. 

School  of  Medicine 
Medical  School  of  Georgia 
Augusta,  Georgia 

1975-1976 

CONTINUING  MEDICAL  EDUCATION 

ADVANCED  ELECTROCARDIOGRAPHY,  Holi- 
day Inn  of  Jekyll  Island,  Georgia,  October  20-24, 
1975. 

PSYCHOBIOLOGY,  November  10-12,  1975. 
GASTROINTESTINAL  DISEASES,  December  4-5, 

1975. 

BASIC  NEUROLOGY,  February  19-21,  1976. 
CLINICAL  PSYCHIATRY,  February  26-27,  1976. 

MAKING  SURGICAL  DECISIONS,  March  4-6, 

1976. 

HORMONAL  REPLACEMENT,  March  15-16,  1976. 

THE  AGED  PATIENT-PSYCHIATRIC  AND  NEU- 
ROLOGIC ASPECTS,  May  6-8,  1976. 
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THE  PITUITARY,  May  20-22,  1976. 

INTERNAL  MEDICINE,  Holiday  Inn  of  Jekyll 
Island,  Georgia,  June  10-12,  1976. 

PHYSICIANS  CONTINUING  EDUCATION 
SERIES,  in  Dalton,  Georgia,  January  8,  February 
12,  March  11,  and  April  1,  1976. 

In  Dublin,  Georgia  October  28  and  November  25, 
1975;  January  27,  February  24,  and  March  23, 
1976. 

Division  of  Continuing  Education 
Medical  College  of  Georgia 
Augusta,  Georgia  30902 

ACP  Announces  Regional  Meetings, 
Postgraduate  Courses 

The  American  College  of  Physicians  (ACP)  has  an- 
nounced the  dates  and  locations  of  34  regional  meetings 
and  41  postgraduate  courses  to  be  held  between  Septem- 
ber, 1975,  and  June,  1976,  at  sites  throughout  the 
United  States  and  Canada. 

The  ACP’s  one-to-four  day  regional  meetings  are 
designed  to  help  practicing  internists  (and  physicians 
in  related  specialties)  keep  up  with  new  developments 
in  the  basic  sciences  and  clinical  medicine. 

Averaging  three  to  five  days  in  duration,  the  ACP 
postgraduate  courses  provide  opportunities  for  in- 
depth  study  of  a wide  range  of  subjects  of  importance 
to  practicing  physicians. 

The  ACP  regional  meetings  and  postgraduate 
courses  have  been  approved  by  the  American  Medical 
Association  Advisory  Committee  on  Continuing  Med- 
ical Education.  They  fulfill  Category  I requirements 
for  the  AM  A Physician’s  Recognition  Award. 


American  College  of  Physicians 
Postgraduate  Courses 

Nov.  2-3  LIVER  DISEASE  AND  THE  INTER- 
NIST, Ambassador  Hotels,  Chicago,  IL. 

Dec.  8-11  FLUID  AND  ELECTROLYTE  BAL- 
ANCE, HYPERTENSION  AND  RENAL 
DISEASE,  Northwestern  University  Med- 
ical School,  Passavant  Pavillion,  North- 
western Memorial  Hospital,  Chicago,  IL. 

Jan.  5-9  WORKSHOPS  IN  THE  PHYSIOLOGY, 
DIAGNOSIS  AND  TREATMENT  OF 
ELECTROLYTE  AND  ACID-BASE  DIS- 
ORDERS, University  Pennsylvania  School 
of  Medicine,  Philadelphia,  PA. 

Jan.  20-23  INTERNAL  MEDICINES  AND  THE 

PRACTICE  OF  INTERNAL  MEDICINE, 
Letterman  Army  Medical  Center,  San 
Francisco,  CA. 

Jan.  26-30  SECOND  STANFORD  WINTER 

COURSE  IN  INFECTIOUS  DISEASES, 
Stanford  University  Medical  Center,  Stan- 
ford, CA,  Keystone,  CO. 

Jan.  28-30  UPDATE  IN  INFECTIOUS  DISEASES, 
Medical  College  of  Pennsylvania,  Phila- 
delphia, PA. 


Information:  Registrar,  Postgraduate  Courses,  ACP, 

4200  Pine  Street,  Philadelphia,  PA  19104. 

See  August,  1975  issue  for  complete  1975-76  listing  of 
Regional  meetings  and  Post-graduate  courses. 

Southern  Medical  Assn. 
Post-Graduate  Courses 

Nineteen  postgraduate  courses  are  scheduled  for  the 
69th  Annual  Scientific  Meeting  of  SMA  to  be  held  in 
Miami  Beach,  Fla.,  November  16-19. 

These  will  include:  Basic  Fetal  Monitoring;  Children’s 
Orthopaedics;  Gastorenterology;  EKG;  Morphology  of 
Peripheral  Blood  Smears  and  Bone  Marrow  Sections; 
Diagnosis  and  Treatment  of  Platelet  Disorders;  Pre- 
vention and  Control  of  Hospital-Associated  Infections; 
Respiratory  Therapy;  Hypospadias,  Epispadias,  Pey- 
ronie’s Disease,  and  Other  Conditions  Causing  Penile 
Curvatures;  Advanced  Fetal  Monitoring;  New  Develop- 
ments of  Detection,  Treatment,  and  Follow-Up  of  Gyne- 
cologic Malignancies;  Office  Management  of  the  In- 
fertile Couple:  Hand  Surgery  (Part  I);  Hand  Surgery 
(Part  II);  Pediatric  Urology;  Pediatric  Dermatology; 
Dermatology  for  Non-Dermatologists;  Functional  Cast 
Bracing;  and  Disorders  of  Fluid.  Electrolyte,  and  Acid- 
Base  Balance. 

All  courses  are  approved  for  hour-for-hour  credit 
in  the  American  Medical  Association  Physician’s  Rec- 
ognition Award,  Category  I.  For  more  information  on 
SMA  postgraduate  courses  contact  the  Southern  Medical 
Association,  2601  Highland  Avenue  South,  Birmingham, 
Alabama  35205. 

Interstate  Scientific  Assembly 

The  60th  Annual  International  Scientific  Assembly 
of  Interstate  Postgraduate  Medical  Association  will 
be  held  at  the  New  Orleans  Marriott  Hotel,  November 
3-6.  This  program,  primarily  designed  for  Primary 
Physicians  practicing  in  the  U.  S.  and  Canada,  has 
been  planned  cooperatively  with  the  Louisiana  Academy 
of  Family  Practice,  and  provides  20  hours  of  prescribed 
credit  for  members  of  the  American  Academy  of 
Family  Physicians  and  the  College  of  Family  Physicians 
of  Canada  who  attend.  A similar  number  of  hours 
of  credit  toward  the  AMA  Physician’s  Recognition 
Award  is  provided  through  attendance. 

The  program  will  consist  of  lectures,  informal  group 
discussions,  “live”  closed-circuit  TV  and  medical  movies 
on  a variety  of  topics,  with  major  emphasis  in  pedi- 
atrics, internal  medicine,  obstetrics  and  gynecology  and 
psychiatry. 

The  Assembly  is  open  to  any  licensed  M.D.  in  the 
U.  S.  and  Canada  at  a fee  of  $40  in  advance  or  $60 
at  the  meeting.  Those  interested  in  full  details  of  the 
meeting  and  hotel  forms  should  write  Dr.  Alton  Ochs- 
ner,  Program  Chairman,  Interstate  Postgraduate  Med- 
ical Association,  P.  O.  Box  1109,  Madison,  Wisconsin, 
53701. 


Baylor  College  of  Medicine 
Houston,  Texas 

The  Office  of  Continuing  Education  of  Baylor  College 
of  Medicine  is  announcing  a two-day  course  on 
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Phenomenology  and  Treatment  of  Depression,  Decem- 
ber 4-5,  1975. 

Depressive  disorders  constitute  the  most  common  type 
of  psychopathology  confronted  by  the  psychiatrist,  in- 
ternist, and  physician  in  family  and  general  practice. 

For  information,  contact:  Fred  M.  Taylor,  M.D., 

Director,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  Texas  Medical  Center,  Houston,  Texas 
77025. 


University  of  Maryland,  School  of  Medicine 
Baltimore,  Maryland 
1975-76  Program  Schedule 


Oct.  24-25 
Oct.  25-26 
Nov.  13-15 
Nov.  20 
Dec.  4 
Dec.  5-6 

1976 

Jan.  17-18 


Feb.  12-14 
Feb.  20 
Feb.  28 
Mar.  3 thru 
Apr.  7 

Mar.  5-6 

Mar.  18 
Mar.  25-27 
Apr.  3-4 

Apr.  22-23 
May  6-7 

May  8 
Jun.  13-19 


Intraocular  Lens  Symposium 

Internal  Medicine — A weekend  Review 

Critical  Care  Seminar 

Orthopaedic  Day 

Sexual  Abuse  in  Adolescents 

The  General  Practitioner  in  the  Treatment 

of  Alcoholism 

Family  Medicine  Intensive  Learning  Week- 
end—No.  1 
Dermatology  Days 
Obstetrics  Day 
Traumatology 

Selected  Topics  in  General  and  Lamily 
Practice — Part  II  (6  Consecutive  Wednes- 
day evenings) 

Gastroenterology — Management  of  the 
Problem  Patient 

Perspectives  in  Child  Development 
Cancer  Seminar — No.  2 
Family  Medicine  Intensive  Learning  Week- 
end— No.  2 

Blood  Diseases  and  Transfusion 
Symposium  of  Acute  Pulmonary  Condi- 
tions and  Trauma 
Drugs  and  the  Anesthesiologist 
Family  Practice  Review  Program 


For  further  information  and  brochures,  contact:  Pro- 
gram of  Continuing  Education,  University  of  Maryland 
School  of  Medicine,  29  South  Greene  Street,  Baltimore, 
Maryland  21201. 


Geriatric  Medicine 

“Geriatric  Medicine  for  the  Practitioner”  is  a one  day 
conference  jointly  sponsored  by  the  Duke  University 
Center  for  the  Study  of  Aging  and  Human  Develop- 
ment, the  American  Geriatrics  Society  and  the  Duke 
Lamily  Practice  Clinic. 

This  conference,  co-sponsored  by  the  Duke  Univer- 
sity Center  for  the  Study  of  Aging  and  Human  Develop- 
ment, the  American  Geriatrics  Society  and  the  Duke 
Family  Medicine  Program  reflects  the  concern  of  prac- 
ticing physicians  in  their  medical  management  of  the 
geriatric  patient.  The  program  areas  were  selected 
after  extended  discussions  with  a number  of  physicians 
actively  engaged  in  family  practice.  The  faculty  is 
headed  by  Dr.  E.  W.  Busse,  President  of  the  American 


Geriatrics  Society  and  includes  distinguished  psychiatrists 
and  parctitioners. 

This  conference  will  be  held  on  December  13,  1975 
in  the  Duke  Hospital  Amphitheatre.  Registration  is 
limited.  The  fee  is  $35.  Credit  for  6 hours  of  AMA 
category  I has  been  granted.  American  Lamily  Prac- 
tice credit  has  been  requested. 

Lor  further  information  please  write  to  Dorothy 
Heyman,  Executive  Secretary,  Center  for  the  Study  of 
Aging  and  Human  Development,  Box  3003,  Duke  Uni- 
versity Medical  Center,  Durham,  North  Carolina 
27710. 


Ischemic  Heart  Disease  Course 

The  American  College  of  Chest  Physicians  will 
sponsor  the  postgraduate  course,  “Cardiovascular  and 
Pulmonary  Function  in  Ischemic  Heart  Disease.”  This 
program  will  be  held  at  the  Americana  Hotel  in  San 
Juan,  Puerto  Rico,  December  3-5,  1975. 

Co-sponsors  of  this  program  are  the  University  of 
Puerto  Rico  School  of  Medicine,  Veterans  Administra- 
tion Hospital  of  San  Juan  and  the  San  Juan  Chapter — 
American  College  of  Chest  Physicians.  Course  co- 
directors are  Matthew  B.  Divertie,  M.D.  and  Ramon 
E.  Figueroa-Lebron,  M.D. 

The  two  and  one  half  day  course  is  designed  to  cover 
relevant  topics  dealing  with  cardiovascular  and  pul- 
monary function  in  ischemic  heart  disease.  Formal 
presentations  will  be  followed  by  group  panel  discus- 
sions with  encouraged  registrant  participation.  Cabana 
sessions  and  “how-to  sessions”  will  also  be  featured 
during  the  program. 

This  program  is  acceptable  for  12  hours  credit  toward 
the  American  Medical  Association's  Physician  Recogni- 
tion Award  under  Category  1.  Tuition  fees  are:  ACCP 
members — $125;  Nonmember  physicians — $150;  and 
Residents,  Nurses  & Therapists — $75. 

For  further  information,  please  contact:  Mr.  Dale  E. 
Braddy,  Director,  Continuing  Education,  American 
College  of  Chest  Physicians,  911  Busse  Highway,  Park 
Ridge,  Illinois  60068 


medical 

brief/ 
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Quality  Assurance  Book 

The  Commission  on  Professional  and  Hospital  Activ- 
ities (CPHA)  announces  publication  of  a new  resource 
book.  Quality  Assurance  in  Long-Term  Care  Facilities: 
Planning  Improved  Patient  Care  Through  Extended  Stay 
Review,  Discharge  Planning,  and  Medical  Care  Evalua- 
tion. The  book  deals  primarily  with  the  use  of  Medical 
Care  Evaluation  Studies  as  a means  of  planning  im- 
proved patient  care. 

As  more  and  more  governing  bodies  and  staffs  of 
long-term  health  facilities  recognize  the  need  for  de- 
veloping and  perfecting  quality  assurance  mechanisms 
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which  apply  to  all  aspects  of  a facility’s  operation,  the 
usefulness  of  such  a manual  becomes  more  apparent. 

Although  basic  theoretical  considerations  are  dis- 
cussed, the  book  is  fundamentally  a “how  to”  manual 
with  sufficient  examples  of  Medical  Care  Evaluation 
Studies  to  permit  implementation  of  a quality  assurance 
program  in  any  long-term  care  facility.  Introductory 
chapters  deal  with  such  things  as  the  responsibility  of 
a facility’s  governing  body,  the  make-up  and  responsi- 
bilities of  a utilization  review  committee,  basic  infor- 
mation pertaining  to  the  Medical  Care  Evaluation  Study 
as  a quality  assurance  technique,  and  topic  selection 
for  medical  audits. 

The  remainder  of  the  text  is  made  up  of  a suggested 
monitoring  technique  covering  all  patients,  typical 
“medical"  and  “administrative”  Medical  Care  Evalua- 
tion Study  examples,  examples  of  in-service  training 
for  nursing  staff,  and  various  essential  forms. 

The  book  is  being  offered  for  $15  and  can  be 
ordered  by  contacting  CPHA.  Ann  Arbor,  Michigan. 
Any  institution  or  organization  interested  in  develop- 
ing structured  planning  techniques  to  evaluate  long-term 
patient  care  through  the  use  of  Medical  Care  Evaluation 
Studies  and  utilization  review  will  find  the  book  useful. 

Cancer  Therapy 

The  NCI-VA  Medical  Oncology  Branch,  located  at 
the  Veterans  Administration  Hospital  in  Washington, 
D.C.,  accepts  referrals  of  patients  with  the  following 
malignancies: 

1.  Microscopically  proven,  inoperable  bronchogenic 
carcinoma,  especially  small  cell  (oat  cell)  carcinoma. 
Patients  must  not  have  received  prior  radiotherapy  or 
chemotherapy.  Such  patients  will  be  treated  with 
chemotherapy,  radiotherapy,  or  a combination  of  these 
modalities,  depending  on  histologic  subtype  and  stage 
of  disease.  Selected  patients  may  also  receive  intensive 
therapy  in  the  protected  environment  of  a laminar  air 
flow  room. 

2.  Microscopically  proven,  metastatic  prostatic  adeno- 
carcinoma (Stage  D)  patients  who  have  not  received 
prior  chemotherapy  or  hormonal  therapy.  Such  patients 
will  be  treated  with  hormonal  therapy  alone  or  in  com- 
bination with  chemotherapy. 

3.  Microscopically  proven  hepatocellular  carcinoma 
(hepatoma)  patients  without  prior  chemotherapy.  Such 
patients  will  be  placed  on  chemotherapy  trials. 

Both  veteran  and  non-veteran  patients  are  eligible  for 
these  studies.  Preference  will  be  given  to  ambulatory 
patients  who  live  within  commuting  distance. 

John  D.  Minna,  M.D. 

Acting  Chief,  NCI-VA  Medical  Oncology  Branch 
Veterans  Administration  Hospital 
50  Irving  Street,  N.W.,  Washington,  D.C.  20422 
Tel:  (202)  389-7275  or  389-7276 

Clinical  Center  Study  of  Patients  with 
Soft  Tissue  and  Bony  Sarcomas 

The  cooperation  of  physicians  is  requested  in  the 
referral  of  patients  with  soft  tissue  or  bofty  sarcomas 
for  the  evaluation  of  a promising  new  program  for  the 
treatment  of  these  diseases.  This  therapy  is  being 
evaluated  by  the  National  Cancer  Institute  at  the 
Clinical  Center,  National  Institutes  of  Health,  Bethesda, 


Maryland.  It  involves  the  use  of  post-operative  chemo- 
therapy and  immunotherapy. 

Of  interest  are  patients  with  a diagnosis  of  fibrosar- 
coma, liposarcoma,  rhabdomyosarcoma,  chondrosar- 
coma, osteogenic  sarcoma,  undifferentiated  sarcoma, 
synovial  cell  sarcoma,  mesenchymoma,  angiosarcoma  or 
any  soft  tissue  mass  suspected  of  being  a sarcoma. 

Patients  suitable  for  these  treatment  protocols  are 
primarily  those  who  have  had  incisional  or  needle 
biopsy  or  local  excision  to  confirm  the  diagnosis. 
Patients  who  have  pulmonary  metastatic  disease  do  not 
now  fit  into  any  of  the  treatment  protocols. 

Physicians  interested  in  having  their  patients  con- 
sidered for  admission  may  write  or  telephone: 

Steven  A.  Rosenberg,  M.D.,  Ph.D. 
National  Cancer  Institute 
Clinical  Center,  Room  ION-116 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 

Clinical  Center  Study  of  Patients  with 
Chronic  Hepatitis  and  Primary 
Biliary  Cirrhosis 

The  cooperation  of  physicians  is  requested  in  the 
referral  of  patients  for  studies  of  chronic  aggressive 
hepatitis,  chronic  persistent  hepatitis  and  primary  biliary 
cirrhosis  being  undertaken  at  the  National  Institutes  of 
Health  Clinical  Center,  Bethesda,  Maryland,  by  the 
National  Institute  of  Arthritis,  Metabolism,  and 
Digestive  Diseases. 

Needed  are  untreated  patients  who  are  SH  antigen 
negative,  preferably  by  radioimmunoassay.  All  patients 
accepted  for  study  will  be  admitted  to  the  Clinical 
Center  where  they  will  undergo  a detailed  evaluation 
of  their  condition  and  be  started  on  appropriate  treat- 
ment. Duration  of  the  admission  is  expected  to  be 
about  three  weeks. 

E.  Anthony  Jones,  M.D. 
Clinical  Center,  Room  4D-54 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 

How  To  Save  a Choking  Victim 

A new  film  designed  to  teach  how  to  reduce  sig- 
nificantly the  sixth  largest  cause  of  accidental  death  in 
the  United  States  was  placed  in  national  distribution 
today  by  Oxford  Films,  the  educational  film  subsidiary 
of  Paramount  Pictures. 

Available  in  16mm,  Super  8 cartridge  and  videotape. 
"How  to  Save  A Choking  Victim:  The  Heimlich 

Maneuver,”  shows  the  three  symptoms  of  a choking 
victim  and  demonstrates  a four  step  life-saving  method 
developed  by  Dr.  Henry  J.  Heimlich,  director  of 
surgery,  Jewish  Hospital,  Cincinnati. 

The  Oxford  Film  features  Dr.  Heimlich,  himself, 
explaining  and  performing  his  technique.  The  maneuver 
uses  manual  pressure  directed  upward  on  the  diaphragm 
to  generate  the  necessary  pressure  in  the  lungs  to  expel 
any  obstruction.  It  can  be  self-administered  as  well 
as  used  on  another  person.  The  technique  can  be 
performed  by  any  layman,  once  he  has  been  properly 
trained.  “How  To  Save  A Choking  Victim:  The 

Heimlich  Maneuver”  is  available  directly  from  Oxford 
Films,  Los  Angeles,  California  90038. 
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CHILD  MENTAL  HEALTH  UNIT 
OPENS  IN  ATLANTA 


IPiSSS 


The  first  private, 
comprehensive  in-patient 


psychiatric  service  for 
children  in  Georgia 
has  opened  at  Peachtree 
and  Parkwood  Mental  Health 
Center  and  Hospitals  in 
Atlanta,  Georgia.  Out-patient 
services  and  a day-care 
program  are  an  integral 
part  of  this  new  service  for  children  under  13  years  of  age. 


TREATMENT  PLAN 

A multi-modality  approach  to  psychiatric  treatment  is  used 
and  a comprehensive  treatment  plan  is  developed  for  each 
child.  Psychiatric  history,  physical  and  neurological  exam- 
inations, social  history,  educational  evaluation  and  psycho- 
logical testing  determine  the  basic  data  upon  which  a 
treatment  plan  is  devised. 

The  following  types  of  treatment  are  used:  individual 
psychotherapy  (play  therapy);  group  activities  and  group 
therapy;  chemotherapy;  parents  and  family  therapy,  and 
occupational,  recreational,  and  music  therapies.  Special 
emphasis  is  placed  on  the  family  therapy  process  and  treat- 
ment involves  the  family  at  every  step. 


trician.  This  includes  a medical  history  and  necessary 
laboratory  procedures,  such  as  EEG,  EKG,  and  fluoroscopic 
X-ray  studies. 

STAFF 

The  new  Child  Service  is  directed  by  a fully-trained  child 
psychiatrist  who  has  had  previous  experience  with  the 
direction  of  a child  unit.  Ten  child  psychiatrists  and  several 
child  psychologists  are  involved  in  the  program,  and  the 
staff  works  as  a team  in  diagnosis,  treatment  and  rehabili- 
tation under  the  direction  of  a child  psychiatrist. 


MEDICAL  SERVICES 

Each  child  admitted  receives  a complete  physical  and 
neurological  examination  performed  by  the  Center's  pedia- 


NEEDED  SCHOOLING  AVAILARLE 

An  educational  evaluation  determines  the  prescriptive 
teaching  each  child  requires  in  the  special  educational 
program  which  is  provided. 


Peachtree  and  Parkwood  is  a comprehensive  mental  health  center  which  includes  alcohol 
rehabilitation  and  drug  treatment  as  well  as  psychiatric  treatment  for  adults,  adolescents 
and  children.  Complete  information  on  services  and  facilities  may  be  obtained  by  writing 

or  calling  the  Admissions  Director: 

PEACHTREE  and  PARKWOOD  MENTAL  HEALTH  CENTER  and  HOSPITALS 

1999  Cliff  Valley  Way,  N.E.  Atlanta,  Georgia  30329  404/633-8431 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals 


Preventing  malpractice 

As  this  editorial  is  being  written,  news  of  the 
legislation  that  passed  both  Houses  in  Albany  is 
being  reported  in  the  press.  It  will  only  partially 
alleviate  our  professional  liability  problem  but, 
hopefully,  before  this  is  published,  the  tort 
changes  and  insuring  agency  developed  will  be 
helpful  to  us  and  indirectly  beneficial  to  our  pa- 
tients and  the  general  public. 

It  is  now  appropriate  for  us  to  apply  our  think- 
ing processes  to  methods  of  preventing  medical 
malpractice.  Educating  the  public  as  to  the  scope 
of  the  problem  and  the  difference  between  bad 
results  and  true  negligence  is  the  responsibility 
of  our  public  relations  team. 

A mere  recitation  of  the  causes  will  be  mean- 
ingless if  physicians  refuse  to  accept  the  fact  that 
an  injury,  real  or  imagined,  is  the  primary  cause 
of  malpractice  litigation.  Recognizing  this  pre- 
mise and  correcting  our  deficiencies  is  absolutely 
essential  to  the  success  of  all  programs  devised 
to  reduce  the  number  of  suits  brought  against 
physicians. 

Many  of  us  recognized  early  the  increasing 
number  of  cases  and  skyrocketing  awards  and 
began  to  search  for  reasons.  The  most  common 
are: 

1.  An  error  in  judgment,  treatment,  or  an  overt 
negligent  act  are  the  major  causes  of  mal- 
practice litigation.  If  nonexistent,  we  would 
not  have  a problem. 

2.  The  thing  speaks  for  itself — res  ipsa  loquitur. 

3.  The  rapid  expansion  of  medical  knowledge 
has  produced  a widening  gap  in  a doctor's 
ability  to  apply  all  that  he  should  in  each 
particular  case. 

4.  Complicated  procedures  and  equipment — 
they  increase  hazards  and  require  greater 
skills. 

5.  Incomplete  histories  and  incompetent  phys- 
ical examinations — the  physician  may  omit 
facts  and  miss  findings  pertinent  to  diag- 
nosis and  treatment.  Known  allergies,  for 
example,  must  be  recorded. 

6.  Failure  to  keep  accurate  and  detailed  records. 

7.  Failure  to  seek  consultation  in  difficult  and 
complex  cases. 

8.  Failure  to  order  appropriate  studies  par- 


ticularly x-rays  in  trauma  cases.  (This  is 
the  cause  of  excessive  testing  and  the  prac- 
tice of  defensive  medicine). 

9.  The  increase  in  public  interest  in  medicine 
and  health  matters.  People  expect  results  to 
be  consistently  good  (Marcus  Welby  syn- 
drome). They  are  not  aware  of  the  unpre- 
dictable aspects  of  medical  treatment. 

10.  The  present  poor  image  of  physicians  as  a 
group. 

11.  Increased  legal  expertise  in  uncovering 
grounds  for  and  prosecuting  suits  for  mal- 
practice. 

12.  The  publicity  that  is  given  to  large  verdicts 
and  settlements.  They  are  increasing  in 
number  and  amounts. 

13.  Rising  taxes,  medical  costs,  and  fees  create 
a greater  desire  on  the  part  of  the  patient 
to  recoup  money  from  physicians. 

14.  The  impersonal  relationship  that  exists  in 
hospitals  and  the  unsympathetic  care  ad- 
ministered by  some  physicians,  nurses,  and 
other  hospital  personnel. 

15.  Suit-prone  patients  and  suit-prone  physicians 
— the  former  expect  too  much  and  the  latter 
do  not  realize,  ignore,  or  are  unwilling  to 
accept  their  limitations  and  shortcomings. 

16.  Obtaining  consent  improperly — the  complex 
and  nearly  “informed  consent”  requirement. 

17.  Loose  talk  from  a physician  regarding  his 
personal  malpractice  coverage  and  criticism, 
warranted  or  unwarranted,  of  the  work  of  a 
colleague. 

18.  Failure  to  admit  a mistake.  Mistakes  do 
not  automatically  imply  legal  liability  and 
frank  discussion  of  them  may  prevent  a 
lawsuit. 

19.  Attempting  to  cover  up  errors  in  judgment 
or  changes  in  (charts  or  other)  progress 
notes. 

20.  Turning  delinquent  accounts  over  to  collec- 
tion agencies. 

21.  Guaranteeing  good  results  or  cures  which, 
incidentally,  is  also  unethical. 

22.  Foreign  bodies  left  in  a patient  during 
surgery. 

23.  Bad  effects  from  casts. 

24.  Technical  surgical  errors. 

25.  Poor  treatment  by  house  officers  and  or 
nurses. 

26.  Adverse  reactions  to  penicillin,  tetanus  shots, 
or  other  drugs. 

27.  Abandonment  of  obstetric  patients. 
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28.  Burns  or  other  damage  from  x-rays  or  chemi- 
cals. 

29.  Failure  of  the  physician  to  handle  properly 
a surgical  cardiac  arrest  case. 

These  are  the  common  causes  as  gleaned  from 
a variety  of  sources  over  the  last  ten  years.  . . . 

Julius  E.  Stolfi,  M.D.,  F.A.C.P. 

Reprinted  by  permission  from  the  New  York  State 
Journal  of  Medicine,  July  1975.  Copyright  by  the 
Medical  Society  of  the  State  of  New  York. 
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The  Tennessee  Physicians ? Mutual 
Tiability  Insurance  Company 

An  Editorial 


A Nashville  physician  who  is  an  astute  ob- 
server of  the  times  recently  observed  that  for 
several  months  now  he  hasn’t  heard  sex  even 
mentioned,  let  alone  discussed,  in  the  lounges, 
dining  rooms,  or  dressing  rooms  of  Nashville 
hospitals.  Unless  you  have  slept  through  the  past 
year  this  probably  will  come  as  no  surprise,  as 
medical  liability  insurance,  and  the  availability 
or  non-availability  thereof,  has  had  our  almost 
undivided  attention. 

For  years  insurance  carriers  have  reaped  a 
handsome  financial  reward  by  insuring  doctors 
against  malpractice  claims.  In  Tennessee  par- 
ticularly, few  suits  were  brought  and  even  fewer 
were  decided  against  us.  Then  a few  years  ago 
consumer  advocates  began  to  work  to  preserve 
the  welfare  of  consumer  advocates,  and  the  cli- 
mate changed  to  one  of  national  litigation,  the 
motto  of  which  was,  “Sue  the  b***ds.”  We  were 
caught  in  the  trap,  victims  of  the  times  and  of 
some  attorneys  of  a type  formerly  looked  down 
on  by  their  colleagues  as  “ambulance  chasers.” 

Physicians  the  country  over  were  in  trouble, 
and  of  course  our  friends  in  the  insurance  in- 
dustry flocked  to  our  assistance — in  a pig’s  eye! 
(to  use  a sometime  popular  colloquialism).  What 
they  did  was  cast  us  out,  and  as  of  April  1 of 
next  year,  or  on  the  next  policy  anniversary  fol- 
lowing April  1 of  this  year,  whichever  was  sooner, 
most  of  the  doctors  in  Tennessee  would  be  left 
without  insurance. 

Thanks  to  the  hard  work  of  TMA’s  Legislative 
Committee  under  the  able  leadership  of  Morse 
Kochtitzky,  M.D.,  temporary  relief  came  in  two 
areas.  One  was  House  Bill  1035,  which  became 
law  on  July  1,  the  provisions  of  which  have  been 
widely  circulated,  but  which,  in  a nutshell,  though 


they  fell  short  of  the  ideal,  markedly  improved  the 
liability  climate  in  Tennessee.  The  second  was 
provision  for  a Joint  Underwriters’  Association 
to  write  medical  malpractice  insurance  in  the 
event  no  private  carrier  chose  to  do  it.  With  the 
improved  risk  resulting  from  H.B.  1035  it  was  an- 
ticipated some  carriers  would  get  back  into  the 
business.  None  did.  So  as  of  September  1 JUA 
became  the  sole  writer  of  any  new  medical  mal- 
practice insurance  policies  in  Tennessee.  With 
a Board  of  Directors  formed  of  8 members  of 
the  insurance  industry  and  three  physicians,  it 
was  obvious  who  would  be  favored  in  delibera- 
tions. The  forthcoming  rates  were  exorbitant, 
4 times  those  of  1974  and  10  times  those  of 
1973.  But  it  was  a way  to  be  insured. 

The  rates  were  exorbitant  because  an  attempt 
was  made  to  form  realistic  actuarial  projections 
for  future  years  for  occurrence  type  policies,  using 
figures  derived  not  from  Tennessee’s  relatively 
favorable  experience,  but  from  the  national  ex- 
perience, including  the  dreadful  experience  of 
New  York  and  California,  which  have  been  a 
lawyers’  paradise  for  decades.  Therefore,  the 
Board  of  Directors  of  the  Tennessee  Medical 
Association,  in  company  with  some  other  states, 
Maryland,  Michigan,  North  Carolina,  and  Florida, 
for  example,  began  to  explore  the  feasibility  of 
forming  a physician-owned  insurance  company. 

The  insurance  we  are  talking  about  is  a modi- 
fied “claims-made”  insurance.  It  will  be  non- 
cancellable,  and  will  have  provisions  for  coverage 
after  retirement  or  death,  thus  retaining  for  the 
physician  the  best  features  of  the  occurrence  type 
insurance  while  protecting  the  company  against 
unoredictable  future  liability. 

On  Sunday,  October  12  the  plan  was  presented 
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to  the  House  of  Delegates  and  the  resolution 
printed  below  was  passed  overwhelmingly,  open- 
ing the  way  for  the  formation  of  a Physicians’ 
Mutual  Liability  Insurance  Company,  and  a 
Board  of  Directors  was  constituted.  If  the  plan 
is  approved  by  the  Insurance  Commissioner,  the 
JUA  will  be  no  more,  and  the  way  will  then  be 
open  for  other  companies  also  to  write  insurance, 
and  indications  are  that  some  will. 

As  with  everything  else  currently  having  to 
do  with  professional  liability,  Utopia  is  not  here. 
Witness,  for  example,  the  item  on  malpractice 
under  “National  News”  in  this  issue.  Most  im- 
portantly though,  the  company,  when  formed, 
is  going  to  require  the  cooperation  and  support 
of  every  physician  in  the  state.  The  action  taken 
by  the  House  was  not  the  end  but  only  the 
beginning.  But  it  was  a necessary  step  toward 
solving  the  problem  of  professional  liability  in- 
surance for  Tennessee  physicians. 

J.B.T. 

TENNESSEE  MEDICAL  ASSOCIATION 
HOUSE  OF  DELEGATES 
Resolution  No.  1 

ADOPTED  AS  AMENDED 
October  12,  1975 

Formation  of  a Physicians 
Mutual  Liability  Insurance  Company 

WHEREAS,  The  prospect  of  the  loss  of  all 
professional  medical  liability  insurance  coverage 
in  Tennessee  caused  the  Tennessee  General  As- 
sembly to  enact  enabling  legislation  providing  for 
a Joint.  Underwriting  Association  to  write  such 
insurance;  and 

WHEREAS,  The  rate  structure  adopted  by 
the  JUA  over  the  unanimous  opposition  of  the 
medical  membership  on  its  governing  board  will 
increase  the  cost  of  medical  care  to  the  people 
of  this  state  by  some  $15-$20  million  the  first 
year  of  its  operation;  and 

WHEREAS,  The  Board  of  Trustees  of  the 
Tennessee  Medical  Association  believes  this  is  a 
totally  unacceptable  solution  of  the  availability 
crisis  in  professional  medical  liability  insurance. 
Now,  therefore  be  it 

RESOLVED , That  the  Tennessee  Medical 
Association  take  action  to  form  a Physicians 
Mutual  Insurance  Company  for  the  purpose  of 
providing  professional  medical  liability  insurance 
for  the  physicians  of  this  state,  and  for  conducting 
a physician  educational  program  stressing  po- 

882 


tential  malpractice  hazards  based  on  case  studies, 
peer  review  and  other  material  deemed  pertinent; 
and 

RESOLVED,  That  said  Physicians  Mutual 
Insurance  Company  offer  to  the  physicians  of 
this  state  a modified  claims-made  type  of  liability 
coverage  with  built  in  protection  against  death, 
retirement  or  change  of  location;  and  be  it  further 

RESOLVED,  That  the  charter  of  said  com- 
pany be  sufficiently  broad  to  allow  for  the  cov- 
erage of  related  liability  risk  to  the  physician, 
i.e.,  coverage  of  office  and  equipment,  etc.,  and 
liability  coverage  for  other  professionals  and 
institutions  involved  in  providing  medical  care 
in  Tennessee;  and  be  it  further 

RESOLVED,  That  the  Board  of  Trustees  of 
the  Tennessee  Medical  Association  be  charged 
to  act  with  all  reasonable  speed  to  put  into  effect 
the  will  of  this  Association  and  be  given  the 
authority  to  make  all  decisions  necessary  in  the 
implementation  of  this  Resolution,  and  any  other 
viable  alternative  that  may  be  forthcoming. 

* * * 
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Care  Unit 
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P.  O.  Box  730 
Brandon,  Mississippi  39042 
(601)  982-8151 


A private,  in-patient  intensive  psychiatric 
treatment  unit  for  a wide  range  of  nervous, 
emotional,  mental  and  personality  disor- 
ders. Accredited  and  Licensed.  Academic 
programs  maintained  by  Educational 
Psychologist.  The  Adolescent  Care  Unit  is 
situated  in  a General  hospital  less  than  two 
miles  from  the  Jackson  Municipal  Airport. 

C.  Mims  Edwards,  M.D.,  Barbara  Goff,  M.D., 
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Area  Health  Education  Center:  A Model  of  a 
Consortium  Approach  to  Health  Manpower 
Education  and  Consumer  Education  in 

Southeast  Tennessee 


Today’s  rapidly  escalating  cost  of  higher  edu- 
cation, combined  with  serious  health  manpower 
shortages,  health  manpower  maldistribution,  and 
the  expanding,  evolving  health  care  delivery  sys- 
tem have  created  a major  dilemma  for  the  Na- 
tion’s hospitals  and  educational  institutions.  Hos- 
pitals and  educational  institutions  are  coming 
under  increased  economic  pressure  to  contain 
costs  despite  inflation.  As  a result  hospitals  are 
taking  a close  look  at  their  education  programs 
and  perhaps  those  most  affected  have  been  schools 
of  nursing  which  in  some  instances  have  been 
discontinued.  There  is  some  speculation  that  the 
institutions  of  higher  learning  have  been  slow  in 
responding  to  the  emerging  professions  such  as 
family  practice  physicians,  physician’s  assistants, 
nurse  practitioners,  and  emergency  medical  ser- 
vice technicians,  at  least  in  part,  because  of  the 
prohibitive  costs  for  their  curriculum  develop- 
ment. 

Superimpose  these  health  manpower  problems 
on  a medically  underserved  area,  particularly 
an  Appalachian  rural  area,  and  the  situation  is 
further  magnified.  Typically,  the  health  care 
delivery  capabilities  in  these  areas  are  somewhat 
limited.  If  the  area  is  fortunate  enough  to  have 
a hospital  it  will  tend  to  be  small,  with  less  than 
ample  resources.  Also,  these  hospitals  usually 
experience  a great  deal  of  difficulty  in  recruiting 
sufficient  health  manpower.  The  Carnegie  Com- 
mission on  Higher  Education  report,  “Higher 
Education  and  the  Nation’s  Health,”  October, 
1970,  outlined  the  concept  of  the  area  health 
education  center  (AHEC),  which  addresses  many 

*Mr.  Goronzy  was  intimately  involved  in  the  pre- 
liminary planning  and  studies  which  paved  the  way  for 
the  establishment  of  SETAHEC.  He  is  now  an  As- 
sociate with  the  firm  of  Health  Management  Associates, 
a division  of  American  Health  Facilities,  Inc.,  Winnetka, 
HI.,  a wholly  owned  subsidiary  of  the  American  Hos- 
pital Supply  Corp.  He  is  a nominee  of  the  American 
College  of  Hospital  Administrators  and  a member  of 
the  American  Hospital  Association  and  the  American 
Public  Health  Association. 
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of  the  health  manpower  problems  plaguing  the 
Nation’s  health  care  delivery  system. 

Introduction  to  AHECs 

The  Comprehensive  Health  Manpower  Train- 
ing Act  of  1971  provided  a major  impetus  to 
AHEC  development.  This  legislation  resulted  in 
eleven  AHECs  funded  by  the  U.  S.  Department 
of  Health,  Education,  and  Welfare — Bureau  of 
Health  Manpower  Education  (recently  reorga- 
nized to  be  the  Bureau  of  Health  Resources 
Development).  In  addition  there  are  now  more 
than  one  hundred  other  AHECs,  with  varying 
characteristics,  which  were  funded  originally 
either  by  Regional  Medical  Programs,  Appala- 
chian Regional  Commission,  or  the  Veteran’s 
Administration.  Many  of  these  AHECs  share 
to  some  extent  the  following  goals  and  objectives: 

(1)  Provide  continuing  education  for  physicians, 
dentists,  nurses,  and  other  allied  health  professions. 

(2)  Conduct  residency  training  programs  for  phy- 
sicians with  an  emphasis  on  primary  care  types  such 
as  family  practice,  pediatrics,  and  internal  medicine. 

(3)  Provide  clinical  instruction  for  senior  medical 
or  osteopathic  students. 

(4)  Provide  clinical  instruction  for  undergraduate 
professional  students  such  as  nursing,  medical  tech- 
nologists, physical  therapists,  and  other  allied  health 
disciplines. 

(5)  Render  technical  assistance  to  institutions  of 
higher  learning  and  hospitals  for  the  development  of 
curriculum  for  educational  programs  to  meet  identified 
health  manpower  needs. 

(6)  Cooperate  with  educational  institutions,  hospitals, 
and  community  agencies  in  the  planning  and  develop- 
ment of  health  care  delivery  systems  as  well  as  de- 
termine the  health  manpower  needs  within  a target 
area  and  promote  the  development  of  appropriate  edu- 
cational programs  to  meet  these  unmet  needs. 

The  Southeast  Tennessee  Area  Health  Edu- 
cation Center  (SETAHEC)  is  such  an  AHEC 
which  has  taken  the  basic  attributes  of  an  area 
health  education  center  and  modified,  tailored, 
and  expanded  them  to  meet  the  carefully  identi- 
fied need  of  its  unique  area. 
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Background  and  Description  of  SETAHEC 

Ten  counties  in  southeast  Tennessee  and  three 
counties  in  northern  Georgia  comprise  the  total 
service  area  for  SETAHEC,  of  which  the  major 
metropolitan  area  is  Chattanooga.  Chattanooga 
also  contains  the  nucleus  of  health  care  delivery 
and  higher  education  for  the  thirteen  counties. 
The  entire  area  is  Appalachian  rural,  somewhat 
inaccessible  in  places,  and  somewhat  lacking  the 
advantages  and  benefits  of  modern  medical  tech- 
nology. Except  in  Chattanooga,  there  are  far  too 
few  physicians,  and  many  of  those  available  are 
either  semi-retired  or  near  retirement. 

SETAHEC  is  a consortium  comprised  of  hos- 
pitals, educational  institutions,  and  health  plan- 
ning agencies.  It  is  not  hospital  or  medical  school 
based,  although  it  has  formal  affiliations  with 
both.  It  is  located  on  neutral  territory  and  is 
designed  to  be  responsive  to  its  membership  in 
the  entire  thirteen  counties  and  to  the  collective 
health  manpower  needs  of  the  area.  Its  Board 
of  Directors  has  twenty-six  members,  thirteen 
of  whom  are  either  the  county  judges  (commis- 
sioners) representing  each  of  the  thirteen  coun- 
ties or  someone  whom  the  judges  designate  (con- 
sumers). The  remaining  board  members  are 
prominent  citizens,  hospital  administrators  and 
other  professional  people  interested  in  health 
manpower  and  its  affect  on  health  care  delivery. 

SETAHEC  has  four  advisory  councils:  dental, 
nursing,  educational  institutions,  and  public 
health,  and  medical,  allied  health,  health  agen- 
cies, and  health  services  providers  are  being 
added.  Their  primary  function  is  to  represent 
their  particular  interests.  Each  activity  under- 
taken by  SETAHEC  is  done  with  the  advice  and 
concurrence  of  its  advisory  councils  and  com- 
mittees. 

SETAHEC  has  a professional  staff  of  thirteen 
which  includes  three  Ph.D.’s  and  two  R.N.’s, 
and  the  others  possess  master’s  degree  level  edu- 
cational backgrounds.  The  membership  of 
SETAHEC  includes  hospitals  (including  proprie- 
taries), educational  institutions,  and  health  agen- 
cies or  organizations.  Membership  currently  is 
determined  according  to  an  organization’s  interest 
in  the  objectives  and  activities  of  SETAHEC. 

Role  and  Program  Determination 

Because  SETAHEC  represents  a consortium 
of  organizations  and  agencies  and  does  not  have 
access  to  the  appropriate  type  and  adequate 
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amounts  of  space  necessary  to  conduct  its  activi- 
ties, the  SETAHEC  Board  of  Directors  gave 
high  priority  to  providing  an  appropriate  fa- 
cility (s)  from  which  SETAHEC  could  serve  its 
thirteen  county  area.  The  board  commissioned 
a comprehensive  health  care  delivery  and  facilities 
planning  firm  to  perform  the  necessary  planning. 

Because  AHEC’s  represent  a new  concept  and 
because  the  cumulative  experience  in  the  plan- 
ning and  construction  of  AHEC  facilities  is  there- 
fore somewhat  limited,  the  decision  was  made 
to  apply  a proven  approach  (with  minimal  modi- 
fications) used  in  the  planning  of  today’s  modern 
community  hospital  and  comprehensive  medical 
center.  This  is  a process  which  consists  of  ex- 
tensive data  collection,  interviewing,  analysis,  and 
finally  documentation  of  the  material  into  a nar- 
rative plan  (report). 

In  addition  to  the  basic  goals  and  objectives 
given  for  a generic  AHEC,  the  study  identified 
these  additional  functions  which  the  SETAHEC 
board  adopted: 

(1)  SETAHEC  should  develop  and  maintain  a 
regional  manpower  plan.  The  essential  elements  of 
such  a plan  would  be  to  maintain  a manpower  registry 
of  number  and  types  of  health  manpower  within  the 
area,  location  by  county,  plus  age  and  licensure  data. 
It  would  also  be  necessary  to  maintain  a health  man- 
power education  inventory  of  all  programs,  their 
capacity,  enrollment,  and  graduates.  Health  care  trends 
research  would  be  important  for  tracking;  pending  legis- 
lation, i.e.,  national  health  insurance,  changes  in  health 
care  delivery,  i.e.,  preventive/ambulatory  care  versus 
hospitalization,  and  health  maintenance  organizations. 
Emerging  manpower  types  such  as  physician’s  assistants 
should  be  studied  and  then  all  these  factors  translated 
into  net  manpower  needs.  This  would  also  take  into 
account  natural  attrition  as  well  as  new  demand. 

(2)  SETAHEC  should  render  assistance  to  consor- 
tium members  in  the  preparation  of  grants.  This  grants- 
manship  should  be  performed  on  a fee  for  service 
basis  to  modulate  the  serious  use  of  the  service. 

(3)  SETAHEC  should  provide  and  maintain  a health 
manpower  placement  and  recruitment  service  for  the 
thirteen  counties.  Since  it  is  difficult  to  recruit  the 
required  health  manpower  to  the  area  a concerted  effort 
should  be  made  to  at  least  assist  the  smaller  hospitals 
to  meet  their  manpower  needs.  Emphasis  should  be 
placed  on  retaining  all  health  manpower  trained  in  the 
thirteen  county  area  since  educational  programs  are 
expensive  and  manpower  is  difficult  to  attract  to  a 
rural  area. 

(4)  SETAHEC  should  provide  consumer  education 
for  the  area.  It  should  concentrate  on  the  preventative 
aspects  of  health  care  which  potentially  could  exert 
major  influences  toward  the  overall  improvement  of 
health  and  health  care  delivery  for  the  entire  thirteen 
counties. 

(5)  SETAHEC  should  coordinate  all  medical  library 
activities  in  the  area  and  provide  the  appropriate  audio- 
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visual  materials  consistent  with  high  educational  stan- 
dards. This  would  require  areas  for  books  and  journals, 
research,  audio-visual  materials  and  a production  area 
for  audio-visual  teaching  aides. 

(6)  SETAHEC  should  provide  the  stimulus  for  im- 
proved patient  education  programs  for  all  hospitals  in 
the  area  and  render  assistance  to  those  in  need  of  help. 
This  could  be  done  with  periodic  workshops  in  diabetes, 
obesity,  and  stroke  patients. 

(7)  SETAHEC  should  encourage  research  and  in 
some  instances  participate  in  research.  This  would 
include  health  manpower  planning  and  health  care 
delivery  which  would  be  non-medical  and  community 
health  sciences  which  would  be  basic  medical  research. 

The  role  recommended  for  SETAHEC  resulted 
in  the  following  facility  requirements:  Clinical 

Education  Center  which  would  provide  offices 
for  the  faculty  of  the  medical  education  programs, 
classrooms  for  the  medical  education  programs 
and  some  continuing  education  programs,  con- 
ference rooms  for  small  group  or  agency  use, 
and  some  vivarium  research  space;  SETAHEC 
offices  which  would  accommodate  SETAHEC 
staff  and  support  services  such  as  print  shop, 
maintenance  shop,  storage  and  dietary;  Learning 
Resource  Center  which  would  provide  space  for 
a shared  medical  library,  audio-visual  center  with 
production  area,  study/research  area,  self-instruc- 
tion center,  and  large  auditorium;  Health  Services 
Museum  with  exhibits,  models,  and  programs 
for  consumer  education  and  health  careers  pro- 
grams; Model  Family  Practice  Center  with  satel- 
lite offices  in  rural  areas  for  a family  practice 
residency  for  physicians.  This  would  house  the 
necessary  faculty,  students,  patients,  and  support 
services  in  a self-contained  office  setting;  and 
Rental  Office  space  so  that  health  related  agen- 
cies and  organizations  can  locate  so  as  to  take 
advantage  of  the  resources  which  SETAHEC 
will  develop  and  have  close  proximity  to  each 
other  for  planning  and  coordination  purposes. 

Importance  of  Continuing  Education 

SETAHEC  has  a strong  mandate  to  participate 
in  continuing  education.  An  analysis  of  the  need 
and  potential  for  continuing  education  in  the 
thirteen  counties  indicated  that  the  demand  per- 
haps exceeded  the  thirteen  counties  and  had 
regional  potential.  In  addition  to  the  demand  for 
continuing  education  on  a voluntary  basis  are 
indications  that  some  type  of  licensure  and  re- 
licensure criteria  for  health  professionals  will 
become  a part  of  manpower  legislation.  If  this 
becomes  law,  formalized  continuing  education 
would  very  likely  be  part  of  the  requirements. 
Recent  HMO  legislation,  P.L.  93-222  encourages 


the  provision  of  “continuing  education  in  clinical 
medicine  and  related  areas”  to  be  an  integral  part 
of  each  federally  assisted  health  maintenance 
organization.  Quality  continuing  education  op- 
portunities is  an  essential  ingredient  in  recruiting 
and  retaining  physicians,  especially  in  rural  or 
semi-rural  areas.  High  caliber  continuing  edu- 
cation programs  are  credited  with  enhancing  the 
overall  quality  of  health  manpower.  In  view  of 
the  above  factors  it  is  assumed  that  the  demand 
will  continue  strong  for  quite  a few  years. 

By  addressing  continuing  education  on  a col- 
lective basis  for  the  thirteen  counties,  SETAHEC 
plans  to  offer  its  programs  on  a scale  large  enough 
to  attract  nationally  known  speakers  and  increase 
interest  to  the  extent  that  the  program  would 
become  self-supporting.  SETAHECs  experience 
to  date  indicates  that  this  approach  will  prove 
to  be  feasible.  Hospitals  which  could  not  afford 
to  make  continuing  education  available  on  even 
a limited  basis  could  now  have  access  to  a full 
range  of  educational  programs  on  a reasonable 
cost  shared  basis. 

Emphasis  on  Consumer  Education 

Many  of  the  non-health  care  people  interviewed 
indicated  a strong  interest  in  consumer  education. 
Consequently,  the  focus  of  the  consumer  educa- 
tion on  which  SETAHEC  decided  to  concentrate 
would  be  the  benefits  of  preventive  care  as  well 
as  an  understanding  of  the  functions  of  the  human 
body.  An  excellent  means  of  accomplishing  this 
would  be  with  a health  sciences  museum,  which 
would  contain  exhibits  and  displays  on  the  ele- 
ments of  proper  nutrition,  benefits  of  proper 
hygiene,  a proper  understanding  of  how  the 
body  functions,  the  effects  of  smoking  and  drug 
abuse,  the  effects  of  aging,  benefits  of  family 
planning,  and  human  growth  and  development. 
Topics  for  the  museum  would  be  virtually  un- 
limited, thus  allowing  for  a constant  change  in 
subject  material. 

An  adjunct  to  the  museum  could  be  the  pro- 
motion of  health  careers.  This  would  be  par- 
ticularly interesting  to  groups  of  school  children 
which  could  visit  the  museum  on  field  trips. 
Most  children  are  familiar  with  the  traditional 
categories  of  doctor,  dentist,  and  nurse  but  are 
virtually  unaware  of  the  numerous  career  oppor- 
tunities in  allied  health.  Furthermore,  they  do 
not  realize  that  many  of  the  allied  health  dis- 
ciplines require  only  two  years  of  college  which 
make  them  even  more  attractive.  A small  audi- 
torium in  conjunction  with  the  museum  would 
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allow  for  film  presentations  to  groups  such  as 
school  children  and  permit  question  and  answer 
sessions.  The  museum  could  be  utilized  as  a 
vehicle  to  stimulate  the  interest  of  health  agen- 
cies and  organizations  in  SETAHEC.  The  local 
medical,  dental,  and  cancer  societies  could  pre- 
pare specific  exhibits  for  the  museum  and  also 
be  available  for  special  seminars  or  school  field 
trips. 

Significance  to  Small  Hospitals 

SETAHEC  will  probably  have  the  most  sig- 
nificant impact  on  the  small  rural  community 
hospital  of  roughly  one  hundred  beds  or  less. 
The  small  hospital  is  often  the  neglected  piece 
in  the  Nation’s  health  care  delivery  system.  Two- 
thirds  of  the  hospitals  in  the  thirteen  county  area 
fall  in  the  small  rural  hospital  category.  An 
assessment  of  the  health  manpower  needs  for  the 
thirteen  counties  revealed  that  if  SETAHEC  were 
to  be  successful,  it  had  to  design  its  program 
to  include  the  rural  areas  and  support  the  rural 
hospitals  to  the  same  degree  it  assisted  the  medi- 
cal centers  in  the  large  metropolitan  areas. 

SETAHEC  is  exploring  the  potential  of  elec- 
tronic communication  linkages  with  the  rural  hos- 
pitals which  would  make  the  most  distant  hospital 
a closely  related  element  of  the  health  care  de- 
livery system  for  the  thirteen  counties.  The  pro- 
posed shared  medical  library  with  its  loan  system 
should  save  both  the  small  and  the  large  hospitals 
substantial  amounts  of  money  and  also  provide 
the  collective  resources  far  exceeding  that  which 
a small  library  could  provide.  The  continuing 
education  programs  would  be  a resource  to  all 
hospital  personnel.  SETAHEC  with  its  coordi- 
nation of  the  total  health  manpower  education 
resources  for  the  thirteen  counties  should  save 
substantial  amounts  of  money  by  minimizing  the 
duplication  of  programs.  This  in  itself  should 
encourage  the  development  and  continuance  of 
strong  clinical  programs  and  tend  to  weed  out 
the  weak  ones.  SETAHEC  in  its  total  role  should 
reduce  the  cost  of  health  manpower  education 
to  hospitals  by  spreading  it  over  the  entire  health 
care  delivery  system  and  educational  system  as 
well.  It  is  not  impossible  that  SETAHEC  through 
grants,  continuing  education  fees,  membership 
dues,  rental  office  space,  and  other  potential 
sources  of  operating  funds  can  significantly  re- 
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duce  that  portion  of  education  costs  traditionally 
paid  by  the  patient. 

Conclusion 

It  should  be  noted  that  SETAHEC  has  ad- 
dressed itself  to  all  the  elements  of  its  role  and 
already  implemented  them  to  varying  degrees. 
Experience  has  shown  them  to  be  reasonable 
and  possible.  Like  any  new  concept,  SETAHEC 
has  had  its  problems,  but  the  prognosis  is  excel- 
lent. This  article  did  not  touch  on  the  numerous 
benefits  of  SETAHEC  to  the  educational  insti- 
tutions, and  only  a few  of  the  advantages  to  the 
hospitals  (particularly  small  hospitals)  have  been 
highlighted.  SETAHEC  is  now  in  the  process 
of  having  its  consultant  planners  prepare  a fa- 
cility master  plan.  Subject  to  adequate  funds, 
SETAHEC  could,  as  a result  of  its  planning 
approach,  build  a SETAHEC  Health  Sciences 
Complex.  These  buildings  would  be  arranged  in 
a cluster  that  would  enable  them  to  relate  to  each 
other  functionally  and  be  flexible  for  expansion 
in  the  future. 

Ten  years  from  now  it  is  quite  possible  that 
SETAHEC  will  have  accomplished  with  health 
manpowered  education  and  for  educational  insti- 
tutions what  comprehensive  health  planning  agen- 
cies are  trying  to  achieve  with  health  care  ser- 
vices and  hospitals.  They  will  have  reduced 
duplication  of  costly  programs,  encouraged  the 
development  of  essential  programs,  promoted 
cost  efficiencies,  and  contributed  overall  to  the 
improvement  of  the  Nation’s  health  care  delivery 
through  their  role  of  coordination  and  assistance 
to  those  seeking  their  services. 

Health  Management  Associates/American  Health 
Facilities,  560  Green  Bay  Road,  Winnetka,  111.  60093 

^ ^ ^ 


PHYSICIAN  NEEDED 
DeKalb  N.E.  Texas 

10  room  Clinic,  Fully  Equipped 
No  money  needed 
Guaranteed  Income 

Contact: 

G.  W.  Palmore 
108  N.E.  Runnells 
DeKalb,  Texas  75559 
214/667/5111 
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The  Middle  Tennessee  Cholera 

Epidemic  of  1873 

JOHN  B.  THOMISON,  M.D. 


Very  early  in  his  history,  man  came  to  associate 
low-lying  areas,  particularly  marshy  ones,  with 
disease.  In  the  summer,  heat  became  oppressive, 
mosquitos  flourished,  giving  rise  to  malaria,  and 
the  flooding  of  the  lowlands  by  overflowing 
streams,  coupled  with  inadequate  sewage  disposal, 
bred  all  sorts  of  enteric  disease.  Some  of  the 
earliest  historical  records  extant  indicate  that  in 
the  heat  of  summer  those  who  could  fled  these 
low-lying  heavily  populated  areas  for  the  seacoast 
or  the  mountains.  It  has  always  been  so,  and 
the  population  of  Nashville  was  no  exception. 

It  is  appropriate  to  speak  at  a meeting  in  Red 
Boiling  Springs  of  a cholera  epidemic  in  Nash- 
ville, because  Red  Boiling  Springs  is  one  of  those 
mountain  resorts  to  which  Nashvillians  repaired 
to  escape  the  summer  heat  and  all  its  concom- 
itants. 

In  1830  Edmund  Jennings,  a hunter  and 
trapper,  discovered  a salt  lick  in  the  mountains 
of  Macon  County.  Game  was  plentiful,  and  he 
settled  there.  He  also  found  two  hot  springs, 
the  water  from  one  of  which  left  a black  sediment 
in  the  cup,  the  other  a red.  At  about  nine  or 
ten  o’clock  each  morning  the  water  in  the  red 
spring  was  said  to  boil,  and  though  this  particular 
phenomenon  had  disappeared  by  1875,  when 
Killebrew  wrote  his  work  on  the  resources  of 
Tennessee,  the  name  Red  Boiling  Springs  stuck. 
In  1840  Shepherd  Kirby,  another  traveler,  arrived 
to  join  Jennings.  A troublesome  eye  infection 
from  which  he  suffered  healed  after  several  appli- 
cations of  the  sulfur  water,  and  as  word  filtered 
back  to  the  low-lying  cities  of  Middle  Tennessee 
and  Kentucky,  Red  Boiling  Springs  became  a 
celebrated  resort  area  and  health  spa  A2  Along 
with  Monteagle,  Beersheba  Springs,  Beaver  Dam 
Springs,  Prim  Springs,  and  perhaps  others,  Red 
Boiling  Springs  was  one  of  the  places  to  which 
some  ten  thousand  Nashvillians  fled  the  cholera 
epidemic  between  June  6 and  10,  1873. 


From  the  Departments  of  Pathology,  Vanderbilt 
Medical  School  and  Park  View  Hospital,.  Nashville, 
Tennessee. 

Presented  in  part  at  the  annual  meeting  of  the  Upper 
Cumberland  Medical  Society,  Red  Boiling  Springs,  June 
18,  1975. 


Cholera,  then  also  known  as  Asiatic  cholera, 
and  designated  medically  at  the  time  of  the  epi- 
demic “cholera  morbus,”  is  an  acute  enteritis 
resulting  from  proliferation  in  the  gastrointestinal 
tract  of  huge  numbers  of  the  pathogenic  organism, 
the  Vibrio  comma.  The  disease  is  a true  intoxi- 
cation, the  pathology  being  produced  by  endo- 
toxin released  on  death  of  the  organisms.  There 
are  few  morphologic  changes,  and  death  results 
from  shock  due  to  rapidly  progressing  severe 
dehydration  produced  by  the  explosive  diarrhea 
characteristic  of  the  disease.  In  classic  cases  the 
first  evidence  of  the  illness  is  the  diarrhea,  the 
explosive  nature  of  which  may  produce  an  ex- 
tremely embarrassing  incident,  often  the  last,  in 
the  life  of  an  otherwise  healthy  individual.  This 
is  followed  by  nausea  and  vomiting,  abdominal 
cramps,  and  rapidly  progressing  dehydration  to 
the  point  of  shock,  with  renal  failure  leading  to 
anuria.  Only  about  ten  to  twenty  percent  of 
the  cases  are  typical,  more  often  showing  only  a 
mild  diarrhea.  The  death  rate  has  varied  from 
15  to  75  percent,  and  in  the  epidemic  presently 
under  discussion  it  tended  to  range  around  50 
percent  of  recognized  cases,  though  there  was  at 
the  same  time  a lot  of  milder  gastrointestinal 
disease,  much  of  which  was  probably  subclinical 
cholera,  so  that  it  is  not  possible  to  determine 
accurately  the  actual  death  rate. 

The  cholera  endotoxin  interferes  with  the  sodi- 
um pump  of  the  intestinal  mucosa,  producing  a 
marked  transudation  of  water  into  the  bowel, 
and  the  stool  after  the  initial  cleansing  of  fecal 
material  consists  of  an  almost  pure  protein-free 
filtrate  of  the  blood  plasma.  The  disease  is  self 
limited  and  of  very  short  duration,  and  treat- 
ment even  now  consists  exclusively  of  replace- 
ment of  fluid  and  electrolytes,  which  can  be  done 
by  mouth  after  the  nausea  and  vomiting  sub- 
side. Since  parenteral  fluid  replacement  was 
unknown  at  the  time,  whether  or  not  death  oc- 
curred depended  exclusively  on  the  intensity  of 
the  intoxication  in  the  individual  patient,  and 
there  was  little  or  nothing  that  anyone  could 
do  to  alter  the  course.  Since  patients  with  cholera 
can  lose  up  to  17  liters  of  fluid  a day,  nearly 
the  entire  available  extracellular  fluid,  death  often 


NOVEMBER,  1975 


887 


'XY7731 J ;^pr 


i 


888 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Legend  for  Maps 

Above  and  opposite  are  two  maps  of  the  same  area  of  Nashville.  The  map  opposite  is  taken  from  the  report  of  the 
cholera  epidemic.4  Above  is  a contemporary  relief  map  showing  surface  features.  As  the  streams  and  their  bottoms 
have  now  been  filled  in,  they  have  been  drawn  in.  as  have  the  sites  of  the  penitentiary  and  the  old  reservoir.  The 
topography  is  described  thus  in  the  report: 

“Nashville  is  located  upon  the  north  bank  of  the  Cumberland  River,  two  hundred  miles  from  its  mouth.  The 
city  is  built  upon  a limestone  ledge  which  rises  to  an  altitude  of  175  feet  above  the  river.  This  ridge  extends  in 
a southerly  direction,  attaining  its  greatest  altitude  at  about  eight  hundred  yards  from  the  river  banks,  thence 
descending  for  a distance  of  about  six  hundred  yards  to  regain  the  level  of  the  river.  Upon  each  side  of  this 
ridge  flow  two  small  streams,  Lick  Branch  upon  the  north,  and  Wilson’s  Spring  Branch  upon  the  south.  The 
distance  from  one  creek  to  the  other  upon  a baseline  is  somewhat  over  one  mile.  In  the  space  thus  described 
is  located  the  business  portion  of  the  city,  and  many  of  the  finer  class  of  private  residences.  From  Cherry  Street, 
the  third  block  from  the  Cumberland  River,  the  descent  to  the  bed  of  each  stream  is  precipitous.  The  same  is 
true  of  the  streets  south  and  west  of  Vine  Street  [7th  Avenue],  upon  which  street  is  located  the  State  Capitol 
Building. 

“The  banks  of  Lick  Branch,  for  a distance  of  at  least  one  mile  back  from  the  river,  with  a varying  width  of 
from  a quarter  to  a half  mile,  are  subjected  to  annual  spring  inundations.  The  principal  streets  crossing  this 
low  ground  are  upon  causeways,  bridged  or  arched  to  admit  of  the  passage  of  the  stream;  but  these  causeways 
act  as  dams  whenever  the  water  rises  above  the  level  of  the  creek  banks.  Along  the  line  of  Lick  Branch  are  sev- 
eral large  springs  from  which  a large  portion  of  the  lower  class  of  the  inhabitants  obtain  their  water  for  all 
domestic  purposes. 

“The  banks  of  Wilson's  Spring  Branch  are  also  subjected  to  annual  overflows,  which  extend  backward  about 
half  a mile  with  a width  of  about  one-fourth  of  a mile.  Upon  this  branch  are  found  Hackberry  and  Wilson’s 
Springs,  both  favorite  watering  places  for  the  lower  classes. 

“North  and  west  of  Lick  Branch  is  a hill  of  considerable  elevation,  known  as  McGavock’s,  upon  which  has 
been  built  North  Nashville.  This  portion  of  the  city  is  occupied  by  dwellings,  retail  stores,  cotton  and  other 
factories,  and  the  United  States  barracks. 

“South  and  east  of  Wilson’s  Spring  Branch  is  a considerable  hill,  known  as  College  Hill,  upon  which  has  been 
built  South  Nashville.  This  portion  of  the  city  is  occupied  by  private  residences,  the  Nashville  University,  and 
at  its  height  by  the  reservoir,  from  which  flows  the  official  water  supply  of  the  city. 

“South  and  west  of  the  valley,  at  the  foot  of  Capitol  Hill,  through  which  flows  a small  stream  emptying  into 
Lick  Branch,  is  high  ground,  crowned  by  Meridian,  Saint  Cloud,  and  Kirkpatrick  Hills.”4 

The  shaded  areas  are  areas  of  maximum  case  concentration. 
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occurs  in  a matter  of  a few  hours,  and  is  there- 
fore a medical  emergency  of  the  first  order. 

Vibrio  comma  is  a small,  actively  motile  “S”- 
shaped  organism  with  a terminal  flagellum,  easily 
destroyed  by  all  disinfectants  and  by  drying.  It 
requires  warmth  and  plenty  of  oxygen,  and  it  is 
rapidly  overgrown  in  sewage  by  other  organisms, 
persisting  in  stools  for  only  a day  or  two.  It  will 
persist  in  river  water  from  1 to  2 weeks,  though, 
and  for  a month  or  more  in  spring  water.  This 
characteristic  as  we  will  show  was  very  important 
in  the  epidemic  under  discussion.  The  disease 
can  be  acquired  only  by  ingestion  of  fecally  con- 
taminated material,  which  besides  water  can  be 
undercooked  shellfish,  milk,  and  salad  vegetables, 
particularly  those  fertilized  with  night  soil.  It  can 
be  transmitted  by  flies,  proliferating  in  their  gut. 
Up  to  10  percent  of  the  recovered  cases  become 
carriers,  usually  for  only  7 to  10  days,  though 
in  some  instances  the  carrier  state  may  last  for 
up  to  two  months. 

Little  is  known  about  resistance  to  the  organ- 
ism, or  why  some  individuals  are  more  severely 
affected  than  others,  though  about  70  percent  of 
patients  studied  have  been  found  to  have  low 
gastric  acidity.  Multiplication  of  the  vibrio  is 
apparently  most  rapid  in  people  with  achlor- 
hydria. The  state  of  nutrition  appears  to  be 
of  supreme  importance,  a fact  recognized  in 
the  1873  epidemic.  The  eating  of  raw  vegetables 
and  fruits  had  been  found  to  increase  the  likeli- 
hood of  infection;  the  rational  basis  for  this  is 
not  that  the  raw  fruits  and  vegetables  were  irri- 
tating to  the  gastrointestinal  tract,  thereby  pre- 
disposing to  the  infection,  as  was  thought  at  the 
time  of  the  epidemic,  but  that  organisms  can  be 
so  transmitted. 

Cholera  has  been  and  still  is  widely  endemic 
in  Asia.  Though  the  first  recorded  cases  supposed 
to  have  been  cholera  occurred  in  Amed  Shad’s 
Army  in  1432,  the  Indians  apparently  have 
known  the  disease  from  antiquity,  and  in  Cal- 
cutta worship  a goddess  said  to  protect  them  from 
cholera.  It  apparently  remained  more  or  less 
isolated  in  the  East  until  the  19th  century,  when 
four  pandemics  occurred,  largely  a result  of  the 
Industrial  Revolution  beginning  in  1817  and  end- 
ing in  1892.  All  began  in  the  Bengali  hinterlands 
between  the  Brahmaputra  and  the  Ganges  rivers. 
It  spread  among  the  Hindus  bathing  in  their  holy 
river,  went  to  Mecca  with  Moslem  pilgrims,  and 
from  there  to  their  point  of  origin  as  far  away 
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as  Europe  and  North  Africa.  The  New  World 
was  spared  in  the  first  pandemic,  which  extended 
from  1817  to  1823,  but  with  the  advent  of  the 
steamship,  the  ocean  voyage  was  shortened  suf- 
ficiently to  allow  carriers  to  arrive  on  our  shores. 

Cholera  was  first  introduced  into  the  United 
States  in  1832  in  the  second  pandemic,  which 
extended  from  1826  to  1837.  It  was  widespread 
in  Tennessee,  finally  reaching  Nashville  in  1833. 
Unlike  the  subsequent  epidemics,  it  spread  by 
road  instead  of  by  water,  reaching  Nashville  over 
the  Natchez  Trace.  In  the  third  pandemic,  which 
extended  from  1846  to  1863,  Nashville  suffered 
through  an  epidemic  lasting  from  January  to 
August,  1849.  It  was  at  its  height  in  May  and 
June,  causing  the  candidates  for  governor  to  call 
off  their  speaking  engagements. 

During  the  fourth  epidemic,  from  1865  to 
1875,  Nashville  was  visited  twice,  first  in  1866, 
when  Civil  War  veterans  were  particularly  hard 
hit,  and  again  in  1873,  by  far  the  worst  epidemic, 
which  we  shall  look  at  in  more  detail.  For  prac- 
tical purposes,  cholera  ended  in  the  United  States 
in  1892. 

A report  on  the  50  major  cities  of  the  United 
States,  summarized  in  the  Nashville  Tennessean 
Magazine  section  of  June  8,  1975,  showed  Nash- 
ville to  be  the  most  healthful  city  in  the  nation. 
This  is  a far  cry  from  the  city  in  1873,  when  it 
had  the  distinction  of  having  the  highest  death 
rate  of  any  city  in  the  United  States,  and  worse, 
of  the  cities  of  the  entire  world  reporting  vital 
statistics,  it  was  the  fifth  deadliest. 

Nashville  at  that  time  was  a city  encompassing 
1824  acres,  with  a population  of  about  27,000, 
approximately  one-third  of  which  were  black. 
More  than  6,000  of  these  derived  their  water 
from  wells  or  springs  which  tests  had  consistently 
shown  to  be  contaminated.  No  sanitary  code 
existed  and  in  fact  it  was  not  until  several  years 
following  the  epidemic  that  the  first  was  enacted 
into  law.  Dr.  J.  Berrien  Lindsley,  the  City  Health 
Officer,  commented  in  1877  that  Nashville  had 
not  changed  its  sanitary  habits  since  its  village 
days.  Filth  diseases  were  very  prevalent  due  to 
such  habits  as  the  careless  disposal  of  garbage 
and  slops,  usually  pitched  from  windows  to  the 
already  saturated  ground. 

None  of  this  should  have  been  news  to  Nash- 
villians, as  Dr.  Joseph  Jones,  the  very  able  first 
City  Health  Officer,  had  already  pointed  out  that 
from  1822  to  1866  a total  of  20,248  persons 
had  died  in  Nashville,  one-tenth  of  them  from 
cholera.  President  James  K.  Polk  was  one  of  its 
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victims.  In  spite  of  the  warnings  of  Dr.  Jones 
and  of  the  entire  medical  fraternity  over  a long 
period  of  years,  sanitation  in  Nashville  remained 
in  a deplorable  state.  Worse  still,  the  state  prison, 
where  sanitary  conditions  were  exceptionally  bad, 
was  located  on  Church  Street  only  a mile  from 
the  public  square,  a fact  which  figured  promi- 
nently in  the  epidemic. 

The  critical  fact  in  this  and  other  cholera 
epidemics  is  summed  up  in  a statement  by  Dr. 
W.  K.  Bowling  to  the  effect  that  “Nashville  has 
the  best  natural  drainage  of  any  town  on  the 
continent.  Every  drop  of  water  that  falls  upon 
College  Hill  finds  its  way  either  to  Brown’s  Creek 
on  the  south  or  to  Wilson’s  Spring  Branch  on  the 
north,  both  of  which  go  with  rapid  currents  to 
the  river.  On  each  side  of  this  ridge  are  many 
springs,  whose  branches  find  their  way  into  the 
larger  streams  which  divide  the  lowlands  on  each 
side  of  Capitol  Hill.  These  streams  drain  thor- 
oughly the  north  side  of  College  Hill  and  the 
whole  of  the  south  side  of  Capitol  Hill.  The 
north  side  of  Capitol  Hill  plays  watershed  to 
Lick  Branch,  which  also  receives  the  water  from 
the  south  side  of  McGavock  Hill,  while  the 
north  side  of  this  hill  is  a part  of  the  water-shed 
of  McGavock  Spring  Branch.”3 

This  description  is  most  admirable,  and  were 
nature  unobstructed  or  unmolested,  were  the 
country  a wilderness,  the  natural  drainage  would 
be  perfect,  and  nature’s  provisions  all  that  could 
be  desired.  But  Capitol  Hill  teems  with  human 
life;  McGavock’s  and  College  Hills  are  covered 
with  tenements.  From  all,  the  drainage  is  simply 
into  the  valley — of  each  natural  drain.  The  neces- 
sities of  man  have  obstructed  this  natural  drain- 
age, the  streams  are  no  longer  ‘rapid  currents  to 
the  river’,  and  man  has  not  rendered  an  equiv- 
alent for  what  he  has  destroyed. 

“On  each  side  of  the  creek,  and  between  the 
fills,  (each  serving  as  a dam  to  keep  back  from 
the  river  the  accumulating  filth  above,)  exists  a 
common  deposit  of  every  imaginable  abomination, 
which  lies  rotting,  seething,  and  weltering  in  the 
unobstructed  summer’s  sun.”4 

With  the  water  went  the  effluvia  of  the  cholera 
patients,  and  a study  of  the  map  shows  that 
heavy  concentrations  of  cases  were  found  along 
these  streams.  All  of  these  streams  were  subject 
to  annual  spring  overflows,  thereby  increasing  the 
hazard,  and  along  both  Lick  Branch  and  Wilson’s 
Spring  Branch  were  several  large  springs  from 
which  the  lower  classes  of  the  population  obtained 
all  their  water. 


Perhaps  a quotation  from  “Narrative  of  the 
Cholera  Epidemic  of  1873”4  edited  by  John  M. 
Woodworth,  M.D.  will  suffice  to  give  a picture 
of  the  situation  as  it  existed  at  that  time. 


This  photograph,  taken  about  1880,  looks  southwest 
from  the  Capitol  toward  the  “gulch,”  which  contains 
the  old  N C & St.  L.  depot  and  the  round-house.  A 
stream  which  flowed  into  Lick  Branch  is  seen  adjacent 
to  the  tracks.  (Tennessee  State  Archives) 


U.S.  Signal  Corps  photograph,  taken  during  the 
Civil  War  during  the  Union  occupation  of  Nashville, 
showing  approximately  the  same  area  as  the  photograph 
above.  The  large  house  to  the  left  was  Union 
headquarters.  The  round  house  can  be  seen  in  the 
mid-background  to  the  right,  and  several  of  the  houses 
can  be  identified  in  both  photographs.  The  rivulet  in 
the  right  foreground  flows  past  some  of  the  outhouses 
on  its  way  to  Lick  Branch,  into  which  “all  the  privies, 
urinals,  cesspools,  kitchens,  and  wash  house  drains 
empty.”  (Tennessee  State  Archives) 

“Nashville,  a beautiful  and  attractive  city,  is 
possessed  of  filthy  and  repulsive  suburbs.  The 
small  streets  and  lanes  that  surround  the  base 
of  Capitol  Hill  are  occupied  exclusively  by  the 
lower  classes.  The  houses  are  dirty  and  filthy  in 
the  extreme,  the  streets  and  gutters  are  filled  with 
filth.  Gutters  and  sewers  upon  either  side  empty 
into  the  branches  which  afford  the  only  efficient 
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drainage  of  the  city  . . . Wilson’s  Spring  Branch 
flows  through  a dense  population.  Upon  the 
banks  of  Lick  Branch  and  in  the  western  suburb 
of  the  city  is  located  the  Tennessee  State  Peni- 
tentiary. All  drains  from  this  institution  empty 
into  Lick  Branch.  From  privies,  urinals,  cess- 
pools, kitchens,  and  wash  houses,  drains  empty 
into  the  branch.  Beyond  the  walls  of  the  peni- 
tentiary, and  upon  the  banks  of  Lick  Branch,  are 
several  slaughter  houses  that  discharge  their  offal 
into  the  stream.  The  facts  herein  stated  have 
existed  for  years,  and  it  is  scarcely  to  be  won- 
dered that  Nashville,  at  each  visitation  of  cholera, 
has  been  a hotbed  for  the  epidemic.  (Fig.  3.) 

“The  water  supply  of  the  city  is  obtained  from 
the  Cumberland  River  at  a point  about  three- 
fourths  of  a mile  above  the  Edgehill  Bridge. 
At  the  time  these  waterworks  were  erected  they 
were  sufficiently  above  the  town  to  secure  pure 
water,  but  the  growth  of  the  city  has  been  so 
great  upon  the  east  that  the  drainage  from  a 
considerable  area  of  dwellings  after  all  rainfalls 
is  into  the  river  immediately  above  the  suction 
pipes.” 

All  of  the  above  had  been  repeatedly  called 
to  the  attention  of  the  city  fathers,  most  forcibly 
in  a report  of  the  Committee  on  Hygiene  of  the 
Board  of  Health,  dated  August  28,  1866,  the 
time  of  the  previous  epidemic,  entitled  “The 
Water  We  Drink.” 

The  fourth  pandemic  began  as  did  all  of  the 
others  in  the  Ganges  River  Valley  early  in  1865. 
Ordinarily,  the  pandemics  spread  slowly  through 
Afghanistan  and  Persia  to  Russia  and  then  into 
Europe  proper,  but  this  one  differed  in  that  it 
was  carried  by  sea  almost  exclusively,  reaching 
Mediterranean  ports  and  Great  Britain  within  a 
few  weeks,  and  was  in  the  United  States  early 
in  1866.  Hamburg  was  the  nidus  to  which  many 
outbreaks  in  the  United  States  were  traced,  many 
ships  arriving  weekly  from  that  European  port 
into  various  ports  in  this  country,  including  New 
Orleans,  where  in  February  1873,  cholera  was 
again  found.  From  New  Orleans  it  was  carried 
by  boat  up  the  Mississippi  River,  reaching  Mem- 
phis on  April  15. 

If  sanitary  conditions  in  Nashville  were  bad, 
they  were  worse  in  Memphis.  To  quote  again 
from  the  previously  cited  work,  “The  entire  city 
was  most  favorable  for  its  spread.  Its  sanitary 
condition  was  shameful  and  a disgrace.  There 
was  virtually  no  Board  of  Health  and  no  health 
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officer.  The  existing  board  was  absolutely  power- 
less and  without  a dollar  to  spend.  It  was  em- 
barrassed and  restrained  by  an  ordinance  which 
limited  it  to  advisory  power.  . . . When  cholera 
was  announced  the  streets  were  unclean,  the  alleys 
reeking  with  filth,  the  back  yards,  even  in  the 
case  of  our  prominent  citizens,  who  blushed  to 
be  made  the  subjects  of  public  exposure,  were 
full  of  slops  and  garbage.  Vessels  filled  with  the 
refuse  of  kitchens  and  laundries  were  emptied 
into  the  streets,  to  decay  or  to  be  devoured  by 
the  swine,  the  only  scavenger  carts  of  the  city. 
Privies  had  remained  unemptied  for  years,  and 
were  in  many  places  running  over  with  the  foul 
accumulations.  In  many  parts  of  the  city  ponds 
of  water  were  undrained  and  stagnant,  evaporat- 
ing the  filth  of  the  streets  and  lots  which  poured 
into  them.  The  place  was  rife  with  the  elements 
of  a great  plague,  and  only  needed  the  specific 
germ  to  diffuse  it  widely  and  fatally  amid  a people 
who  had  forgotten  that  such  things  existed  as 
the  laws  of  health  and  disease.”4 

The  first  case  in  Memphis  occurred  in  an 
Irishman  who  had  come  up  the  river  from  New 
Orleans.  He  lived  in  a filthy  rooming  house  and 
ate  at  an  establishment  near  the  river,  which  also 
served  personnel  working  on  the  Memphis  and 
Paducah  Railroad,  among  whom  there  were  sub- 
sequently such  numerous  cases  at  two  camps  out- 
side Memphis  that  a panic  was  created.  From 
them  the  disease  spread  to  a group  of  convicts 
who  were  working  on  the  railroad,  though  it  was 
not  then  recognized  as  cholera.  The  superin- 
tendent of  the  Tennessee  State  Penitentiary,  Dr. 
W.  M.  Wright,  ordered  the  75  men  returned  to 
the  penitentiary  on  May  12.  All  of  them  were 
sick,  and  there  appears  to  have  been  some  sixty 
cases  of  cholera  among  the  group.  The  first  one 
died  on  May  13,  on  his  arrival  in  Nashville.  The 
first  case  outside  of  the  penitentiary  occurred  on 
May  22,  in  an  area  served  by  Lick  Branch. 

During  the  month  of  May,  the  Nashville  In- 
dustrial Exposition  was  in  full  swing,  and  the  city 
was  full  to  overflowing  with  people  from  all  over 
the  state.  The  city  had  a Board  of  Health,  but 
it  was  without  power  to  act,  and  the  city  was 
never  under  quarantine.  The  effluvia  from  the 
state  penitentiary,  which  housed  its  own  as  yet 
unrecognized  cholera  epidemic,  were  being 
emptied  into  Lick  Branch,  the  waters  of  which 
ran  through  the  heart  of  the  city,  contaminating 
springs  from  which  many  of  the  people  obtained 
their  drinking  water.  The  water  from  the  springs 
was  cooler  and  more  palatable  than  river  water, 
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and  when  the  strangers  were  near  a sulfur  spring, 
(Sulfur  Dell  was  one  source  of  many  cases  of 
cholera),  custom  declared  that  it  was  “quite  the 
thing”  to  “take  the  waters.”  Not  only  that,  but 
what  appears  even  more  incredible  is  that  during 
the  exposition  hundreds  of  people  visited  the 
penitentiary  and  went  through  it  every  day.  It 
was  not  until  June  8,  nearly  a month  after  the 
outbreak  of  cholera  began  there,  that  the  au- 
thorities recognized  that  an  epidemic  was  in 
progress. 

From  Nashville,  largely  through  visitors  to  the 
city,  cholera  reached  Goodlettsville  on  June  16, 
Gallatin  on  May  29,  Shelbyville  on  June  15, 
Murfreesboro  June  1,  and  Lebanon  on  June  6, 
where  incidentally  the  epidemic  was  very  severe, 
with  79  cases  and  26  deaths.  Clarksville  was 
affected  on  June  23,  Marshall  County  on  June 
17;  an  epidemic  began  in  Chattanooga  on  June 
23,  from  a brakeman  on  the  railroad  from  Nash- 
ville. Greeneville  was  infected  on  June  20,  also 
from  Nashville. 


72  deaths  on  June  20,  which  came  to  be  known 
as  Black  Friday.  In  addition  to  the  above  re- 
ported figures,  it  was  well  known  that  large 
numbers  of  Negroes  died  who  were  buried  by 
their  friends  and  of  whom  no  record  was  made. 
Individuals  who  had  the  opportunity  to  obtain 
full  information  estimated  that  there  must  have 
been  at  least  a thousand  deaths. 

After  more  than  40  years  of  playing  around 
with  cholera,  even  this  final  devastating  epidemic, 
with  a death  rate  of  about  one  person  in  twenty- 
five,  did  not  completely  succeed  in  motivating 
Nashville’s  city  fathers  to  attack  the  problem  of 
sanitation.  Though  the  first  step,  the  establish- 
ment of  a working  Board  of  Health,  was  taken, 
it  also  had  its  problems. 

Even  at  the  early  date  of  1873,  it  was  sug- 
gested that  perhaps  Nashville  might  profit  from 
a sanitary  control  board  of  the  federal  govern- 
ment. This  brought  about  a rather  violent  re- 
action, typified  by  the  statement  of  one  public 
official  that,  “We  are  willing  for  a while  yet  to 


By  the  first  Sunday  in  June,  the  epidemic  in 
Nashville  had  become  general.  It  did  not  appear 
to  be  confined  to  any  particular  locality,  al- 
though it  was  much  more  severe  among  the  poor 
classes,  who  lived  along  and  obtained  their  water 
from  the  previously  mentioned  springs  and 
branches.  Very  few  cases  occurred  in  the  suburbs, 
and  there  was  very  little  cholera  in  south  Nash- 
ville. Many  of  the  cases  were  in  blacks,  both 
within  Nashville  and  in  the  surrounding  towns, 
though  this  was  by  no  means  the  rule,  as  even 
many  of  Nashville’s  more  prominent  citizens  were 
stricken,  and  some  died. 

Collected  statistics  show  that  from  June  7 to 
July  1 there  were  244  white  and  403  colored 
deaths,  for  a total  of  647.  This  total  includes 


do  our  own  thinking  in  regard  to  public  health 
and  the  needs  of  our  own  city,  ready  as  this 
sanitary  ring  may  be  to  do  it  for  us  at  govern- 
ment expense.”  One  commentator’s  observation 
in  response  to  that  statement  was  to  question, 
“What  is  the  experience  of  the  city  of  Nashville 
that  calls  forth  this  violent  demand  to  work  out 
her  own  salvation?  Not  cholera  a time  or  two, 
as  was  stated  among  other  misrepresentations, 
but  whenever  cholera  has  been  found  upon  the 
North  American  continent,  Nashville  has  been 
decimated.  Her  noblest  citizens,  as  well  as  the 
most  degraded,  have  been  counted  victims  by 
the  score,  simply  because  doing  their  own  think- 
ing has  been  productive  of  no  sanitary  reform, 
has  resulted  in  the  utter  ignoring  of  the  wise 
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and  prudent  suggestions  of  her  own  sanitarians, 
and  the  local  defects  that  were  present  to  add 
to  the  epidemic  of  1833,  were  present  to  augment 
the  severity  of  the  same  disease  of  1873,  and 
still  exist  at  the  close  of  1874,  while  those  to 
whom  the  vital  interests  of  the  city  are  confided 
debate  upon  the  total  abolition  of  the  only  sani- 
tary institution  within  the  city  lines,  the  Board  of 
Health.”4 

Not  until  1890  was  a new  reservoir  completed, 
with  a pumping  station,  island  filter  station,  and 
river  intake  well  above  the  contaminating  flow 
of  Brown’s  Creek.  In  1895,  twenty-two  years 
after  the  epidemic,  Nashville  could  finally  boast 
of  having  the  largest  sewer  in  the  South:  the 

sixteen-foot  Lick  Branch  Sewer.  So  it  was  not 
sanitary  progress  in  Nashville,  but  the  establish- 
ment of  strict  quarantine  procedures  at  out  ports, 
which  finally  rid  the  city  of  its  recurring  plague. 
Needless  to  say,  other  enteric  diseases,  including 
typhoid  fever,  continued  to  flourish. 

Cholera  is  not  much  considered  these  days, 
particularly  in  this  country.  As  a result  of 
stringent  quarantine  and  sanitation  laws  resulting 
from  this  fourth  pandemic,  the  United  States  was 
freed  of  cholera,  the  last  case  until  last  year 
having  occurred  in  1911.  But  cholera  still 
abounds  the  world  over  and  is  currently  spread- 
ing. The  present  outbreak  has  not  been  termed 
a pandemic,  but  has  been  called  the  modern 
epidemic,  and  has  involved  both  the  classical 
strain  of  cholera  and  the  El  Tor  strain.  It  began 
in  the  Celibes  in  1961  and  has  since  involved 
all  of  Asia,  particularly  the  Pacific  Islands,  and 
severe  outbreaks  have  occurred  in  Europe.  In 
August,  1973,  there  was  a classical  case  in  Port 
Lavaca,  Texas,  in  a man  who  had  not  left  the 
country  since  his  military  service  in  the  1960’s 
and  who  had  not  even  been  away  from  home 
for  several  months.  Subsequent  epidemiologic 
investigation  showed  the  cholera  vibrio  to  be  in 
both  the  patient’s  septic  tank  and  the  septic  tank 
of  a motel  next  door.  Water  from  the  motel’s 
well  also  supplied  the  patient’s  home,  and  fluo- 
rescene  dye  placed  in  the  motel’s  sewage  system 
appeared  in  the  well  water.  How  the  cholera 
organisms  got  there  is  not  known,  but  it  should 
be  indication  enough  that  without  proper  sewage 
disposal  and  pure  water  supply,  as  might  occur 
with  wars  or  natural  disaster,  cholera  could  be 
a threat  anywhere,  even  today. 
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I like  Red  Boiling  Springs,  but  1 prefer  not  to 
have  to  use  it  as  an  evacuation  site  from  a Nash- 
ville epidemic. 

230  25th  Ave.,  No. 
Nashville,  Tenn.  37203 
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Massive  Transfusion: 

Complications  and  Their  Management* 
Case  Presentation 

DR.  JACK  HIXON:  J.  S.,  a 25-year-old  black  male, 
presented  to  the  City  of  Memphis  Hospital  Emergency 
Room  shortly  after  sustaining  two  gunshot  wounds  to 
the  abdomen.  He  was  responsive  initially  but  had  no 
obtainable  pulse  or  blood  pressure.  Because  of  the 
probability  of  major  intra-abdominal  vascular  injury, 
he  was  prepared  for  emergency  surgery.  Laboratory 
data  available  prior  to  surgery  showed  a hematocrit  of 
34  percent;  the  platelets  were  “clumped  but  adequate.” 

On  exploratory  laparotomy  a large  amount  of  blood 
was  present  in  the  abdominal  cavity.  Injury  to  the  hilum 
of  the  left  kidney  with  interruption  of  the  left  renal 
artery  necessitated  a left  nephrectomy.  Wounds  to  the 
stomach  and  pancreas  were  found  and  closure  of  the 
gastric  perforation,  distal  pancreatectomy,  and  splenec- 
tomy were  performed.  The  surgery  was  interrupted  by 
cardiac  arrest  successfully  reversed  by  internal  cardiac 
massage  performed  through  a left  thoracotomy  incision. 
Surgery  was  completed  with  closure  of  a jejunal  perfora- 
tion. Except  for  the  brief  period  of  cardiac  arrest,  the 
pulse,  blood  pressure,  and  urinary  output  from  the 
right  kidney  remained  satisfactory.  Because  of  oozing 
from  all  wounds,  the  nasogastric  tube,  and  the  Foley 
catheter,  a consultation  with  the  hematologist  (Dr. 
Marion  Dugdale)  was  obtained  in  the  operating  room. 

Additional  laboratory  data  some  seven  hours  after 
the  beginning  of  surgery  revealed  a hematocrit  of  4%; 
platelets  39,000  per  mm3;  prothrombin  time  37.3  sec. 
(control  12.3  sec.);  activated  partial  thromboplastin 
time,  no  clot  after  two  min.  (control  39.4  sec);  throm- 
bin time  68.8  sec.  (control  11.9  sec.);  fibrinogen  50  mg 
per  dl  (normal  150-350  mg  per  dl);  factor  VIII  assay 
4%  (normal  50%-200%);  protamine  sulfate  test  posi- 
tive. 

Because  25  units  of  banked  blood  had  been  admin- 
istered during  the  operative  procedure,  the  hematologic 
abnormalities  were  felt  to  represent  a severe  post- 
tranfusion  dilutional  coagulopathy.  Fibrinogen  4 gm. 
Konyne®  2 vials,  and  factor  VIII  concentrate  6 vials 
were  given  immediately  and  platelet  concentrates  were 
prepared. 

Laboratory  re-evaluation  showed  a hematocrit  of 
29%;  prothrombin  time  16.0  sec.  (control  12.8  sec.); 
partial  thromboplastin  time  117  sec.  (control  61.5  sec.); 
and  patient  + control,  56.3  sec.;  fibrinogen  239  mg 
per  dl;  factor  VIII  assay  30%.  Despite  partial  correc- 
tion of  the  hemostatic  defects,  cardiac  arrest  recurred 
and  vigorous  resuscitative  measures  were  unsuccessful. 
The  patient  expired  eight  hours  after  admission. 


* City  of  Memphis  Hospital  Case  No.  324719,  pre- 
sented January  22,  1975,  Charles  E.  Kossmann,  M.D., 
Editor. 


Discussion 

DR.  JAMES  BARTON:  The  case  presented 
is  an  example  of  post-transfusion  coagulopathy 
and  perhaps  other  abnormalities  often  associated 
with  massive  blood  transfusions.  In  recent  years 
the  capability  of  large  hospitals  and  battlefield 
medical  stations  to  provide  massive,  immuno- 
compatible,  transfusion  therapy  has  brought  at- 
tention to  many  complications  which  are  associ- 
ated with  or  secondary  to  this  form  of  therapy.1'4 

For  purposes  of  definition,  a massive  trans- 
fusion is  one  in  which  blood  (compatible  and 
nearly  always  from  a blood  bank)  is  administered 
in  a quantity  equal  to  or  greater  than  the  pa- 
tient’s normal  blood  volume  within  a period  of 
24  hours  or  less.  A large  series  of  patients 
requiring  massive  transfusions  reported  by  Wilson 
and  associates,5  gives  some  insight  into  the  mul- 
tiple causes  of  massive  hemorrhage  (Table  1). 


Table  1.  Etiology  of  Massive  Bleeding 


Cause 

Number  of 
Patients 

Gastrointestinal 

Peptic  ulcer 

49 

Esophageal  varices 

14 

88 

Other 

25 

Trauma 

Stab 

30 

Gun-shot  wound 

19 

62 

Blunt 

13 

Vascular  Surgery  (Including  ruptured 

aneurysms)  18 

Elective  Surgery 

Extensive  cancer  surgery 

21 

In  the  presence  of  infection 

14 

42 

Other 

7 

Miscellaneous 

3 

Total 

213 

This  and  subsequent  tables  taken  from:  Wilson,  RF, 
Bassett,  JS,  Walt,  AJ:  Five  years  of  experience  with 

massive  blood  transfusions.  JAMA  194:851,  1965. 


Gastrointestinal  hemorrhage  and  trauma  ac- 
count for  the  majority  of  these  cases.  Vascular 
surgery,  except  cardiac  surgery  and  elective  surg- 
ery for  infection  or  malignancy,  constitute  lesser 
portions  of  the  series.  The  most  frequent  single 
medical  cause  of  massive  hemorrhage  is  peptic 
ulcer,  a disease  seen  primarily  by  the  internist 
and  primary  care  physician. 

The  transfusion  of  25  or  more  units  of  blood 
is  associated  with  a 94  percent  mortality  (Table 
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Table  2.  Relationship  of  Quantity  of  Blood  Trans- 
fused and  Mortality  in  209  Patients  Receiving 
213  Massive  Transfusion* 


Amount 

Total  Number 

Blood, 

of  Massive 

Mortality, 

Units 

Transfusions 

Deaths 

% 

10-14 

118 

40 

34 

15-19 

53 

25 

47 

20-24 

24 

13 

54 

25  or  more 

18 

17 

94 

Total 

213 

95 

45 

*Four 

patients 

received  massive 

transfusions 

on  two 

separate 

occasions. 

Table  3.  Influence  of  Area  of  Trauma  on  Mortality 


Amount  of  Transfused  Blood,  Units 

Anatomical 

10-14 

15-19 

20-24 

25+ 

Total 

Site 

(Death/  Number 

of  Patients) 

Head,  neck, 

and 

extremities 

0/9 

0/1 

1/2 

1/2 

2/14  (14%) 

Abdomen 

5/10 

2/4 

6/9 

3/3 

16/26  (60%) 

Chest 

2/7 

1/3 

0/1 

■ . . 

3/11  (27%) 

Other 

3/5 

2/2 

2/3 

1/1 

8/11  (73%) 

Total 

10/31 

5/10 

9/15 

5/6 

29/62  (47%) 

2).  The  site  of  trauma  is  important  (Table  3): 
to  the  head,  neck,  and  extremities  it  is  associated 
with  a mortality  of  14  percent,  while  to  the 
abdomen  with  a mortality  of  62  percent.  Mor- 
tality is  directly  and  adversely  affected  by  in- 
creasing age,  the  presence  of  duration  of  shock, 
increasing  quantities  of  blood  replaced,  pre-exist- 
ing or  complicating  medical  illnesses,  and  the 
development  of  hemostatic  complications.  It  is 
important  to  examine  other  specific  factors  known 
to  influence  the  morbidity,  mortality,  and  specific 
therapy  in  the  period  immediately  surrounding  the 
transfusion.  These  may  be  categorized  as:  1) 

dilution  of  hemostatic  factors,  2)  metabolic  dis- 
turbances, 3)  hypothermia,  and  4)  circulatory 
dysfunction. 

Dilution  of  Hemostatic  Factors: 

It  can  be  demonstrated  theoretically  and  em- 
pirically that  the  minimal  massive  transfusion, 
in  effect  an  exchange  transfusion  within  a period 
of  24  hours  or  less,  gives  rise  to  thrombo- 
cytopenic bleeding  in  virtually  all  patients.  This 
is  most  commonly  manifested  by  slow  oozing 
from  gastrointestinal  or  genitourinary  tracts  as 
well  as  from  superficial  wounds.  This  first  and 
most  common  cause  of  bleeding  is  directly  at- 
tributable to  a dilutional  effect  achieved  when 
large  amounts  of  banked  blood  are  transfused 
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over  a brief  period  of  time.  Functional  platelet 
survival  is  virtually  nil  in  ACD  banked  blood 
after  24  hours  of  storage  at  4°C.  This  makes  it 
a requirement  that  following  transfusion  of  12 
units  of  banked  blood,  each  third  subsequent 
unit  given  must  be  freshly  drawn  not  more  than 
six  hours  previously.  Alternatively,  if  massive 
transfusion  is  anticipated,  one  unit  out  of  five 
from  the  start  of  the  transfusion  should  be  freshly 
drawn  blood.  Not  infrequently  there  may  be 
need  for  platelet-rich  plasma  or  platelet  con- 
centrates. Wide  individual  variations  and  different 
underlying  disease  processes  may  considerably 
alter  the  need  for  platelets.  Further,  a dilutional 
coagulopathy  related  to  deficiencies  of  factors  V 
and  VIII  may  also  arise,  these  two  factors  being 
particularly  unstable  under  the  usual  conditions 
of  blood  storage.  Levels  of  factor  V sufficient 
to  maintain  normal  hemostasis  can  be  low,  as 
much  as  5-15  percent  of  normal,  while  factor 
VIII  levels  of  30  percent  are  required.  Depend- 
ing upon  the  donor  and  method  of  assay,  factor 
VIII  levels  in  banked  blood  may  be  reduced  to 
50  percent  after  only  24  hours  while  factor  V 
may  be  maintained  at  a constant  level  for  as  long 
as  12-13  days.  Thus  stored  blood  products 
more  than  seven  days  old  may  supply  the  neces- 
sary factor  V for  hemostasis  but  factor  VIII 
may  be  deficient  and  require  the  use  of  cryopre- 
cipitate  for  replacement.  In  exceptional  circum- 
stances, including  the  case  presented,  there  may 
be  dilution  of  all  hemostatic  factors  and  very 
fresh  blood  products,  as  well  as  concentrates  of 
vitamin  K-  dependent  factors  II,  VII,  IX,  and 
X (Konyne®;  Cutter  Laboratories,  Inc.)  may  be 
required.  In  some  patients,  particularly  those 
with  multiple  bleeding  sites  or  with  underlying 
disorders,  hemostatic  factors  such  as  fibrinogen 
may  be  consumed  as  well  as  diluted.  Since  there 
is  insufficient  fibrinogen  in  single  units  of  banked 
blood  to  produce  substantial  effects  in  severely 
hypofibrinogenemic  recipients,  fibrinogen  concen- 
trates may  be  needed.  Because  of  citrate-calcium 
complexing  in  banked  blood,  the  transfusate  may 
contain  inadequate  ionized  calcium  to  support 
normal  coagulation  in  some  patients  and  the 
use  of  calcium  chloride  or  gluconate  supplements 
may  become  imperative. 

Metabolic  Disturbances: 

A second  group  of  abnormalities  which  may 
complicate  massive  transfusion  are  metabolic 
and  are  usually  multiple.  Blood  stored  for  14-21 
days  has  a pH  of  6. 5-6. 9,  due  to  citrate  used  as 
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anticoagulant  and  due  to  the  generation  of  lactate, 
pyruvate,  and  carbon  dioxide  by  erythrocytes. 
This  may  aggravate  metabolic  acidosis  already 
present  due  to  shock.  Some  authors  have  recom- 
mended that  44  mEq.  of  NaHC03  or  other  base 
equivalent  be  given  for  each  five  transfused  units, 
particularly  after  20  units  have  already  been 
transfused.  More  judicious  practice,  perhaps,  is 
the  use  of  bicarbonate  only  when  the  presence 
of  metabolic  acidosis  is  demonstrated  by  the 
measurement  of  arterial  blood  pH. 

Hypercitremia  may  directly  aggravate  acidosis 
and  furthermore,  by  complexing  calcium  ions, 
may  contribute  to  cardiac  arrhythmias,  tetany,  or 
ineffective  coagulation.  In  patients  with  advanced 
hepatic  disease  (a  large  number  of  those  with 
ulcers  or  varices),  the  metabolism  of  citrate  is 
slow  and  the  effects  of  hypercitremia  prolonged 
and  severe.  Intravenous  calcium  chloride  therapy 
is  advisable. 

Hyperkalemia  is  a common  problem  arising 
from  potassium  release  from  red  cells  and  plate- 
lets in  banked  blood.  The  potassium  concentra- 
tion in  banked  blood  rises  about  1 mEq/liter/day, 
so  that  after  only  one  week  of  storage  3-4  times 
the  normal  serum  levels  of  potassium  are  reached. 
Since  the  first  blood  routinely  used  from  the  bank 
for  transfusions  is  21  days  old,  hyperkalemia  is 
of  particular  importance  when  large  quantities 
of  such  blood  are  transfused  rapidly  into  central 
veins  or  into  patients  with  renal  impairment. 
Many  of  these  patients  have  undergone  surgery 
and/or  have  had  severe  trauma,  and  large  quan- 
tities of  additional  potassium  from  damaged 
erythrocytes  or  tissues  may  already  be  circulating. 

Hyperammonemia  is  of  negligible  importance 
in  the  usual  patient  but  may  be  critical  in  those 
with  hepatic  or  renal  failure.  Blood  stored  for 
21  days  may  contain  ten  times  the  normal  con- 
centration of  ammonia  and  thus  is  capable  of 
precipitating  or  worsening  hepatic  coma  or  azo- 
temia. Because  of  the  diversity  of  metabolic 
derangements  already  present  in  those  with 
hepatic  or  renal  failure,  it  may  be  desirable  to 
use  packed  red  blood  cells,  specific  hemostatic 
component  therapy,  and  electrolytic  solutions  to 
avert  some  of  the  undesirable  metabolic  effects 
associated  with  the  use  of  whole  banked  blood. 

Metabolic  alkalosis  may  occur  with  endogenous 
lactate  production  from  citrate  in  banked  blood, 
the  excessive  administration  of  bicarbonate  dur- 
ing surgical  procedures,  and  the  use  of  lactated 
Ringer’s  solution.  The  alkalosis  produces  a shift 
to  the  left  of  the  hemaglobin-oxygen  dissociation 


curve  resulting  from  an  increased  hemoglobin- 
oxygen  affinity  and  a decreased  efficiency  of 
oxygen  delivery  to  the  tissues.  Since  many  pa- 
tients are  unable  to  increase  cardiac  output  due 
to  hypovolemia,  an  undesirable  effect  is  com- 
pounded. Furthermore,  in  all  patients  some 
shift  in  the  hemoglobin-oxygen  dissociation  curve 
will  occur  due  to  the  decrease  in  the  levels  of 
erythrocytic  2.3  diphosphoglyceric  acid  (2,3- 
DPG)  in  the  banked  blood.  After  six  days  this 
level  is  25  percent  and  after  ten  days  only  5 
percent  of  the  normal  amount  found  in  eryth- 
rocytes. Hypothermia,  when  present,  worsens 
the  unfavorable  shift  in  the  dissociation  curve. 

Hypothermia: 

Although  hypothermia  is  frequently  ignored, 
it  can  be  shown  by  recording  esophageal  tem- 
peratures that  vigorous  transfusion  of  refrigerated 
blood  may  cool  the  recipient  to  a temperature 
as  low  as  26 °C.  Cold  blood  is  also  detrimental 
in  that  many  of  the  patients  have  been  in  shock 
or  in  surgery  and  are  already  in  a state  of 
unstable  thermoregulation.  The  administration 
of  cold  blood,  particularly  in  those  with  di- 
minished venous  return,  may  superimpose  a se- 
lective cardiac  hypothermia  on  an  already  de- 
creased body  temperature.  Analyses  of  cardiac 
arrests  associated  with  massive  transfusions  have 
suggested  that  the  hypothermia  may  be  the  direct 
cause  of  asystole  or  ventricular  fibrillation.  As 
mentioned,  hypothermia  aggravates  the  left  shift 
in  the  hemoglobin-oxygen  dissociation  curve  and 
impedes  the  metabolism  of  citrate.  When  time 
allows,  it  is  desirable  to  warm  the  blood  either 
by  means  of  a water-bath  or  microwave  blood 
warmer,  but  not  above  40°C,  since  hemolysis 
will  then  occur. 

Circulatory  Dysfunction: 

The  most  frequent  manifestations  of  circulatory 
dysfunction  are  shock  or  congestive  heart  failure. 
Shock  frequently  is  present  before  transfusion  is 
undertaken  and  may  continue  because  of  delays 
in  delivery  of  blood  to  the  patient  or  failure  to 
appreciate  the  magnitude  of  the  hemorrhage. 
Conversely,  overzealous  transfusion  with  circula- 
tory congestion  and  pulmonary  edema  may  occur. 
Even  if  isovolumetric  transfusion  replacement  is 
accomplished,  cardiac  dysfunction,  arrhythmias, 
or  asystole  may  still  intervene.  In  consideration 
of  earlier  comments,  the  coronary  arteries  in 
these  patients  have  the  potential  to  be  perfused 
by  hypoxic,  hyperkalemic,  hypocalcemic,  hypo- 
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thermic  and  acidotic  blood  such  that  arrhythmias 
and  poor  myocardial  function  are  no  surprise. 
Therefore,  patients  should  have  the  benefit  of 
electrocardiographic,  central  venous  pressure,  and 
pulmonary  artery  pressure  monitoring  when  indi- 
cated. 

Miscellaneous  abnormalities  of  bleeding,  such 
as  those  encountered  with  transfusions  in  general, 
may  occur.  Among  these  is  disseminated  intra- 
vascular coagulation  (DIC)  following  major 
blood  group  incompatability  reactions,  burns, 
crushing  wounds,  excessive  organ  manipulation 
at  surgery,  obstetrical  accidents,  and  a host  of 
other  circumstances'  Occasionally  a patient  is 
discovered  at  the  time  of  massive  hemorrhage 
to  have  a hereditary  coagulopathy  not  previously 
recognized. 

There  are  few  known  delayed  effects  attribu- 
table to  massive  transfusion;  foremost  among 
them  is  the  transmission  of  hepatitis  virus  and 
other  microbial  contaminants.  Some  indication 
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This  2 Vi  year  old  male  was  noted  to  be  listless  for 
several  days.  A low  grade  fever  and  slight  cough  were 


exists  that  these  patients,  above  and  beyond 
their  primary  morbidity,  may  have  a delay  in 
wound  healing. 

Lastly,  familiarity  with  local  blood  bank  pro- 
cedures and  products  is  of  utmost  importance. 
Judicious  use  of  fresh  and  banked  blood  and 
blood  components  allows  the  optimum  therapy 
for  all  patients  needing  blood  including  those 
requiring  massive  transfusion. 
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present.  Routine  work-up  showed  anemia.  Chest  x-ray 
was  obtained  as  part  of  routine  work-up. 

Which  of  the  following  diagnostic  possibilities 
is  most  likely? 

a.  bronchopneumonia 

b.  neuroblastoma 

c.  tuberculosis 

d.  normal 

(Answer — page  899) 


From  the  University  of  Tennessee  Center  for  the 
Health  Sciences,  Department  of  Diagnostic  Radiology, 
Memphis,  Tennessee  38163. 


898 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


X-RAY  OF  THE  MONTH  ANSWER 

The  correct  answer  is  neuroblastoma. 

The  chest  films  demonstrate  bilateral  para- 
vertebral masses  in  the  lower  thoracic  area  dis- 
placing respective  paraspinal  lines  laterally.  Not 
surprisingly,  these  masses  were  not  observed  by 
the  first  reviewer  and  the  x-ray  was  interpreted  as 
normal.  Further  studies  (Fig.  2)  confirmed  their 


Fig.  2.  Overpenetrated  left  lateral  decubitus  chest  film 
more  clearly  defines  the  lateral  bowing  of  bi- 
lateral posterior  paraspinal  lines  by  bilateral 
mediastinal  neuroblastoma. 

presence.  The  absence  of  parenchymal  disease 
excludes  the  presence  of  pneumonia  or  tubercu- 
losis. Further  differential  considerations  of  bi- 
lateral posterior  mediastinal  masses  are  neu- 
renteric  cysts,  neurogenic  tumors,  hematoma, 
paraspinal  abscess,  and  extramedullary  hema- 
topoesis.  In  this  age  group,  it  is  uncommon  to 
see  a paraspinal  abscess  without  evidence  of  bone 
destruction,  localizing  pain,  and  narrowed  in- 
tervertebral disc  spaces.  The  absence  of  trauma, 
fracture  or  bleeding  diathesis  virtually  excludes 
hematoma.  Neurenteric  cysts  are  usually  not 
bilaterally  symmetrical  unless  they  are  huge  and 
can  often  be  evaluated  further  on  barium  swal- 
low. The  patient  did  not  have  a hematopoetic 
disorder  for  the  consideration  of  extramedullary 
hematopoesis. 

The  most  common  type  of  neurogenic  tumor 
in  this  age  group  is  neuroblastoma.  Further 


work-up  showed  normal  IVP  and  barium  swal- 
low. Bone  marrow  biopsy  revealed  tumor  cells. 
The  patient  was  treated  with  chemotherapy  and 
expired  IV2  years  later  from  disseminated 
disease. 

Discussion 

Neuroblastoma  is  a highly  malignant  tumor  of 
the  autonomic  nervous  system  composed  of  un- 
differentiated ganglion  cells  and  nerve  fibers. 
Some  label  these  tumors  as  “sympathicoblasto- 
mas,”  indicating  origin  from  neuroblasts  or 
sympathicoblasts  which  are  the  undifferentiated 
neural  crest  stem  cells.  Neuroblastoma  is  most 
often  diagnosed  during  the  first  year  of  life  and 
between  the  ages  of  2-6  years.  A small  per- 
centage occurs  in  the  second  year  of  life  and 
from  the  ages  of  7-19  years. 

Neuroblastoma  may  arise  from  any  area  along 
the  sympathetic  chain.  The  most  common  site, 
however,  is  the  adrenal  gland.  It  may,  however, 
present  in  the  pre-sacral  area  (ganglia  of  Zucker- 
kandl),  chest,  neck  and  nasopharynx.  In  a 
significant  percentage  of  cases  (10-15  percent), 
the  tumor  is  so  widespread  that  the  site  of  origin 
is  impossible  to  discern.  Intracranial  tumors  are 
rare  but  several  cases  have  been  reported.  The 
diagnosis  of  neuroblastoma  is  notoriously  late 
and  approximately  65-75  percent  have  distant 
metastatic  disease.  Only  a small  percentage  (12- 
17  percent)  are  confined  to  the  primary  site  with 
approximately  20  percent  showing  local  tumor 
extension. 

The  clinical  presentation  is  varied.  Hepa- 
tomegaly is  the  most  common  presenting  problem 
of  the  neonate.  Older  patients  may  present  with 
abdominal  masses,  bizarre  myoclonic  seizures  and 
cerebellar  symptoms  (polymyoclonia-opsoclo- 
nus), a mass  in  the  chest  or  abdomen  on  radio- 
graphic  exam,  symptoms  of  excessive  catecho- 
lamine production  of  the  humor  (hypertension, 
diarrhea,  flushing,  diaphoresis,  etc.),  psychomotor 
retardation,  symptoms  of  spinal  cord  compression, 
and  symptoms  of  extrinsic  pressure  on  adjacent 
organs. 

The  prognosis  of  patients  with  neuroblastoma 
varies  with  age  and  the  presence  of  metastatic 
disease.  Neonatal  cases  have  a much  better  prog- 
nosis than  those  beyond  the  age  of  one  year,  even 
with  the  presence  of  liver  metastasis  (the  most 
common  site  of  metastasis  in  this  age  group). 
Long  term  survival  of  infants  less  than  1 year  is 
approximately  60  percent;  for  1 year  olds,  21 

Continued  on  page  902 
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R.  S.  is  a 27  year  old  draftsman  who  has  been  known 
to  have  a heart  murmur  since  childhood.  He  was 
rejected  for  military  service  because  of  his  murmur, 
but  was  able  to  carry  out  normal  activities  such  as  water 
skiing  and  tennis  without  syncope  or  symptoms  of 
congestive  heart  failure.  Examination  of  the  cardio- 
vascular system  revealed  a blood  pressure  of  120/60 
with  normal  peripheral  pulses.  The  jugular  venous 
pressure  was  normal,  but  the  A waves  were  slightly 
accentuated.  The  first  heart  sound  was  normal  but  the 
second  heart  sound  was  widely  split  and  fixed.  There 
was  a soft  systolic  ejection  murmur  at  the  pulmonic 
area  and  a faint  diastolic  rumble  at  the  left  sternal 
edge. 

The  electrocardiogram  showed  right  bundle  branch 


block  with  a PR  interval  of  0.18  seconds  and  a normal 
P wave  in  lead  II.  (Figure  1 ) Right  heart  catheteriza- 
tion demonstrated  a 3 to  1 left  to  right  shunt  at  the 
atrial  level  with  anomalous  pulmonary  veins  draining 
into  the  right  atrium.  The  pulmonary  artery  pressure 
was  normal.  Because  of  the  size  of  the  left  to  right 
shunt  surgical  closure  of  the  defect  was  recommended. 
At  the  time  of  surgery  he  was  found  to  have  a 3 cm. 
sinus  venosus  atrial  septal  defect,  two  anomalous  pul- 
monary veins  draining  into  the  superior  vena  cava,  and 
a patent  foramen  ovale. 

The  sinus  venosus  defect  was  closed  with  a dacron 
patch  and  the  patent  foramen  ovale  was  closed  by 
direct  suture.  Atrial  and  ventricular  pacing  wires 
were  placed  at  the  end  of  the  operation.  On  the  second 
post  operative  day  he  had  a junctional  rhythm  and  wais 
temporarily  paced  using  the  atrial  pacing  wire.  (Figure 

2)  The  remainder  of  the  hospital  course  was  un- 
complicated and  he  was  discharged  on  the  ninth  post 
operative  day.  His  discharge  electrocardiogram  (Figure 

3)  shows  an  interatrial  conduction  delay,  but  is  other- 
wise unchanged. 


Discussion 

The  electrocardiogram  taken  during  atrial  pac- 
ing (Figure  2)  shows  rather  remarkable  elevation 
of  the  stimulus-Q  wave  segment  which  may  rep- 
resent an  atrial  current  of  injury,  much  like  S-T 
segment  elevation  which  represents  injury  of  the 
ventricular  myocardium.  The  discharge  electro- 
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cardiogram  (Figure  3)  shows  a bifid  P wave  in 
lead  II  indicating  a delay  in  interatrial  conduction 
which  could  be  due  to  atrial  infarction  or  interrup- 
tion of  one  of  the  inter-atrial  conduction  path- 
ways. Surgical  procedures  involving  the  atria  may 
result  in  junctional  rhythm,  atrial  flutter  or 
fibrillation,  ectopic  atrial  rhythm  or  inter-atrial 
block.  The  sick  sinus  syndrome  may  also  occur 
after  atrial  reconstructive  surgery.  Temporary  or 
permanent  pacing  may  be  necessary  in  patients 
who  develop  symptomatic  bradyarrhythmias  after 
surgery. 

FINAL  DIAGNOSIS:  Sick  venosus  atrial  septal 

defect  with  possible  atrial 
infarction. 
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The  Role  of  Propranolol  in 
The  Management  of  Hypertension 

Propranolol  is  a beta-adrenergic  blocking  agent 
which  has  been  intensively  investigated  as  an 
antihypertensive  medication  for  the  past  decade. 

Propranolol  as  a Primary  Agent  in 
Essential  Hypertension 

Early  double-blind  studies  using  relatively 
small  doses  of  propranolol  (10-100  mg  daily) 
indicated  an  insignificant  antihypertensive  effect 
in  unselected  essential  hypertensives.  In  sub- 
sequent uncontrolled  studies,  large  doses  of 
propranolol  (up  to  2,000  mg  daily)  were  thought 
to  be  equally  as  effective  as  guanethidine  and 
methyldopa  in  the  treatment  of  unselected  hyper- 
tensives. Subsequently,  double-blind  studies  using 
moderate  doses  of  propranolol  (up  to  300  mg/ 
day)  demonstrated  the  drug’s  effectiveness  as  an 
antihypertensive  agent.  Biihler  et  al.  reported 
moderate  dose  propranolol  (2  mg/kg/day)  to  be 
most  effective  in  hypertensives  with  high  plasma 
renin  activity  (PRA)  while  patients  with  low 
PRA  showed  little  or  no  effect.  Biihler  suggested 
that  propranolol’s  antihypertensive  effect  was  as- 
sociated with  its  inhibition  of  renin  release.  Other 
investigators  have  disputed  these  findings. 

The  mechanism  by  which  long-term  orally  ad- 
ministered propranolol  lowers  blood  pressure  in 
essential  hypertension  has  not  been  clearly  es- 
tablished. Its  use  is  associated  with  a decreased 
heart  rate,  a decreased  cardiac  output  and  an 
increase  in  peripheral  vascular  resistance.  Pro- 
pranolol does  not  block  vascular  reflexes  to 
postural  changes,  heat,  exercise  or  diurnal  blood 
volume  changes.  As  a result,  propranolol 
therapy  is  not  complicated  by  orthostatic  hypo- 
tension upon  first  arising  in  the  morning,  hypo- 
tension in  hot  environments,  or  by  hypotension 
during  exertion. 

Propranolol  and  Diuretics 

Beta-adrenergic  blockade  commonly  results  in 
salt  retention,  a phenomenon  seen  with  other 
antihyptertensive  agents.  To  combat  this,  diuret- 
ics may  be  added  to  propranolol  in  a combination 

From  The  Hypertension  Center,  Vanderbilt  Hospital, 
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regimen  with  excellent  results.  Fluid  retention  is 
dissipated  and  the  PRA  rises.  Blood  pressure 
control  with  the  combination  appears  far  better 
than  with  either  agent  alone. 

Propranolol  and  Peripheral  Vasodilator 

Since  essential  hypertension  is  often  associated 
with  increased  peripheral  vascular  resistance,  one 
logical  approach  to  its  treatment  would  be  to 
use  an  agent  which  lowers  resistance  by  acting 
directly  on  the  peripheral  vasculature.  The  two 
main  agents  used  to  date  have  been  hydralazine 
(Apresoline®)  and  more  recently  the  experi- 
mental drug,  minoxidil.  Their  main  advantage 
is  that  they  do  not  block  cardiovascular  reflexes, 
thus  they  cause  less  of  a problem  with  postural 
hypotension.  Their  main  disadvantage,  however, 
has  been  the  reflex-mediated  increased  heart  rate 
and  cardiac  output  which  increases  the  danger 
of  myocardial  ischemia  and/or  infarction.  To 
prevent  this  effect  drugs  like  guanethidine  or 
tf-methyldopa  can  be  used,  but  since  they  block 
vascular  reflexes,  the  advantage  of  the  vasodilator, 
is  lost  at  least  in  part.  Propranolol,  however,  has 
a more  specific  blockade  on  the  heart  and  does 
not  block  vascular  response.  Recent  studies  have 
shown  propranolol  and  minoxidil  to  be  an  ef- 
fective combination.  Minoxidil  alone  lowered 
blood  pressure  from  an  average  of  188/124  to 
159/100  mmHg.  The  addition  of  propranolol 
(up  to  120  mg/day)  blocked  the  reflex  cardiac 
effects  and  also  resulted  in  a further  lowering  of 
average  pressure  to  134/86  mmHg.  These  re- 
sults have  recently  been  confirmed  by  other  in- 
vestigators. Other  studies  have  demonstrated  that 
patients  treated  with  a diuretic,  hydralazine 
(mean  dosage  of  225  mg/day)  and  propanolol 
(mean  dosage  of  143  mg/day)  had  a reduction 
of  blood  pressure  of  46/30  mmHg  supine  and 
42/32  mmHg  standing.  Of  the  23  patients 
treated,  21  had  diastolic  blood  pressures  of  less 
than  100  mmHg  and  17  had  diastolic  blood  pres- 
sures of  less  than  90  mmHg.  These  patients 
preferred  the  hydralazine-propranolol  regimen  to 
adrenergic  blockers  due  to  fewer  side  effects. 

Summary 

Propranolol  alone  in  large  doses  has  been 
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shown  to  lower  blood  pressure  in  patients  with 
essential  hypertension.  In  combination  with 
diuretics  and/or  agents  that  directly  lower  periph- 
eral vascular  resistance,  it  has  been  effective  in 
much  lower  doses.  These  initial  studies  indicate 
that  propranolol,  particularly  as  an  adjunct  to 
other  therapy,  may  become  a useful  therapeutic 
tool  in  the  treatment  of  hypertension.  At  the 
present  time,  however,  its  use  in  hypertension 
remains  investigational  in  nature. 
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X-Ray  . . . Continued  from  page  899 
percent;  for  the  2-7  year  old  group,  10  percent; 
and  between  7-19  years  old,  8 percent.  Oc- 
casional spontaneous  tumor  regressions  are  re- 
ported after  surgical  removal  of  tumor  bulk  and 
without  therapy  and  spontaneous  transformation 
into  benign  ganglioneuromas  may  occur  with 
time. 

The  radiographic  findings  of  neuroblastoma 
are  dependent  upon  location  of  the  site  of  origin 
and  the  presence  of  metastatic  disease.  Adrenal 
tumors  manifest  as  abdominal  masses.  Classical- 
ly, the  kidneys  are  displaced  inferiorly  and  lateral- 
ly. The  renal  collecting  system  is  displaced  and 
shows  little  if  any  disruption  or  destruction.  This 
has  long  been  used  as  a radiographic  method  of 
distinguishing  neuroblastoma  from  Wilm’s  tumor. 
“Dumbbell”  tumor  extension  into  the  neural 
canal  may  cause  rib  erosion  and  destruction  of 
contiguous  osseous  structures,  scoliosis,  widening 
and  separation  of  the  ribs  on  the  affected  side, 
enlargement  of  intervertebral  foramina,  posterior 
scalloping  of  vertebral  bodies  or  widening  of  the 
spinal  canal.  There  may  be  evidence  of  sub- 
cutaneous and  osseous  lesions  indistinguishable, 
at  times,  from  those  changes  seen  with  leukemia. 
There  may  be  widening  of  the  soft  tissue  para- 
spinal  lines  in  the  posterior  mediastinum  or 
abdomen.  Widening  of  cranial  sutures  is  a com- 
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mon  finding  due  to  extradural  tumor  deposits. 

Metastatic  disease  to  the  brain  proper  is  ex- 
ceedingly rare  and  most  patients  with  wide  sut- 
ures show  no  evidence  of  intracranial  hyperten- 
sion. Up  to  50  percent  of  all  primary  neuroblas- 
tomas will  calcify,  and  calcifications  in  metastatic 
liver  lesions  may  occur.  Calcification  in  a supra- 
renal, paraspinal  or  presacral  mass  should  arouse 
legitimate  suspicion  of  neuroblastoma.  Arterio- 
graphic  findings  are  variable  depending  on  the 
size  of  the  mass,  degree  of  vascularity  and  degree 
of  necrosis.  Extrinsic  pressure  on  the  inferior 
vena  cava  or  occlusion,  as  well  as  tumor  encase- 
ment of  vessels  are  not  uncommon  findings.  Pre- 
sacral tumors  may  mimic  x-ray  findings  of 
presacral  teratomas. 
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Left  Main  Coronary  Artery  Obstruction 
Survival  and  Clinical  Improvement 
Without  Surgery 

LAURENCE  A.  GROSSMAN,  M.D.,  LYNDA  0.  TIRAO,  M.D. 

AND  HARRY  L.  PAGE,  M.D. 

Lesions  of  the  left  main  coronary  artery  con- 
stitute such  a threat  to  survival  that  this  finding 
on  angiographic  study  is  considered  at  present 
an  indication  for  immediate  or  emergency  aorto- 
coronary artery  by-pass  surgical  procedure.  In 
most  institutions  medical  treatment  is  no  longer 
considered.  Dismal  results  in  the  literature  form 
the  basis  of  such  an  opinion.  Cohen1  reported 
5 deaths  in  10  medically  treated  patients  at  a 
mean  post-catheterization  period  of  25  months. 
Lavine2  reported  that  3 of  9 unoperated  patients 
died  within  one  month  of  arteriography.  Dunk- 
man3  in  a recent  review  of  medical  perspectives 
in  coronary  artery  surgery  advocates  operative 
treatment.  Gotsman4  emphasized  the  hazard  of 
obstruction  of  the  left  main  coronary  artery  by 
labeling  it,  “the  artery  of  sudden  death.”  With 
this  background,  the  medical  treatment  of  such 
a patient  is  of  interest. 

Case  Report 

E.C.,  a 52  year  old  man.  was  admitted  to  Vanderbilt 
University  Hospital  in  January,  1967,  with  a 6 month 
history  of  classical  angina,  precipitated  by  heavy  meals, 
excitement,  and  any  stress.  It  occurred  with  such 
frequency  that  he  was  unable  to  walk  to  his  mailbox. 
One  week  prior  to  admission  he  had  two  severe  bouts 
of  pain  which  lasted  30  minutes,  associated  with  mod- 
erate dyspnea.  For  20  years  he  had  consumed  40  ciga- 
rettes daily.  Except  for  an  appendectomy  his  past 
medical  history  was  non-contributory.  Examination 
revealed  a short,  stocky  man  whose  skin  had  a yellowish 
cast.  He  weighed  187  pounds,  and  his  blood  pressure 
was  142/98.  There  were  early  (grade  1)  retinal 
arteriosclerotic  changes.  Xanthelasma  was  not  present, 
but  there  were  xanthomatous  nodules  on  the  extensor 
tendons  of  the  fingers.  The  heart  was  normal  in  size 
with  a regular  rhythm  and  no  murmur. 

Among  the  laboratory  findings,  the  hemoglobin  was 
14.7  gm.%,  the  fasting  blood  sugar  83  mgm.%.  Two 
determinations  of  serum  cholesterol  were  340  and  345 
mgm.%.  The  PBI  was  3.8  mcgm.%.  A 24  hour 
radioactive  iodine  uptake  was  6.8%.  X-ray  examination 
of  the  chest  revealed  clear  lung  fields.  The  cardiac 
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silhouette  was  normal,  and  the  electrocardiogram 
showed  sinus  rhythm  and  was  normal. 

Cardiac  catheterization  and  coronary  arteriography 
revealed  a normal  left  ventriculogram.  The  left 
coronary  artery  had  an  area  of  75  percent  narrowing 
distal  to  its  origin  but  proximal  to  its  bifurcation  into 
the  anterior  descending  and  circumflex  arteries,  which 
were  not  occluded.  The  right  coronary  artery  was  en- 
tirely normal. 

Both  Master’s  and  treadmill  tests  showed  no  changes 
of  ischemia. 

In  view  of  his  obesity,  heavy  cigarette  usage,  hyper- 
cholesterolemia and  mild  hypothyroidism,  it  was  decided 
to  try  him  on  a medical  regimen,  including  a low 
caloric  intake,  small  doses  of  thyroid  extract,  cessation 
of  smoking,  and  a gradually  increasing  exercise  pro- 
gram. Within  30  days  his  angina  had  entirely  subsided. 
He  was  then  followed  on  an  out-patient  basis.  He  lost 
20  pounds  in  weight,  remained  normotensive,  and  felt 
entirely  well.  He  walked  3 miles  daily  without  ex- 
periencing angina. 

In  May,  1967,  he  was  readmitted  to  Vanderbilt 
Hospital,  where  cardiac  catheterization  and  coronary 
arteriography  were  again  performed.  The  coronary 
arteriogram  showed  an  identical  lesion  of  the  left  main 
coronary  artery. 

He  has  continued  to  be  followed  on  an  out-patient 
basis.  He  does  not  smoke.  With  weight  reduction  the 
xanthomatous  nodules  disappeared. 

In  August,  1974.  a serum  triglyceride  determination 
was  285  mgm.%  and  the  serum  cholesterol  290  mgm.%. 
There  was  a Type  IV  hyperlipoproteinemia.  He  had 
regained  15  pounds  in  weight  to  192  pounds.  In  No- 
vember, 1974,  the  serum  triglycerides  were  519  mgm.% 
and  the  serum  cholesterol  325  mgm.%.  There  was  still 
no  angina  and  no  shortness  of  breath.  A reduction  diet 
was  advocated,  but  he  did  not  comply  with  this  in- 
struction. 

In  May,  1975,  8 years  and  5 months  after  his  original 
admission  to  Vanderbilt  Hospital,  he  was  admitted  to 
St.  Thomas  Hospital.  He  weighed  192  pounds  and  had 
a blood  pressure  of  150/90.  The  cardiac  findings  were 
unchanged.  Treadmill  test  showed  a normal  response  to 
maximum  exercise. 

Using  the  Judtkin’s  technique,  left  heart  catherization 
and  coronary  arteriography  were  again  performed. 
Once  again  this  showed  a 75  percent  stenotic  lesion  in 
the  distal  portion  of  the  left  main  coronary  artery.  This 
lesion  was  essentially  unchanged  from  that  visualized  on 
the  two  previous  studies.  However,  there  were  now  ad- 
ditional lesions  present.  Two  areas  of  proximal  stenosis 
in  the  range  of  50  precent  were  noted  in  the  left 
anterior  descending  coronary  artery,  with  an  area  of 
70  percent  stenosis  in  the  distal  one-third.  The  left 
circumflex  artery  was  entirely  normal.  There  were 
luminal  irregularities  in  the  right  coronary  artery  and  a 
distal  90  percent  right  coronary  artery  stenosis,  past 
the  crux  (Figure  1). 

Discussion 

The  left  main  coronary  artery  is  the  short 
segment  of  the  left  coronary  artery  before  its 
bifurcation  into  the  anterior  descending  and 
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Fig.  1 


circumflex  branches,  which  supply  the  anterior 
and  lateral  surface  of  the  left  ventricle,  including 
the  apex  and  the  interventricular  septum.  There 
is  reason  to  believe  that  the  left  coronary  arterial 
system  usually  supplies  70  to  100  percent  of  the 
left  ventricular  myocardium.5  Stenosis  of  the 
main  left  coronary  artery  is  frequently  associated 
with  severe  angina,  with  the  pattern  of  unstable 
angina,  or  with  the  pre-infarction  syndrome. 
Cardiac  catheterization  in  patients  with  obstruc- 
tion of  the  left  main  coronary  artery  is  hazardous, 
and  is  known  to  have  an  increased  mortality 
rate.  The  lesion  should  be  suspected  in  patients 
with  severe  angina,  very  positive  ischemic  findings 
on  exercise  testing,  easily  induced  angina,  visible 
calcification  of  the  proximal  left  coronary  artery, 
or  in  whom  damping  of  pressure  contour  is  noted 
when  the  catheter  tip  enters  the  left  coronary 
ostium. 

Patients  with  this  background  should  best  have 
a relatively  shallow  right  anterior  oblique  pro- 
jection using  a selective  injection.  Laminar  flow 
of  contrast  material  and  inability  to  predict  a 
strictly  tangential  projection  precludes  the  use  of 
cusp  injections  as  a substitute  for  selective  in- 
jection to  define  ostial  lesions.  The  relative  loss 
of  information  from  such  an  abbreviated  study  is 
a small  compromise  for  the  increase  in  safety.6 

Recently,  Battock7  has  questioned  whether 
surgery  is  always  indicated  in  left  main  coronary 
artery  disease.  He  reported  21  patients  with  this 
entity,  10  of  whom  did  not  undergo  surgery.  All 
had  similar  parameters  of  evaluation.  Mortality 
from  surgery  was  9 percent  (one  of  eleven).  Four 
of  ten  unoperated  patients  died  of  cardiac  causes 
at  an  average  of  13  months  (6  to  24)  - after 
catheterization.  However,  after  a longer  period 
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of  follow-up,  he  concluded  that  surgical  results 
were  not  sufficiently  beneficial  to  justify  prophy- 
lactic operation,  and  that  only  incapacitating 
angina  should  be  the  indication  for  surgery. 

In  the  patient  reported,  the  initial  choice  of 
treatment  was  difficult  because  he  was  so  heavily 
symptomatic.  The  improvement  in  symptoms, 
however,  and  the  absence  of  angina  emphasize 
the  importance  of  medical  treatment  and  its 
possibilities  for  success.  Heavy  cigarette  usage, 
diabetes  with  poor  control,  obesity  and,  later, 
hypercholesterolemia — all  are  amenable  to  cor- 
rective medical  measures. 

More  importantly,  perhaps,  is  the  degree  of 
obstruction  of  the  left  main  coronary  artery.  If 
there  were  a 90  percent  or  greater  obstruction, 
surgical  treatment  would  have  been  employed, 
despite  the  multiple  risk  factors.  The  presence  or 
absence  of  occlusive  disease  in  other  arteries, 
particularly  the  right  coronary  artery,  would  have 
altered  our  initial  decision.  Of  interest  is  the 
relative  stability  of  the  obstructing  lesion  in  the 
left  coronary  artery,  and  the  lack  of  progression 
in  this  lesion  over  an  8V2  year  period.  This  is, 
indeed,  worthy  of  documentation,  particularly 
since,  with  the  disregard  of  diet,  weight  gain  and 
hyperlipoproteinemia,  other  occlusive  lesions 
appeared  elsewhere  in  the  coronary  arterial  net- 
work. 
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Neural  Crest  Neoplasms 

Neuroblastoma,  together  with  the  more  dif- 
ferentiated ganglioneuroblastoma,  is  the  most 
common  malignant  extracranial  nonleukemic 
neoplasm  of  childhood.  Although  the  most  com- 
mon presenting  sign  is  an  abdominal  mass,  other 
complaints  such  as  subcutaneous  nodules,  lymph- 
adenopathy,  proptosis,  periorbital  swelling  and 
ecchymosis,  skeletal  pain  and  tenderness,  irrita- 
bility, fever,  weight  loss,  and  signs  of  urinary 
tract,  gastrointestinal  tract  or  spinal  cord  com- 
pression may  occur.  Rarely,  paroxysmal  attacks 
consisting  of  varying  combinations  of  tachycardia, 
diaphoresis,  flushing,  and  hypertension  are  ob- 
served. 

Systemic  signs  and  symptoms  usually  are  few 
until  the  disease  is  advanced,  and  two-thirds  of 
cases  have  local  and  distant  metastases  at  the 
time  of  diagnosis.  In  spite  of  this,  vigorous  and 
tenacious  efforts  to  diagnose  and  manage  these 
patients  are  justified  by  the  well-known  propen- 
sity of  these  neoplasms  and  their  metastases  to 
undergo  regression  or  maturation  to  less  malig- 
nant forms.  The  functioning  neural  crest 
neoplasms  include  neuroblastoma,  ganglio- 
neuroblastoma, ganglioneuroma,  and  pheochro- 
mocytoma.  A recent  communication  in  the 
Journal1  included  a discussion  of  the  biochem- 
ical abnormalities  in  pheochromocytoma.  Conse- 
quently, they  will  not  be  discussed  in  detail  here. 

Neuroblastoma,  ganglioneuroblastoma,  and 
ganglioneuroma  usually  elaborate  the  catechol- 
amines dopamine  and  norepinephrine  in  varying 
amounts,  and  affected  patients  excrete  greater 
than  normal  amounts  of  the  metabolites  homo- 
vanillic  acid  (HVA),  normetanephrine,  and  3- 
methoxy-4-hydroxymandelic  acid  (vanilmandelic 
acid;  VMA)  in  the  urine.  VMA  is  particularly 
useful  in  diagnosis  because  it  is  more  stable  than 
catecholamines  and  100  times  as  abundant  in  the 
urine.  The  majority  of  patients  excrete  increased 
amounts  of  all  three  metabolites,  although  in- 
dividual compounds  may  be  normal  or  elevated 
in  a given  case.  Consequently,  urine  specimens 
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in  suspected  cases  should  be  assayed  for  each 
compound. 

Approximately  ten  percent  of  affected  patients 
may  be  expected  to  have  completely  normal  uri- 
nary levels  of  all  of  these  compounds.  Rarely  there 
is  increased  urinary  epinephrine  and  meta- 
nephrine,  abnormalities  which  are  much  more 
commonly  seen  with  pheochromocytoma.  Two 
additional  substances  have  been  suggested  as  bio- 
chemical indicators  of  neural  crest  tumors: 
urinary  cystathionine,  which  is  inconsistently 
elevated  with  diverse  neoplasms,  and  serum 
dopamine-B-hydroxylase,  the  assay  for  which  is 
not  generally  available. 

Neither  the  degree  of  excessive  excretion  nor 
the  pattern  of  excretion  is  correlated  with  symp- 
toms, size  of  tumor,  metastatic  disease,  or  histol- 
ogy of  the  neoplasm.  However,  these  biochemical 
abnormalities  are  seen  only  with  neural  crest 
neoplasms. 

Beyond  the  neonatal  period,  urinary  excretion 
of  catecholamines  and  their  metabolites  is  di- 
rectly proportional  to  age.  During  the  first  two 
weeks  of  life  VMA  excretion  diminishes  in  full- 
term  infants,  but  it  commonly  increases  to  adult 
levels  in  premature  infants.  Cold  stress  also  may 
cause  elevated  levels  in  neonates.  Otherwise, 
adult  levels  are  reached  by  ten  years  of  age. 
Adolescent  and  adult  females  excrete  smaller 
amounts  than  males  of  corresponding  age,  but 
there  is  no  significant  sexual  influence  upon  ex- 
cretion in  children.  A predictable  and  often 
marked  diurnal  variation  in  excretion  is  seen  at 
any  age,  with  less  excretion  during  sleep.  Al- 
though there  is  evidence  that  excretion  in  adults 
is  consistent  enough  to  warrant  smaller  timed 
interval  samples  of  urine,  24-hour  collections  are 
usually  required  of  children  because  of  variable 
excretion,  particularly  during  stressful  situations, 
e.g.  hospitalization  and  surgery.  In  children  HVA 
excretion  is  more  variable  than  VMA  excretion. 

Many  different  techniques  have  been  used  to 
quantitate  urinary  catecholamines  and  their 
metabolites,  and  results  have  been  expressed  in 
several  different  ways  (yu.g/ L;  n g/24  hr.;  /xg/mg 
creatinine;  /xg/L/M2).  These  inconsistencies  plus 
variations  in  sensitivity  and  specificity  with 
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available  methods  render  published  normal  values 
unacceptable  for  general  use.  It  is  essential  that 
normal  values  be  established  by  a given  labora- 
tory for  its  method  with  a large  group  of  con- 
trol subjects  of  different  ages.  Fortunately,  with 
most  functioning  neural  crest  tumors,  excretion  of 
catecholamines,  VMA,  and  HVA  is  sufficiently 
great  to  prevent  confusion  over  borderline  values. 

Several  qualitative  “spot”  and  “strip”  tests  have 
been  offered  as  urinary  screening  tests  for  cate- 
cholamines and  their  metabolites.  Each  of  these 
has  the  disadvantages  of  falsely  negative  and 
falsely  positive  determinations,  particularly  the 
latter.  Therefore,  these  tests  are  not  recom- 
mended as  diagnostic  tools,  although  they  have 
been  used  to  screen  patients  for  the  development 
of  functioning  metastases  following  resection  of 
neural  crest  tumors.  When  used  in  this  manner 
a positive  screening  test  requires  confirmation  by 
a quantitative  technique. 

Twenty-four  hour  urine  specimens  from  chil- 
dren suspected  of  having  neuroblastoma,  gan- 
glioneuroblastoma,  and  ganglioneuroma  should  be 
assayed  for  catecholamines,  metanephrines 
(normetanephrine),  HVA,  and  VMA.  The  urine 
should  be  collected  in  a dark  bottle  containing 
sufficient  6N  HC1  to  maintain  the  pH  below  3.0. 

Because  they  have  been  demonstrated  to  in- 
terfere with  one  or  more  of  the  screening  and 
quantitative  tests,  the  patient  should  not  receive 
any  of  the  following  substances  for  72  hours 
prior  to  specimen  collection:  tea,  coffee,  colas, 
Kool-aid,  bananas,  chocolate,  vanilla,  walnuts, 
oranges,  grapes,  tomatoes,  B vitamins,  salicylates, 
morphine,  pentobarbital,  reserpine,  phenothia- 
zines,  monamine  oxidase  inhibitors,  alphamethyl- 
dopa,  glycerylguaiacolate,  phenacetin,  clofibrate, 
guanethidine,  imipramine,  bronchodilators,  tetra- 
cyclines, acetominophen,  erythromycin,  methen- 
amine,  and  hydralazine.  Bile  pigments  also  are 
interfering  substances,  as  is  formalin  which  should 
not  be  used  as  a preservative  when  collecting  the 
specimen. 
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IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensi- 
tivity, reactions  similar  to  those  after  meperi- 
dine or  morphine  overdosage  may  occur ; 
treatment  is  similar  to  that  for  meperidine  or 
morphine  intoxication  (prolonged  and  careful 
monitoring).  Respiratory  depression  may  recur 
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Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years, 
due  to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  special  caution  in  young  chil- 
dren, because  of  variable  response,  and  with  extreme 
caution  in  patients  with  cirrhosis  and  other  ad- 
vanced hepatic  disease  or  abnormal  liver  function 
tests,  because  of  possible  hepatic  coma.  Diphenoxy- 
late HCI  may  potentiate  the  action  of  barbiturates, 
tranquilizers  and  alcohol.  In  theory,  the  concurrent 
use  with  monoamine  oxidase  inhibitors  could  pre- 
cipitate hypertensive  crisis.  In  severe  dehydration 
or  electrolyte  imbalance,  withhold  Lomotil  until  cor- 
rective therapy  has  been  initiated. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for  atropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage.  Use  with  care  in  patients  with 
acute  ulcerative  colitis  and  discontinue  use  if  ab- 
dominal distention  or  other  symptoms  develop. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing,  hyper- 
thermia, tachycardia  and  urinary  retention.  Other 
side  effects  with  Lomotil  include  nausea,  sedation, 
vomiting,  swelling  of  the  gums,  abdominal  discom- 
fort, respiratory  depression,  numbness  of  the  ex- 
tremities, headache,  dizziness,  depression,  malaise, 
drowsiness,  coma,  lethargy,  anorexia,  restlessness, 
euphoria,  pruritus,  angioneurotic  edema,  giant  urti- 
caria, paralytic  ileus,  and  toxic  megacolon. 

Dosage  and  administration : Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For  ages 
2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 ml. 
(2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 times 
daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two  tablets 
(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10  ml., 
5 mg.)  q.i.d.  Maintenance  dosage  may  be  as  low  as 
one  fourth  of  the  initial  dosage.  Make  downward 
dosage  adjustment  as  soon  as  initial  symptoms  are 
controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  hyperthermia,  tachy- 
cardia, lethargy  or  coma,  hypotonic  reflexes,  nystag- 
mus, pinpoint  pupils  and  respiratory  depression 
which  may  occur  12  to  30  hours  after  overdose.  Evac- 
uate stomach  by  lavage,  establish  a patent  airway 
and,  when  necessary,  assist  respiration  mechani- 
cally. A narcotic  antagonist  may  be  used  in  severe 
respiratory  depression.  Observation  should  extend 
over  at  least  48  hours. 


Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate  HCI 
with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5  mg.  of 
diphenoxylate  HCI  and  0.025  mg.  of  atropine  sulfate 
per  5 ml.  A plastic  dropper  calibrated  in  increments 
of  Vz  ml.  (total  capacity,  2 ml.)  accompanies  each 
2-oz.  bottle  of  Lomotil  liquid. 
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Medical  Audit  Criteria 

ANXIETY  NEUROSIS 
I.  Diagnostic  Considerations 

A.  History: 

1.  Anxiety  100% 

2.  Potential  danger  to  self,  others,  or 

property  10% 

3.  Impaired  social,  familial,  or 

occupational  functioning  25% 

4.  Inadequate  social  support  25% 

5.  Statement  regarding  drug  use  or  abuse  5% 

6.  Psychophysiologic  dysfunction 

compatible  with  anxiety  10% 

B.  Mental  Status  Examination: 

1.  Anxiety  or  manifestations  thereof  100% 

2.  Feelings  of  helplessness  25% 

3.  Absence  of  thought  disorder  25% 

4.  Feelings  of  depersonalization  or 

derealization  5% 

5.  Psychomotor  agitation  10% 

C.  Laboratory  Evaluation: 

1.  Urine  drug  screen  25% 

2.  Psychological  testing  5% 


II.  Differential  Diagnosis  (Consider  the  following:) 


A.  Primary  affective  disorder 

B.  Thought  disorder 

C.  Drug  induced  state 

III.  Patterns  of  Treatment 

A.  Expected  Use  of  Treatment 

1.  Milieu  and  group  therapy  100% 

2.  Psychotherapy  100% 

3.  Chemotherapy — anxiolytic  medication  75% 

4.  Activities  therapy  50% 

5.  Behavior  modification  50% 

6.  Educational  therapy  50% 

B.  Monitor  Effects  of  Treatment 

1.  Nursing  observations  100% 

2.  Serial  mental  status  examinations  100% 

3.  Repeated  psychological  examinations  0-1% 

IV.  Expected  Response  to  Treatment 

A.  Short  Term 

1.  Improvement  within  72  hours  50% 

2.  Improvement  within  5 to  21  days  75% 


B.  Reassessment  of  Patients  with  Less  Than 
Expected  Response 

1.  Transfer  to  long-term  facility  95-100% 

2.  Repeated  psychological  examinations  0-5% 

V.  Expected  Incidence  of  Complications 


A.  Of  Disease 

1.  Increased  level  of  anxiety  25% 

2.  Suicide  attempts  or  threats  5-10% 

B.  Of  Treatment 

1.  Drug  reactions  5% 

2.  Inadequate  social,  familial,  or 

occupational  functioning  10% 


VI.  Disposition 

A.  Transfer  to  long-term  facility  95% 

B.  Follow-up  at  mental  health  center  within 

one  month  50% 

Utilization  Aspects 

I.  Indications  for  Admission  to  Hospital 

A.  Required: 

Subjective  experience  of  anxiety  100% 

B.  In  addition  to  above,  any  one  of  the 

following:  100% 

1.  Potential  danger  to  self,  others,  or 
property 

2.  Impaired  social,  familial,  or 
occupational  functioning 

3.  Inadequate  social  support 

4.  Statement  regarding  drug  use  or  abuse 

5.  Psychophysiologic  dysfunction 
compatible  with  anxiety 

II.  Projected  Length  of  Stay 


A.  3 to  5 days  50% 

B.  5 to  21  days  50% 

III.  Indications  for  Discharge  from  Hospital 

A.  Relief  from  overwhelming  anxiety  100% 

B.  Absence  of  suicidal  ideation  100% 

C.  Presence  of  social  support  50% 


PSYCHOTIC  DEPRESSION 
I.  Diagnostic  Considerations 

A.  History: 

1.  Sleep  disorder  (insomnia  or 


hypersomnia)  90% 

2.  Anorexia  and  weight  loss  75% 

3.  Loss  of  sexual  and  other  interests  and 

hobbies  75% 

4.  Dysphoria  (severe  or  absent)  50% 

5.  Suicidal  ideation  or  attempts  75% 

6.  Past  history  of  mania  or  hypomania  25% 

7.  Easy  irritability  50% 

8.  Wishing  to  be  dead  70% 

9.  Easy  crying  75% 

10.  Poor  reality  testing  100% 


B.  Mental  Status  Examination: 

1.  Psychomotor  retardation  or  agitation  75% 

2.  Slow  thinking  or  mixed  up  thoughts  50% 


3.  Feelings  of  self  reproach  or  guilt 

(either  may  be  delusional)  75% 

4.  Hopelessness  and  helplessness  75% 

5.  Omega  facies  50% 

6.  Hallucinations  90% 

7.  Delusions  (paranoid,  persecutory)  100% 

8.  Withdrawal  and  preoccupation  75% 

C.  Laboratory  Evaluation: 

1.  Electroencephalogram  75% 

2.  Brain  scan  75% 

3.  Chest  x-ray  100% 

4.  Complete  blood  count,  urinalysis, 

serology,  BUN  and  electrolytes  100% 

5.  Thyroid  tests  50% 
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II.  Differential  Diagnosis  (Consider  the  following: ) 


A.  Organic  brain  syndrome  (CNS  disease)  50% 

B.  Schizophrenia  25% 

C.  Manic  depressive  illness  75% 

D.  Paranoid  state  50% 

E.  Mental  retardation  50% 

III.  Patterns  of  Treatment 

A.  Expected  Use  of  Treatment 

1.  Chemotherapy  (anti-depressants)  90% 

2.  Electroconvulsive  therapy  if 

chemotherapy  ineffective  or  condition 
worsening  25% 

3.  Psychotherapy  when  significant 

depression  is  lifted  75% 

4.  Vocational  rehabilitation  10% 

B.  Monitor  Effects  of  Treatment 

1.  Nursing  observations  100% 

2.  Serial  mental  status  examination  100% 

3.  Weight  gain  or  improved  appetite  50% 

IV.  Expected  Response  to  Treatment 

A.  Short  Term 

Improvement  in  5 to  21  days  50% 


B.  Reassessment  of  Patients  with  Less  Than 
Expected  Response  to  Treatment 
Transfer  to  long-term  facility  if  no 


improvement  in  three  weeks  100% 

C.  Long  Term 

Improvement  in  3 to  6 months  75% 

V.  Expected  Incidence  of  Complications 

A.  Of  Disease 

1.  Suicide  75% 

2.  Worsening  of  depression  to 

depressive  stupor  50% 

B.  Of  Treatment 

1.  Suicide  as  depression  improves  and 

psychomotor  retardation  improves  30% 

2.  Drug  side  effects  75% 

3.  Acute  organic  brain  syndrome 
secondary  to  electroconvulsive  therapy  75% 

VI.  Disposition 

A.  Clinic  follow-up  in  one  week  75% 

B.  Transfer  to  long-term  facility  if  no 

improvement  in  2 to  3 weeks  100% 

Utilization  Aspects 

I.  Indications  for  Admission  to  Hospital 

A.  Suicidal  attempt  75% 

B.  Evidence  of  psychosis  (hallucinations 

and/or  delusions)  100% 

C.  Severe  psychomotor  retardation  (or 

depressive  stupor)  or  agitation  90% 

D.  Poor  social  support  75% 

E.  Poor  reality  testing  75% 

II.  Length  of  Stay 

2 to  3 weeks  75% 

ill.  Indications  for  Discharge  from  Hospital 

A.  No  suicidal  ideation  or  threats 

B.  Significant  improvement  in  depression 

C.  No  psychotic  features 

D.  Adequate  social  support 


CHRONIC  BRONCHITIS  AND  EMPHYSEMA 
I.  Diagnostic  Considerations 

A.  Smoking  history  100% 

B.  Chest  x-rays  (posteroanterior  and  lateral)  100% 


C.  Sputum  gram  stain  and  cultures  for 


pyogens  100% 

D.  Pulmonary  function  studies  100% 

E.  Serum  protein  electrophoresis  100% 

F.  Electrocardiogram  75% 

G.  Arterial  blood  gases  and  pH  75% 

H.  Serum  electrolytes  and  BUN  75% 


II.  Possible  Associated  Problems 

A.  Chronic  respiratory  insufficiency 

1.  Arterial  hypoxemia  without  hypercapnia 

2.  Hypoxemia  with  hypercapnia,  compensated 

B.  Acute  respiratory  failure 

1.  Severe  arterial  hypoxemia 

2.  Hypoxemia  with  hypercapnia, 
uncompensated,  with  respiratory  acidosis 

C.  Cor  pulmonale 

D.  Respiratory  infection,  with  or  without 
pneumonia 

E.  Pulmonary  embolism 

F.  Pneumothorax 

G.  Electrolyte  imbalance 

H.  Congestive  heart  failure 

I.  Peptic  ulcer 

III.  Patterns  of  Treatment 

A.  Expected  Use  of  Treatment 

1.  Cessation  of  smoking  and  exposure  to 


environmental  irritants  100% 

2.  Cessation  of  smoking  with  bronchial 

hygiene  regimen  90% 

3.  Cessation  of  smoking,  bronchial 

hygiene  regimen  and  antibiotics  80% 

4.  Cessation  of  smoking,  bronchial 
hygiene,  antibiotics,  and 

rehabilitation  program  50% 

5.  Controlled  oxygen  in  addition  to  above  75% 

6.  Intubation  and  respiratory  assistance  10% 

B.  Monitor  Effects  of  Treatment 

1.  Examination  of  chest  daily  100% 

2.  Serial  chest  x-rays  100% 

3.  Serial  arterial  blood  gases  75% 

4.  Daily  weights  75% 

5.  Observation  of  sputum  100% 

IV.  Expected  Response  to  Treatment 

A.  Short  Term 

1.  Dyspnea  improved  within  24  hours  90% 

2.  Arterial  blood  gases  and  pH  improved 

within  12  hours  90% 

3.  Sputum  clear  within  5 or  6 days  75% 

4.  Chest  x-ray  clear  within  1 week  50% 

5.  Chest  clear  to  auscultation  within 

I week  75% 


B.  Reassessment  of  Patients  with  Less  Than 
Expected  Response 

1.  Repeat  bacteriological  studies 

2.  Repeat  chest  x-ray 

3.  Search  for  possible  complications 
(empyema,  abscess,  etc.) 

C.  Long  Term 


1 . Chest  becomes  clear  to  auscultation  90% 

2.  Sputum  becomes  mucoid  and  clear  90% 

3.  Patient  is  comfortable  at  rest  100% 

4.  Arterial  blood  gases  stable  and 

within  safe  range  100% 
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5.  Chest  x-ray  is  clear  for  acute 

infiltration  or  other  acute  changes  100% 

V.  Expected  Incidence  of  Complications 

A.  Of  Disease 

1.  Chronic  respiratory  insufficiency  50% 

2.  Acute  respiratory  insufficiency  10% 

3.  Pulmonary  embolism  10% 

4.  Pneumothorax  5% 

5.  Electrolyte  imbalance  10% 

6.  Cardiac  arrhythmias  10% 

B.  Of  Treatment 

1.  Respiratory  alkalosis  5% 

2.  Tracheal  ulceration,  perforation  or 

stenosis  5% 

3.  Nosocomial  infections  5% 

4.  Drug  intoxication  5% 

VI.  Disposition 


A.  Return  visit  to  chest  clinic  within  two  weeks 

B.  Transfer  to  chronic  lung  disease  unit  for 
rehabilitation 

Utilization  Aspects 

I.  Indications  for  Admission  to  Hospital 

A.  Increased  dyspnea 

B.  Cyanosis  or  severe  hypoxemia 

C.  Edema 

D.  Consolidation  or  infiltration  on  chest  x-ray 

E.  Chest  pain 

F.  Confusion 

G.  Coma 

H.  Hypercapnia  with  reduced  pH 

I.  Fever 

II.  Projected  Length  of  Stay 

A.  Uncomplicated:  7 to  21  days 

B.  Complicated:  14  to  35  days 

III.  Indications  for  Discharge  from  Hospital 

A.  Chest  clear  of  rales  and  rhonchi  and 
wheezing  to  auscultation 

B.  Chest  x-ray  clear  of  infiltration  or  consolidation, 
or  progressively  clearing  on  serial  x-rays 

C.  Dyspnea  maximally  improved 

D.  Arterial  blood  gases  maximally  improved 

E.  Lack  of  complications  or  correction  thereof 

F.  Patient  adequately  instructed  and  equipped 
for  outpatient  care 

G.  Ambulatory,  if  achievable 

ELECTROENCEPHALOGRAM  IN 
SEIZURE  DISORDER 

I.  EEG  should  meet  the  minimum  technical 
requirement  as  outlined  by  the  American 
Electroencephalographic  Society  95-100% 

II.  Abnormal  EEG's  in  patients  with  seizures 

A.  Patients  over  3 years  of  age  50-60% 

B.  Patients  under  3 years  of  age  30-40% 

III.  EEG’s  showing  specific  abnormalities  for 

seizure  activity,  i.e.,  spike,  spike-and-wave, 
or  sharp  wave  activity  occurring  paroxys- 
mally  20-30% 

IV.  EEG’s  showing  non-specific  abnormalities  30-40% 

V.  Normal  EEG’s  in  patients  with  seizures 

A.  Patients  over  3 years  of  age  * 40-50% 

B.  Patients  under  3 years  of  age  60-70% 

VI.  Percent  of  normal  awake  pattern  EEG’s  to 

include  periods  of  sleep,  stages  I and/or 


II,  or  repeat  EEG’s  suggested  to  obtain 
this  60-65% 

VII.  Percent  of  EEG's  with  normal  awake 
pattern,  in  psychomotor  seizures,  to 
include  sleep  I and/or  II  or  suggested 
repeat  to  obtain  this  90-100% 

VIII.  Other  activating  techniques: 

A.  Hyperventilation:  60% 

To  be  done  in  all  patients  except 

where  patient  is: 

1.  Unable  to  cooperate  (too  young, 
confused,  etc.) 

2.  Over  the  age  of  60  years 

3.  Medical  contraindications;  intra- 
cranial hemorrhage,  history  of 
cardiac  or  pulmonary  disease,  hy- 
pertension 

4.  If  not  recommended  on  requisition 

B.  Photic  stimulation  80% 

(Not  done  in  intracranial  hemorrhage, 
uncooperative  patient) 

IX.  EEG’s  to  be  interpreted  and  reported  100% 

X.  Indications  for  EEG 

A.  Suspected  seizures  or  equivalent 

B.  Suspected  mass  lesions 

C.  Suspected  encephalopathy,  diffuse  or  focal 

XI.  Waiting  period  for  routine  studies  (from 

time  requisition  received  in  EEG  Lab) 

A.  Inpatients:  Not  for  more  than  24  hours 

B.  Outpatients:  Not  more  than  5 days  or 
on  appointment  if  requested 

LEI0MY0FIBR0MA  UTERI  (LEIOMYOMA, 
FIBROID,  MYOMA) 

I.  Diagnostic  Considerations 

A.  Presence  of  pelvo-abdominal  mass  on 


pelvic  and/or  abdominal  examination  100% 

B.  History  of  lower  abdominal  discomfort  50% 

C.  History  of  abnormal  uterine  bleeding  50% 

D.  History  of  pelvic  pressure  50% 

E.  History  of  enlarging  abdomen  30% 

F.  Complete  blood  count  100% 

G.  Urinalysis  100% 

H.  BUN  and  electrolytes  60% 

I.  SMA  12  Profile  60% 

J.  Intravenous  pyelogram  60% 

K.  Barium  enema  10% 

L.  Electrocardiogram  if  >45  years  old  100% 

M.  Chest  x-ray  75% 

II.  Possible  Associated  Problems 

A.  Iron  deficient  anemia 

B.  Dyspareunia 


C.  Prolapse  of  submucosal  fibroid  through  cervical 
canal 

D.  Ureteral  compression  by  tumor 

E.  Associated  chronic  pelvic  inflammatory  disease 

F.  Associated  neoplastic  changes  in  endometrium 


III.  Patterns  of  Treatment 

Expected  Use  of  Treatment 

1.  Dilatation  and  curettage  only  5% 

2.  D & C with  hysterectomy  49% 

3.  Hysterectomy  only  45% 

4.  Myomectomy  1% 

IV.  Expected  Response  to  Treatment 

A.  Short  Term:  Alienation  of  symptoms  80% 
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B.  Reassessment  of  Patients  with  Less  Than 
Expected  Response 

1.  Pelvic  examination  100% 

2.  Appropriate  laboratory  evaluation  as 
dictated  by  patient’s  specific  problem  100% 


C.  Long  Term 

1 . Those  patients  treated  only  with  D & C 


that  eventually  require  hysterectomy 

50% 

2. 

Persistent  abdominal  discomfort 

10% 

V. 

Expected  Incidence  of  Complications 

A.  Of  Disease 

1. 

Iron  deficient  anemia 

30% 

2. 

Ureteral  compression 

<1% 

3. 

Vascular  accident  or  infection  of 

fibroid 

<5% 

B.  Of  Treatment 

1. 

Abdominal  wound  infection 

3% 

2. 

Vaginal  cuff  abscess 

5% 

3. 

Pelvic  abscess 

1% 

4. 

Wound  or  pelvic  hematoma 

5% 

5. 

Ileus 

40% 

6. 

Bowel  obstruction 

1% 

7. 

Damage  to  bladder  or  ureter 

<1% 

8. 

Damage  to  bowel 

<1% 

9. 

Urinary  tract  infection 

5% 

10. 

Post-operative  atelectasis 

40% 

11. 

Post-operative  hemorrhage 

1% 

12. 

Thrombo-embolic  disease 

1% 

VI. 

Disposition 

6 week  post-operative  checkup 

100% 

2.  Statement  as  to  leg  edema  twice  a 
week  100% 

C.  Contraindicated  Diagnostic  or  Therapeutic 

Measures:  None 

IV.  Expected  Response  to  Treatment 

A.  Short  Term 

1.  Leg  edema  improved  within  5 days  80% 

2.  Ulcer  looks  clean  within  10  days  80% 

3.  Healing  of  10%  or  more  in  4 weeks  90% 

B.  Reassessment  of  Patients  with  Less  Than 

Expected  Response 

1.  Systemic  workup  to  include  at  least 
some  of  the  following:  Sedimentation 
rate;  serologic  test  for  syphilis;  blood 
chemistry  profile;  bacterial,  fungal  or 
AFB  smear  or  culture;  tuberculin  and 
fungal  skin  tests;  protein  electrophor- 
esis; LE  cell  prep.;  FANA;  RA  factor; 
sickle  cell  prep,  or  hemoglobulin  elec- 
trophoresis; bone  marrow  or  lymph 
node  biopsy;  x-rays  of  underlying  bone; 
liver  profile;  venogram  or  arteriogram  80% 


2.  Skin  biopsy  80% 

3.  Statement  as  to  recent  literature  review  70% 

4.  Surgery  consultation  100% 

C.  Long  Term:  Recurrence  within  12  months  50% 

V.  Expected  Incidence  of  Complications 

A.  Of  Disease:  Amputation  required  <5% 

B.  Of  Treatment 

1.  Thromboembolism  <5% 

2.  Congestive  heart  failure  <1% 


Utilization  Aspects 

l Indications  for  Admission  to  Hospital 

Pelvo-abdominal  mass 

II.  Projected  Length  of  Stay 


A. 

3 to  5 days 

10% 

B. 

5 to  10  days 

75% 

C. 

11  to  15  days 

10% 

D. 

>15  days 

5% 

III.  Indications  for  Discharge  from  Hospital 

A.  Afebrile 

B.  Correction  of  anemia 

C.  Adequate  control  of  any  associated  complica- 
tions 

VENOUS  LEG  ULCERS 

I.  Diagnostic  Considerations 

Statement  as  to  presence  or  absence  of  pedal 
pulses  (indicates  arterial  disease)  100% 

II.  Possible  Associated  Problems 

Statement  of  previous  history  of  swollen,  painful 
leg  (indicates  old  deep  vein  thrombosis)  100% 

III.  Patterns  of  Treatment 

A.  Expected  Use  of  Treatment 

1.  Bedrest  with  elevation  on  6 inch  blocks  100% 

2.  Provisions  for  patient  to  be  out  of  bed  100% 

B.  Monitor  Effects  of  Treatment 

1.  Statement  as  to  size  and  cleanliness  of 
! ulcer  twice  a week  100% 


VI.  Disposition 

A.  Venous  support  of  some  type  100% 

B.  Ambulatory  100% 

C.  Special  education  100% 

D.  Follow-up  appointment  within  4 weeks  100% 


Utilization  Aspects 

L Indications  for  Admission  to  Hospital 
Any  One  of  the  Following: 

A.  Severe  pain 

B.  Severe  edema 

C.  Severe  pruritus 

D.  Dermatitis  becoming  generalized 

E.  Size  of  ulcer  increasing 

F.  Uncontrolled  by  outpatient  care 

G.  Provide  surgery  (grafts,  vein  ligation,  debride- 
ment, amputation) 

H.  Provide  intensive  therapy 

I.  Secondary  infection 

J.  Severe  restriction  of  activities 

K.  Institute  jobst  pump 

II.  Projected  Length  of  Stay 

A.  15  to  20  days  75% 

B.  Up  to  75  days  <25% 

ill.  Indications  for  Discharge  from  Hospital 

A.  Ulcer  healed 

B.  Ulcer  or  symptoms  sufficiently  improved 
to  allow  ambulatory  outpatient  treatment 
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Recently  in  the  space  of  forty-eight  hours,  I attended  as  your  represen- 
tative, the  annual  meetings  of  the  Tennessee  Hospital  Association  and  the 
Tennessee  Nurses  Association.  As  I was  a part  of  the  annual  convention  of 
each  of  these  great  associations  for  a short  period  of  time,  I could  not  help 
but  reflect  upon  the  enormous  influence  that  each  of  these  organizations 
has  throughout  the  State  of  Tennessee. 

The  Hospital  Association  with  its  division  encompassing  the  entire  scope 
of  hospital  operation  represents  a vast  number  of  Tennesseans,  and  I believe 
I was  impressed  strongly  for  the  first  time  how  huge  an  industry  hospitals 
are  in  this  state.  The  profound  dedication  that  is  apparent  in  the  leadership 
of  the  Tennessee  Hospital  Association  to  do  the  best  job  possible  to  provide 
our  patients  with  excellent  hospital  care  and  services  is  beyond  question. 

So  strong  in  our  state  is  the  Tennessee  Nurses  Association  that,  with 
its  meeting  being  held  concurrently  with  the  Hospital  Association,  I was 
again  impressed  with  the  scope  of  influence  that  exists  in  this  great  association 
in  our  state.  The  desire  on  the  part  of  the  leadership  of  that  association 
to  inspire  the  best  in  the  nursing  profession  is  again  beyond  question. 

I could  not  help  but  reflect  upon  how  fortunate  we  as  physicians  are  to  be 
aligned  with  two  great  statewide  associations  of  this  type.  Almost 
immediately  I thought  that  it  is  not  a commonality  of  interest  with  these 
associations  that  attracts  our  most  intense  attention,  but  the  differences  that 
sometimes  exists  between  the  Tennessee  Medical  Association  and  these 
partner  associations  in  health  care.  Having  been  involved  on  many  occasions 
with  joint  efforts  between  our  associations,  I am  confident  when  our 
differences  exist  they  usually  exist  because  of  a lack  of  our  ability  to 
communicate  with  each  other  effectively.  I have  found  no  great  difference 
existing  in  the  goals  that  each  of  our  associations  might  aspire  toward, 
but  rather  at  times  some  slight  difference  in  the  means  used  to  reach  the 
goals.  I believe  that  now  as  never  before  the  health  care  professions  must 
actively  search  for  a common  ground  on  which  to  stand  with  each  other, 
each  being  fully  cognizant  of  the  strengths  and  limitations  of  the  other. 

If  we  are  successful  in  doing  this,  I believe  that  we  can  achieve  our  basic 
goal  to  provide  the  best  in  medical  care  to  the  most  people  in  our  state,  and 
preserve  the  freedoms  that  still  now  exist  in  the  relationship  between  the 
patient  and  his  physician,  the  patient  and  his  hospital,  the  patient  and  the 
professionals  who  care  for  him  either  in  the  hospital  or  in  the  home. 

I hope  you  will  join  with  me  in  congratulating  these  statewide  associations 
with  which  we  have  so  much  in  common,  and  who  consistently  stand  with 
us  in  our  fight  to  preserve  the  pluralistic  system  of  health  care  that  exists 
in  this  country. 


Very  sincerely, 


PRESIDENT 
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editorials 


Some  Thoughts  for  Thanksgiving 

Oh.  beautiful  for  spacious  skies, 

For  amber  waves  of  grain, 

For  purple  mountains’  majesty 
Above  the  fruited  plain. 

America,  America, 

God  shed  His  grace  on  thee, 

And  crown  thy  good  with  brotherhood 
From  sea  to  shining  sea. 

A week  or  so  after  you  read  this,  most  of  you, 
I hope,  will  be  sitting  down  with  family  and 
friends  to  a traditional  Thanksgiving  dinner.  You 
should  be  reminded  that  Thanksgiving  is  tradi- 
tional not  only  in  this  country  but  elsewhere  for 
all  those  who  recognize  a debt  to  others,  God  or 
men,  for  what  they  are  and  have.  In  Japan,  for 
example,  on  November  23  the  people  celebrate 
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a similar  holiday  by  bearing  to  their  shrines  gifts 
of  candy  and  pots  of  ceremonial  tea.  In  Sardinia 
the  colorfully  clad  people  meet  late  in  August 
and  proceed  in  solemn  procession  to  the  church 
to  offer  thanks  in  the  Festival  of  the  Savior. 

This  is  to  remind  you  why  Thanksgiving  Day 
is  traditional  in  the  United  States  of  America.  The 
Pilgrims  arrived  on  these  shores  on  December  21, 
1620,  after  a long  and  hazardous  voyage  aboard 
the  Mayflower.  They  came  from  England  seeking 
freedom  to  worship  God  without  interference 
from  others.  Many  found  their  freedom  not  in 
this  world,  because  on  the  voyage  and  during  that 
first  bitter  winter  here  half  of  the  entire  group 
died  of  disease,  hunger,  and  exposure. 

The  following  March  the  remnant  were  be- 
friended by  two  Algonquian  Indians,  Samoset,  of 
the  Pemaquid  tribe,  and  Squanto,  of  the  Wam- 
panoag  tribe,  who  gave  them  Indian  seed  corn, 
showing  them  how  to  plant  it  when  “the  Oak 
leaves  are  as  big  as  mouse  ears,”  and  how  to 
catch  fish  to  fertilize  the  soil.  The  summer  was 
warm  and  bright,  and  the  harvest  of  20  acres  of 
corn  and  6 of  wheat,  rye,  barley,  and  peas  filled 
to  overflowing  three  large  storehouses. 

Early  in  December  Governor  Bradford  sent 
out  four  hunters  to  shoot  wild  turkey  and  other 
game,  and  sent  an  invitation  to  Massasoit,  grand 
sachem  of  the  Pakanokets,  to  join  them  in  a feast 
of  thanksgiving.  Massasoit  arrived  with  90  of  his 
people  and  stayed  for  three  days  of  feasting.  The 
custom  of  celebrating  a day  of  thanksgiving  was 
thus  established  in  the  colonies. 

The  first  national  Thanksgiving  Day  was  pro- 
claimed by  our  first  President,  George  Washing- 
ton, on  November  26,  1789,  to  give  thanks  to 
God  for  the  new  Constitution,  but  it  took  20 
years  of  campaigning  by  Sarah  Josepha  Hale, 
editor  of  Godey’s  Lady’s  Book,  who  wrote  end- 
less editorials,  and  letters  to  Presidents,  state 
governors,  and  other  influential  persons,  before 
she  finally  persuaded  President  Lincoln  that  there 
should  be  a yearly  national  patriotic  holiday  of 
thanksgiving  for  our  country.  In  the  third  year  of 
the  Civil  War,  when  he  believed  the  Union  had 
been  saved,  President  Lincoln  proclaimed  a na- 
tional Day  of  Thanksgiving,  to  be  celebrated  on 
Thursday,  November  26,  and  to  be  observed  each 
year  thereafter. 

Lincoln  was  looking  back  to  the  struggle  at 
Gettysburg,  and  before  that  to  George  Washing- 
ton, who  refused  a kingdom  because  he  had  not 
fought  a war  and  endured  hardship  just  to  re- 
establish tyranny  on  this  continent.  He  was 
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looking  back  to  the  bloody  frozen  feet  of  Valley 
Forge,  and  to  the  courage  of  the  signers  of  the 
Declaration  of  Independence,  who  put  their  lives 
and  fortunes  on  the  line — exemplified  by  John 
Hancock,  who  having  been  told  by  Franklin  that 
they  would  all  hang  should  the  Revolution  be 
unsuccessful,  stepped  up  and  signed  with  a 
flourish,  with  the  words,  “I  understand  King 
George  is  near-sighted.  I hope  he  can  read  that!” 
Those  were  in  turn  looking  back  to  the  little  band 
at  Plymouth  and  to  those  in  the  other  colonies 
whose  courage  had  carved  a measure  of  civiliza- 
tion— free  civilization — out  of  the  wilderness. 

Yet  to  be  enacted  were  San  Juan  Hill,  the 
Marne,  Belleau  Wood,  Chateau  Thiery,  Nor- 
mandy Beach,  Pearl  Harbor,  Iwo  Jima,  Guadal- 
canal, The  Bulge,  Monte  Casino,  Midway, 
Bastogne,  Pork  Chop  Hill,  and  many  other  battles 
across  the  world  whose  names  are  written  in 
American  blood.  These  have  on  occasion  be- 
come almost  obliterated  by  our  failures — 
military  and  moral — in  Viet  Nam  and  Watergate. 
We  can’t  let  it  happen! 

Thanksgiving  should  be  a time  for  remembering 
who  we  are  and  how  we  got  here — not  perfect 
people  or  a perfect  nation  arrived  by  perfect 
actions,  but  nonetheless  a free  people,  and  still 
the  envy  of  the  rest  of  the  world.  No  other 
people  in  history  have  ever  fought  the  world 
over  for  the  rights  of  others,  with  little  to  be 
gained  for  themselves.  Never  has  a nation  spent 
so  much  of  its  own  wealth  on  others,  its  only 
pay  being  the  charge  of  greed.  Our  detractors 
abroad,  and  shamefully,  at  home,  should  think 
on  that. 

We  must  be  careful  that  we  do  not  misinterpret 
why  it  is  we  are  the  envy  of  the  rest  of  the  world. 
We  deceive  ourselves  if  we  think  it  is  because  of 
our  material  wealth.  It  is  not.  We  are  envied 
because  we  are  free.  Affluence  is  as  often  a 
curse  as  a blessing,  for  it  breeds  avarice  and 
greed.  Freedom  is  what  the  world  wants.  It  is 
what  those  who  have  gone  before  us  saw  as  the 
great  thing  worth  dying  for.  That  is  how  we 
got  here,  and  we  must  never  forget  that  freedom 
is  easier  to  preserve  than  to  win. 

The  rest  of  the  world  is  looking  to  us  as  the 
last  bastion  of  freedom  left  in  the  world.  Testify- 
ing before  the  House  Ways  and  Means  Subcom- 
mittee on  Health,  as  reported  in  this  issue  under 
“National  News,”  Max  Gammon,  M.D.,  of  Lon- 
don, said  that  for  the  good  of  the  rest  of  the  free 
world  it  is  imperative  that  the  U.S.  resist  the 
socialization  of  medicine,  for  “if  you  believe  that 


the  state  is  better  able  to  control  the  affairs  of 
individuals  than  they  are,  then  the  prospects  of 
freedom  for  the  rest  of  the  world  are  very  dim.” 

It  is  easy  to  become  carried  away  by  friendly 
chatter  and  the  somnolence  of  a good  stuffing, 
and  to  forget  what  it  is  we  celebrate.  Patriotism 
suffered  a decline  as  a reaction  to  the  rigors  of 
the  long  years  of  World  War  II  and  disillusion- 
ment with  the  “peace”  that  followed,  and  it 
nearly  died  in  Viet  Nam.  We  have  in  this  country 
many  things  to  be  thankful  for,  and  we  certainly 
should  take  time  to  think  of  them  and  to  express 
thanks  to  God  for  them.  But  this  is  a daily 
obligation,  and  is  not  what  Thanksgiving  Day  was 
proclaimed  for.  It  was  to  be  a “national  patriotic 
holiday,”  a day  of  thanks  not  for  God’s  blessings 
to  us  as  a nation,  but  for  a particular  blessing: 
the  nation  itself. 

Long  may  our  land  be  bright 
With  freedom’s  holy  light: 

Protect  us  by  thy  might, 

Great  God,  our  King. 

J.B.T. 

The  Education  Scene: 

SETAHEC  and  Beyond 

We  carry  this  month  an  article  on  a major 
innovation  in  both  professional  and  public  health 
education,  Chattanooga’s  Southeastern  Tennessee 
Area  Health  Education  Center  (SETAHEC).  Its 
inception  preceded  the  federal  AHEC  programs, 
and  it  is  a tribute  to  men  of  vision  who  first  saw 
it  as  an  institution  for  the  continuing  education 
of  physicians.  The  plans  later  were  broadened  to 
include  education  of  ancillary  medical  personnel, 
and  as  the  federal  programs  got  underway,  pri- 
orities were  reestablished  so  that  now  continuing 
medical  education  is  carried  on  by  the  Clinical 
Education  Center,  which  is  centered  in  the 
Baroness  Erlanger  Hospital  and  which  is  a di- 
vision of  SETAHEC.  The  story  presented  by 
Mr.  Goronzy  begins  and  ends  near  the  middle, 
as  this  is  where  he  came  in  and  went  out.  He 
came  in  as  the  program  was  being  expanded 
beyond  the  first  movings  of  the  Chattanooga 
physicians,  and  he  left  before  the  Clinical  Center 
was  developed.  The  fact  of  its  functioning  is 
attested  to  by  its  schedule  of  courses  carried  in 
our  Education  Opportunities  section. 

I wish  that  I could  report  to  you  that  the  edu- 
cation scene  is  everywhere  as  bright,  but  previous 
reports  in  both  this  journal  and  the  daily  news- 
papers would  give  the  lie  to  any  such  statement. 
Our  state’s  medical  schools,  public  and  private, 
are  underfunded  (as,  incidentally,  is  SETAHEC). 
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The  Higher  Education  Commission  and  the 
Board  of  Regents  of  our  state  universities  are 
constantly  jockeying  for  position  and  are  con- 
tinually changing  personnel.  Worst  of  all,  our 
children  are  being  used  as  pawns  in  political 
battles. 

Education  receives  a lot  of  lip  service.  Every- 
body wants  it,  but  support  for  it  dwindles  when 
money  is  mentioned.  A college  degree  is  deemed 
a necessity,  yet  a large  percentage  of  those  de- 
grees are  meaningless.  Many  college  graduates 
are  pitifully  ignorant.  Somehow  or  another  we 
have  gotten  our  priorities  all  mixed  up.  There 
are  entertainers  who.  receive  more  money  and 
recognition  for  a single  evening’s  performance 
than  a whole  year’s  work  gets  for  those  to  whom 
we  entrust  the  education  of  our  children.  It  is 
fortunate  that  those  dedicated  people  think  more 
of  our  children  than  do  our  public  “servants,” 
legislators,  and  taxpayers  (many  of  whom  are 
the  parents  of  those  children). 

Lack  of  money,  compassion,  vision,  and  just 
plain  common  sense  is  destroying  our  public 
school  system.  There  are  those  who  with  singular 
lack  of  foresight  would  solve  the  problem  by 
destroying  our  private  schools  as  well.  A move- 
ment in  the  Congress  is  gaining  support  which 
would  disallow  the  tax  exempt  status  of  our 
private  schools,  and  with  it  that  of  our  other  cul- 
tural and  humanitarian  organizations,  and  even  of 
our  churches.  All  of  this  is  in  the  name  of 
“egalitarianism,”  on  the  theory  that  these  insti- 
tutions are  being  supported  by  public  funds  which 
would  otherwise  go  for  taxes,  and  that  those  who 
give  such  monies  and  the  recipients  of  them 
exert  inordinate  influence  in  society.  Egalitarian- 
ism, though,  is  the  enemy  of  democracy.  A 
classless  society  can  exist  only  in  communism, 
where  everything  is  reduced  to  its  lowest  com- 
mon denominator.  Russia  found  long  ago  that 
such  a system  will  not  work,  yet  we  are  heading 
toward  that  position  even  as  they  desert  it. 

To  say  that  everyone  should  have  the  same 
education  is  to  guarantee  mediocrity.  What  we 
need  to  dedicate  ourselves  to  is  equal  educational 
opportunity — to  see  to  it  that  each  individual  has 
the  opportunity  to  be  educated  to  his  capacity 
so  that  he  can  become  the  most  productive 
citizen  possible.  To  do  otherwise  is  to  rob  our- 
selves of  one  of  our  most  precious  resources. 

Tax  supported  institutions,  even  under  the  best 
of  circumstances,  have  problems  peculiarly  their 
own.  Though  we  might  wish  it  otherwise,  the 
situation  is  not  likely  to  change  much,  human 
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nature  being  what  it  is.  There  is  therefore  a need 
for  private  institutions  of  high  quality.  Compe- 
tition keeps  everybody  honest.  We  must  see  to 
it  that  the  way  is  not  closed  for  them  to  receive 
funds.  But  we  must  at  the  same  time  do  every- 
thing possible  to  maintain  not  adequate  but 
superior  tax  supported  institutions.  Both  are 
necessary.  It  is  going  to  require  money,  and  it 
will  likely  mean  more  taxation.  We  must  exert 
every  effort  to  see  that  these  funds,  not  only  new 
money  but  also  money  already  earmarked  for 
education,  do  not  became  diverted  into  other 
channels,  legitimate  or  otherwise.  This  is  a public 
responsibility  which  often  is  shirked. 

What  is  it  going  to  take  to  convince  us  that  it 
does  nothing  for  my  brother  or  me  if  I join  him 
in  the  pit?  I help  him  only  if  I reach  down  my 
hand  and  pull  him  out. 

J.B.T. 


BRODY,  DANIEL  A.,  September  30,  1975.  Age  60. 
Graduate  of  Western  Reserve  University.  Dr.  Brody 
was  a nationally  known  pioneer  of  research  into  the 
electrical  activity  of  the  human  heart.  He  was  a member 
of  the  Memphis-Shelby  County  Medical  Society. 


new  member/ 


The  JOURNAL  takes  this  opportunity  to  welcome 
these  new  members  to  the  Tennessee  Medical  Associa- 
tion: 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Hyman  M.  Kaplan,  M.D.,  Eastgate 
Sanford  H.  Morrow,  III,  M.D.,  Chattanooga 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Dean  Raymond  Conley,  M.D.,  Knoxville 
Richard  W.  Robinson.  M.D.,  Knoxville 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

David  H.  Buss,  M.D.,  Memphis 
James  D.  Fogelman,  M.D.,  Memphis 
W.  Byron  Inmon,  M.D.,  Memphis 
Abbas  E.  Kitabchi,  M.D.,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

Ian  M.  Burr,  M.D.,  Nashville 
Joseph  Michael  Crane,  M.D.,  Madison 
Arthur  R.  Cushman,  M.D.,  Madison 
John  M.  Leonard,  M.D.,  Nashville 
Clifton  K.  Meador,  M.D.,  Nashville 
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Martin  G.  Netsky,  M.D.,  Nashville 
Bruce  I.  Turner,  M.D.,  Nashville 

WARREN  COUNTY  MEDICAL  SOCIETY 

Nirmal  K.  Pal.  M.D.,  McMinnville 

WASHINGTON-CARTER-UNICOI  COUNTY 
MEDICAL  ASSOCIATION 

Richard  S.  Carter,  M.D.,  Columbia,  S.C. 


program/  and  new/  of 
medical  /ocietie/ 


Knoxville  Academy  of  Medicine 

The  Academy  met  on  October  14,  1975  at  the  KAM 
Headquarters  Building  in  Knoxville. 

Continuing  Medical  Education  Programs  included: 
Family  Practice,  Internal  Medicine  and  Surgery:  Panel 
Presentation,  “Venous  Thromboembolic  Disease”  with 
Robert  H.  Collier,  Jr„  M.D.,  as  moderator,  and  Edward 
Buonocore.  M.D..  Mark  P.  Fecher,  M.D.,  Carter  Miller, 
M.D.,  and  Dwight  R.  Wade,  M.D.  as  discussants;  Psy- 
chiatry: Film,  “Non-Demand  Pleasuring”  with  John 
Kandalskis,  Ph.D.,  Clinical  Psychologist  serving  as 
moderator;  Ophthalmology:  CETV-Ophthalmology  Se- 
ries, “Neuro-Ophthalmology”;  and  Pathology:  Area 

Pathologists  met  in  the  Pathology  Conference  Room  at 
UT  Hospital  where  they  viewed  slides  and  discussed 
unusual  cases. 

Additional  Continuing  Medical  Education  opportuni- 
ties included:  Fourth  Annual  Internal  Medicine  Sym- 
posium, which  was  held  at  UT  Memorial  Hospital  Audi- 
torium; William  J.  Stilley,  M.D.,  Professor  of  Radiol- 
ogy, University  of  Pittsburgh  made  rounds  at  UT  Memo- 
rial Hospital  on  Monday,  October  20,  1975.  Dr.  Stilley 
spoke  on  “Medical  Applications  of  Angiology”  at  the 
Knoxville  Society  of  Internal  Medicine  meeting  at 
8:00  p.m.  at  the  Academy  on  Monday,  October  20th; 
and  Emergency  Medical  Services  Seminar  was  held  at 
the  Sheraton  Inn-Executive  Park  on  Friday,  October 
31st  and  Saturday,  November  1st. 

Nashville  Academy  of  Medicine 

The  Board  endorsed  the  Academy’s  Public  Health 
Committee  recommendation  for  improvements  in  the 
health  facilities  of  the  State  Penitentiary  following  a 
Committee  visit  at  the  request  of  the  state  Department 
of  Public  Health.  The  Committee  inspected  health  facili- 
ties and  conditions  at  the  State  Penitentiary  on  Sep- 
tember 10.  (See  item  under  “Medical  News  in  Ten- 
nessee”.) 
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THIS  MONTH  IN  WASHINGTON 
(From  the  AMA’s  Office  in  Washington,  D.C.) 
National  Health  Insurance  Hearings 

Members  of  the  House  Ways  and  Means  Com- 


mittee’s subcommittee  on  health  have  heard  testi- 
mony from  foreign  physicians  extremely  critical 
of  the  federalized  national  health  insurance 
(NHI)  systems  in  their  native  lands  and  from 
seven  U.S.  physicians  who  urged  lawmakers  not 
to  allow  this  country  to  stumble  down  the  same 
path. 

All  witnesses  were  selected  by  subcommittee 
Republican  minority  members  to  counterpoise 
arguments  made  by  liberal  witnesses  produced 
during  the  summer  by  Democrat  colleagues. 

The  major  theme  of  the  American  physicians 
was  that  Federal  interference  should  be  kept  to 
a minimum.  Five  of  the  seven  physicians  sug- 
gested that  some  form  of  catastrophic  insurance 
might  be  beneficial. 

Clinton  S.  McGill,  M.D.,  Portland,  Ore.,  told 
the  subcommittee  that  “freedom  within  the  widest 
possible  latitudes  in  the  practice  of  medical  care 
is  an  ingredient  absolutely  essential  to  the  suc- 
cess of  any  NHI  program.” 

John  Hamilton,  M.D.,  Rochester,  N.Y.,  urged 
elimination  of  administrative  red  tape  and  pro- 
posed a catastrophic  plan  based  on  patients’ 
ability  to  pay. 

Marvin  N.  Lymberis,  M.D.,  Charlotte,  N.C., 
also  spoke  favorably  of  catastrophic  coverage, 
warning  that  an  omnibus  bill  might  bankrupt  the 
government  and  leave  the  present  health  system 
in  a shambles. 

John  Burkhart,  M.D.,  Knoxville,  Tenn.,  said 
NHI  must  be  carefully  planned,  cannot  be  all 
encompassing,  and  must  not  interfere  with  the 
doctor-patient  relationship. 

David  Masland,  M.D.,  Carlisle,  PA.,  warned 
of  a possible  paper  work  explosion  if  NHI  is 
enacted,  urged  use  of  private  carriers  rather  than 
a Federal  bureaucracy,  and  noted  that  social  fac- 
tors have  the  biggest  impact  on  the  health  of  the 
nation. 

Brooker  Masters,  M.D.,  Freemont,  Mich.,  said 
the  nation  does  not  have  the  resources  at  present 
for  NHI.  Rationing  of  services  would  be  re- 
quired, resulting  in  “medical  care  dictated  by 
edicts  in  the  Federal  Registry”  which  would  lead 
to  “chaos.” 

Donald  Quinlan,  M.D.,  Northfield,  111.,  read  a 
strongly-worded  statement  opposing  any  new 
Federal  programs  as  “compulsory  politicized 
medicine.”  He  accused  the  Administration  and 
Congress  of  the  “great  rip-off”  of  deficit  financing. 

The  domestic  panel  was  questioned  by  sub- 
committee chairman  Dan  Rostenkowski  (D-Ill.) 
and  Reps.  John  Duncan  (R-Tenn.),  James 
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Martin  (R-N.C.),  and  Philip  Crane  (R-Ill.). 
They  praised  the  panel  members  for  their  testi- 
mony. 

Asked  by  Rep.  Charles  Vanik  (D-Ohio)  to 
give  a show  of  hands  on  how  many  would  sup- 
port a catastrophic  plan,  six  of  the  witnesses 
raised  their  hands,  but  none  did  when  he  asked 
for  their  sentiments  on  catastrophic  health  in- 
surance operated  by  Social  Security.  Vanik 
contended  that  the  public  is  pushing  Congress 
on  NHI,  asserting  that  the  lawmakers  are  not  the 
innovators. 

The  foreign  panel  consisted  of  two  British 
physicians,  a British  medical  writer,  a former 
Swedish  physician,  and  a Canadian  physician — 
Max  Gammon,  M.D.,  London;  Reginald  S. 
Murley,  M.D.,  London;  Anthony  Lejeune,  Mid- 
dlesex, England,  medical  writer;  Sigmund  J. 
Lofstead,  M.D.,  Chicago;  and  Bette  Stephenson, 
M.D.,  Toronto. 

As  a group  they  urged  Congress  not  to  permit 
governmental  control  of  medicine  in  this  country. 

The  British  witnesses  painted  a black  picture 
of  the  situation  in  England.  Dr.  Murley  said  al- 
most all  physicians  in  England  are  totally  opposed 
to  the  policies  of  the  government  and  predicted 
a "massive  confrontation”  soon. 

Dr.  Lofstead,  who  had  practiced  in  Sweden, 
said  health  care  has  become  regimented  and 
politicized  in  that  country.  Most  people  in  the 
U.S.  he  said,  have  financial  access  to  the  best 
and  most  sophisticated  health  care  in  the  world. 

Dr.  Stephenson  was  less  critical  of  the  Cana- 
dian program,  but  said  any  NHI  program  should 
involve  as  little  distortion  of  the  present  U.S.  sys- 
tem as  possible.  She  said  fee-for-service  is  the 
most  efficient  and  fairest  method  of  payment. 

Dr.  Gammon  said  it  is  imperative  that  the  U.S. 
resist  the  socialization  of  medicine  “for  the  good 
of  the  rest  of  the  free  world.”  He  said  that  “if 
you  believe  that  the  state  is  better  able  to  control 
the  affairs  of  individuals  than  they  are,  then  the 
prospects  of  freedom  for  the  rest  of  the  world  are 
very  dim.” 

^ ^ ^ 

Despite  continued  optimism  on  the  part  of 
some  members  of  House  Ways  and  Means  that 
a NHI  bill  can  be  drafted  this  year,  Capitol  Hill 
oddsmakers  are  still  betting  it  can’t  be  done. 

Besides  the  scarcity  of  time — at  least  400  wit- 
nesses will  be  heard  by  Ways  and  Means  alone — 
the  jurisdictional  battle  between  Ways  and  Means 
and  House  Commerce  is  far  from  solved. 

Senior  staffers  of  both  comittees  are  being 
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quoted  as  saying  “effective  NHI  cannot  come  out 
of  a Congress  with  the  present  messed-up  juris- 
diction” and  “it  simply  can’t  be  done  in  two 
committees.” 

Nonetheless,  the  chance  always  remains  that 
House  leadership  under  the  pressures  of  an  elec- 
tion year  could  knock  heads  together  until  a 
hurried  bill  was  produced. 

Health  Manpower 

The  Administration  has  opposed  a domestic 
draft  of  young  physicians  for  service  in  shortage 
areas  and  urged  Congress  to  phase-out  capitation 
grant  support  for  the  nation’s  medical  schools. 

Testifying  before  the  Senate  Health  Sub- 
committee as  it  opened  hearings  on  health  man- 
power legislation,  Theodore  Cooper,  M.D.,  Assis- 
tant Secretary  for  Health  at  the  Health,  Education 
and  Welfare  Department,  said: 

“We  are  seriously  concerned  that  the  general 
taxpayer — by  means  of  federal  taxes — will  be 
called  upon  to  subsidize  in  perpetuity  the  pro- 
fessional training  of  physicians,  dentists,  and 
other  well-paid  health  professionals.” 

Dr.  Cooper  told  the  Subcommittee,  headed  by 
Sen.  Edward  Kennedy  (D-Mass.),  that  legislation 
backed  by  Kennedy  that  calls  for  $5  billion  in  aid 
over  the  next  five  years  is  “unnecessary  to  elicit 
adequate  numbers  of  students  for  schools  which 
today  accommodate  only  one  out  of  every  two-to- 
three  qualified  applicants.” 

The  Administration  “strongly  opposes”  the 
compulsory  service  feature  in  the  legislation  re- 
quiring all  graduates  to  serve  in  shortage  areas. 
“This  requirement  could  mean  that  in  the  very 
near  future  the  federal  government  would  have 
the  responsibility  for  placing  and  monitoring  the 
professional  activities  of  thousands  of  individuals 
in  the  health  system.”  Dr.  Cooper  proposed  in- 
stead to  strengthen  the  National  Health  Service 
Corps  scholarship  program. 

The  Assistant  Secretary  also  attacked  provi- 
sions imposing  a federal  regulatory  scheme  to 
control  the  numbers  and  allocation  of  training 
positions  for  graduate  medical  education  and  to 
institute  a national  licensure  system  for  physicians 
and  dentists.  “We  feel  that  there  is  little  basis  for 
initiating  this  far-reaching  regulatory  mechanism 
at  this  time,”  Dr.  Cooper  said. 

By  1985  the  U.S.  will  have  from  207  to  217 
physicians  per  100,000  population,  he  testified, 
placing  this  nation  “near  the  top  of  all  the  indus- 
trialized nations  in  terms  of  overall  physician 
supply.” 
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Medical  Malpractice  Insurance 

The  president  of  the  American  Insurance  As- 
sociation believes  it  may  become  necessary  to 
separate  two  elements  involved  in  the  medical 
malpractice  insurance  system — the  compensa- 
tion of  those  who  suffer  loss  because  of  a doctor 
or  hospital  fails  to  perform  in  accordance  with 
acceptable  standards  of  practice,  and  the  incen- 
tive for,  and  discipline  of,  medical  practitioners. 

T.  Lawrence  Jones  said  “we  think  that  the 
public  will  resist  limitations  on  their  legal  rights 
unless  coverage  for  the  patient  is  improved  in 
some  other  respect  and  some  substitute  measure 
for  disciplining  doctors  and  hospitals  is  created.” 

Jones,  whose  association  includes  many  of  the 
firms  that  write  professional  liability,  said  divorce 
of  the  two  functions  “will  not  be  an  easy  job.” 

He  told  a National  Press  Club  breakfast  in 
Washington,  D.C.,  that  no  one  yet  knows  what 
the  outlines  of  the  two  replacement  systems 
should  be,  let  alone  the  specific  features  of 
either.  Many  tradeoffs  will  be  necessary.  Coopera- 
tion among  the  professions  will  be  essential.  But 
the  present  problems  with  medical  malpractice 
insurance  is  so  complex  and  so  full  of  implica- 
tion for  the  overall  health  care  of  the  public  that 
bold  solutions  of  all  kinds  must  be  pursued. 

Jones  said  he  believes  that  Professional  Stan- 
dards Review  Organizations  (PSRO's)  offer  a 
promise  of  ameliorating  the  malpractice  crisis. 

Medicare  Red  Tape 

Scores  of  health  organizations  have  protested 
loudly  to  Congress  about  the  red  tape  and  in- 
equities in  the  Medicare  program  and  have  urged 
the  Ways  and  Means’  subcommittee  on  health 
to  straighten  out  the  mess. 

The  Subcommittee,  headed  by  Rep.  Dan  Ros- 
tenkowski  (D-Ill.),  called  two  days  of  hearings 
to  consider  the  flood  of  complaints  about  HEW’s 
regulatory  operations  over  the  past  year.  The 
Subcommittee  is  expected  to  draft  legislation  to 
correct  some  of  the  trouble  spots  identified  at  the 
hearings. 

The  American  Medical  Association  declared 
“the  continuing  frustrations  of  the  public  and  the 
economic  limitations  on  resorting  to  the  courts 
for  all  remedial  action  must  be  viewed  seriously 
by  this  subcommittee  and  this  Congress.” 

Edgar  T.  Beddingfield,  M.D.,  Vice  Chairman 
of  the  AMA’s  Council  on  Legislation,  referring  to 
HEW’s  index  for  figuring  physicians’  fees  under 
Medicare,  said  “if  the  administrative  process  is 


to  be  unbridled  and  is  to  be  permitted  to  dis- 
regard the  rights  of  individuals  and  arbitrarily  to 
establish  essential  factors  without  adequate  com- 
pliance with  the  law,  then  a discussion  of  the 
provisions  enacted  by  Congress  in  essence  be- 
comes moot.” 

Charging  “abuse  of  the  regulatory  process”  by 
HEW,  Dr.  Beddingfield  said  effects  of  the  eco- 
nomic index  will  be  to  lower  reimbursement  rates 
for  many  procedures  below  the  rates  recognized 
by  the  program  in  fiscal  1975.” 

The  1972  Social  Security  Amendments  Law 
which  set  Medicare  payment  controls  at  the  75th 
percentile  with  future  adjustments  tied  to  an 
index  determined  by  HEW  is  “clearly  discrimina- 
tory,” the  AMA  witness  said.  “We  are  not  aware 
of  any  segment  of  society  against  which  similar 
controls  are  imposed  by  Congress.”  Upshot  of 
such  controls,  he  warned,  “will  be  to  shift  an 
increasing  financial  burden  on  the  beneficiaries.” 

Dr.  Beddingfield  urged  acceptance  of  the 
AMA’s  19  amendments  to  the  Professional  Stan- 
dards Review  Organization  (PSRO)  program 
and  postponement  of  the  Jan.  1,  1976,  deadline 
for  professional  associations  to  form  PSRO's. 

C.  Willard  Camalier,  M.D.,  Chairman  of  the 
AMA’s  Council  on  Medical  Service,  described 
the  AMA’s  court  fight  and  negotiations  with 
HEW  over  utilization  review  in  hospitals.  He 
asked  repeal  of  the  law’s  provisions  dealing  with 
UR  on  the  subject  of  the  Medicare  end  stage 
renal  disease  program. 

Dr.  Camalier  said  “Medicare  has  attempted 
to  interfere  with  the  practice  of  medicine  by 
interposing  itself  between  the  patient  and  the 
physician  by  refusing  to  recognize  that  services 
for  kidney  treatment  should  be  reimbursed  in  a 
manner  consistent  with  other  physician  services, 
and  that  local  determination  and  medical  review 
are  not  only  preferable,  but  also  the  only  feasi- 
ble program  for  provision  of  any  medical  ser- 
vice.” This  program  emphasizes  the  difficulties 
encountered  when  a disease  category  is  made  the 
basis  for  Medicare  coverage. 

The  provision  authorizing  HEW  to  mandate 
“reasonable  costs”  for  hospitals  gives  the  gov- 
ernment the  right  to  determine  in  effect  whether 
services  are  medically  necessary,  the  AMA  offi- 
cial said.  “We  must  adamantly  object  to  any 
attempt  on  the  part  of  the  HEW  Secretary  to 
make  determinations  as  to  the  necessity  of  health 
care  services  required  in  proper  patient  care.” 
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ETSU  Residency  Program  Accredited 

Dr.  D.  P.  Culp,  president  of  East  Tennessee 
State  University  and  Dr.  Robert  E.  Jewett,  dean 
of  the  College  of  Medicine,  have  announced  the 
accreditation  by  the  Liaison  Committee  on 
Graduate  Medical  Education  of  the  university’s 
Family  Practice  Residency  Program  in  Kingsport. 
Approval  of  the  program  by  the  national  accredit- 
ing body  represents  another  significant  positive 
step  in  the  development  of  the  medical  school 
complex  in  the  Tri-Cities  area,  the  ETSU  officials 
said. 

A second  program  in  Bristol  is  already  in  the 
development  stage  and  is  expected  to  receive 
approval  from  the  Liaison  Committee  in  time  to 
begin  residents’  training  July  1,  1976,  and  a 
third  program  in  Johnson  City  is  planned,  with 
development  to  begin  in  1976  and  a targeted 
beginning  date  Jan.  1,  1977. 

After  the  three  programs  have  become  opera- 
tional, 20  trained  family  physicians  per  year 
will  be  available  to  many  communities  in  and 
near  the  Tri-Cities  area. 

Dr.  Sydney  A.  Garrett,  M.D.,  professor  and 
chairman  of  ETSU’s  department  of  family  prac- 
tice, has  announced  that  applications  are  now 
being  accepted  from  mid-year  medical  graduates 
for  the  Kingsport  Family  Practice  Program,  which 
is  expected  to  be  operational  by  Jan.  1,  1976.  The 
family  practice  residency  program  is  developed 
and  sponsored  by  the  Department  of  Family 
Practice  in  ETSU’s  medical  school.  It  will  be 
actively  involved  in  the  education  of  ETSU’s 
medical  students,  as  well  as  being  responsible  for 
the  direction  of  training  of  residents  in  the  Family 
Practice  specialty. 

TB  Hospital  Will  Close 

Dr.  Eugene  W.  Fowinkle,  Commissioner  of 
State  Department  of  Public  Health  told  the  Gen- 
eral Assembly  Fiscal  Review  Committee  that  the 
department  plans  to  close  the  Middle  Tennessee 
Chest  Disease  Hospital  by  June  30,  1976.  The 
hospital  has  been  operating  with  only  99  active 
beds  out  of  a 224-bed  capacity  for  more  than 
two  years,  Fowinkle  said.  The  remaining  space 
has  been  used  for  Department  of  Public  Health 
offices. 
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In  order  to  comply  with  accreditation  require- 
ments the  department  would  have  to  spend 
$400,000  to  continue  to  run  the  hospital  for  a 
limited  number  of  patients  or  to  close  it  as  a 
hospital,  Fowinkle  said. 

Record  Number  Pass  Medical 
Assistants  Examinations 

A total  of  1,338  CMA  certificates  will  be 
awarded  this  year,  including  five  from  Tennessee. 
Of  these  successful  candidates,  1,300  will  receive 
certificates  for  the  first  time,  the  remainder  earn- 
ing certification  in  an  additional  category. 

Tennesseans  receiving  certificates  were:  Char- 
lotte M.  Beck,  Jackson;  Bonnie  Singer  Carmack, 
Jackson;  Pamela  Jean  Carroll,  Chattanooga, 
Patricia  Jo  Marks,  Johnson  City;  and  Mary  S. 
Naylor,  Henderson. 

Site  Visit  Made  to  State  Penitentiary 

At  the  invitation  of  the  Department  of  Public 
Health,  a Committee  of  the  Nashville  Academy 
of  Medicine  toured  the  State  Penitentiary  on 
September  10  to  inspect  and  make  recommenda- 
tions on  health  facilities  and  conditions  there. 

The  Committee  was  particularly  concerned 
with  the  critical  shortage  of  qualified  full-time 
medical  and  nursing  personnel  and  the  subse- 
quent deficiency  in  the  quality  and  availability  of 
primary  care.  The  current  staff,  composed  of 
two  physicians,  four  nurses,  and  one  technician, 
is  facing  the  impossible  task  of  providing  ade- 
quate medical  care  for  an  outpatient  clinic  which 
receives  a minimum  of  125  sick  calls  per  day, 
a hospital  of  105  beds,  and  a total  prison  popula- 
tion of  5,000. 

The  recommendations  call  for  the  expansion  of 
medical-nursing  staff  including  a full-time,  English 
speaking  Medical  Director-Clinician,  three  full- 
time Physician  Assistants,  several  part-time  Pri- 
mary Care  Physicians,  a full-time  Psychiatrist  to 
supervise  the  mental  ward  and  establish  an  effec- 
tive drug  program,  and  a sizable  number  of 
full-time  Registered  Nurses,  Licensed  Practical 
Nurses,  and  Medical  Technicians.  The  Committee 
also  urged  the  immediate  replacement  of  person- 
nel who  resigned  during  the  recent  upheaval  at 
the  prison.  In  regard  to  facilities,  the  recommen- 
dations call  for  renovation  (painting,  plastering, 
plumbing)  of  the  current  hospital  and,  as  a long- 
range  project,  construction  of  a separate  hospital 
facility  adjacent  to  the  penitentiary. 
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CRAWFORD  W.  ADAMS,  M.D.  of  Nashville,  associate 
clinical  professor  of  medicine  at  Vanderbilt  University 
Medical  School,  recently  assumed  the  presidency  of  the 
American  College  of  Chest  Physicians  at  the  College’s 
41st  Annual  Scientific  Assembly. 

DRS.  ARDEN  J.  BUTLER,  R.  J.  TUCKER,  and  WIL- 
LIAM H.  TUCKER  of  the  Butler-Tucker  Clinic  in 
Ripley,  have  completed  continuing  education  require- 
ments to  retain  membership  in  the  American  Academy 
of  Family  Physicians. 

DR.  ELVYN  DAVIDSON  of  Knoxville  was  recently 
nominated  to  be  a director  of  the  Knoxville  Better 
Business  Bureau. 

Cumberland  Medical  Center  honored  as  its  Doctor  of 
the  Month  for  August  DR.  WILLIAM  E.  EVANS  of 
Crossville.  Dr.  Evans  has  been  a member  of  the  hos- 
pital staff  since  April  1951. 

Chattanooga’s  East  Ridge  City  Hospital  recently  elected 
new  officers  of  the  medical  staff.  These  included  DR. 
THOMAS  MOORE,  president,  DR.  JAMES  R.  ROYAL, 
vice  president,  and  DR.  EDWARD  F.  BUCHNER,  III, 
secretary. 

DR.  GLEN  C.  SHULTS,  who  has  been  practicing  medi- 
cine in  Newport  for  almost  30  years,  was  elected  chief 
of  staff  of  the  Cocke  County  Memorial  Hospital  at  a 
recent  board  of  directors  meeting.  Dr.  Shults  replaces 
DR.  REECE  DeBERRY. 

Knoxville  plastic  surgeon,  DR.  ROBERT  E.  KNOWL- 
ING,  has  been  elected  chairman  of  the  board  of  trustees 
of  Park  West  Hospital,  succeeding  DR.  LLOYD  DAVIS. 
DR.  FLOYD  BANKSTON  of  Knoxville  was  elected 
vice  chairman.  Four  new  physician  members  elected  to 
the  board  include  DR.  JAMES  H.  WATERS,  DR.  R.  H. 
DUNCAN,  DR.  JOHN  T.  PURVIS  and  DR.  RONALD 
K.  SANDBERG. 

DR.  PAUL  E.  SPRAY  of  the  Oak  Ridge  Orthopaedic 
Clinic,  P.C.,  was  elected  Chairman  of  the  Society  of 
Alumni  and  Friends  of  MEDICO  at  its  annual  meeting 
in  New  York  City.  MEDICO  is  the  medical  arm  of 
CARE. 

DR.  JOHN  H.  WOLAVER  of  Knoxville  has  been 
appointed  as  Medical  Director  of  Overlook  Mental 
Health  Center. 
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CALENDAR  OF  MEETINGS 

NATIONAL 

Nov.  22-23  Clinical  Dialysis  and  Transplant  Forum, 
New  York  Hilton  Hotel. 


Nov.  25-26 


Nov.  29- 
Dec.  4 

Nov.  30- 
Dec.  5 

Dec.  6-11 


Jan.  26-28 


Ian.  28- 
Feb.  2 

Jan.  30- 
Feb.  1 

Jan.  31- 
Feb.  4 

Feb.  8-12 


Feb.  26-28 


American  Society  of  Nephrology,  Wash- 
ington Shoreham  Hotel. 

American  Medical  Association,  Honolulu. 


Radiological  Society  of  North  America, 
Palmer  House,  Chicago. 

American  Academy  of  Dermatology, 
Hilton  and  St.  Francis,  San  Francisco 

Society  of  Thoracic  Surgeons,  Washington 
Hilton,  Washington,  D.C. 

American  College  of  Psychiatrists,  del 
Coronado  Hotel,  Coronado,  Calif. 

AMA  Congress  on  Medical  Education, 
72nd,  Palmer  House,  Chicago. 

American  Academy  of  Orthopaedic  Sur- 
geons, Marriott-Rivergate,  New  Orleans. 

Southeastern  Surgical  Congress,  Mariott, 
New  Orleans. 

Symposium  on  Modern  Concepts  in  Brain 
Tumor  Therapy,  Laboratory  and  Clinical 
Investigation,  Sheraton  Biltmore,  Atlanta. 

^ ^ $ 
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Solar  keratosis  is  not  an  uncommon 
medical  problem. 

Of  course,  the  prevalence  of  keratotic  lesions  is  greater  in 
locations  south  of  the  38th  parallel— the  so-called  “Solar  Keratosis 
Belt”— receiving  the  greatest  amounts  of  solar  radiation.  However, 
solar  keratosis  can  occur  among  any  light-skinned  population, 
usually  in  persons  over  40,  wherever  people  are  subject  to  extended 
exposure  to  the  sun. 

Solar  keratoses  are  generally  not  difficult 

to  identify. 

These  skin  lesions  are  usually  multiple,  flat  or  slightly  elevated, 
brownish  or  red  in  color,  papular,  dry,  rough,  adherent  and  sharply 
defined.  They  are  found  on  areas  of  the  skin  having  extensive  exposure 
to  sunlight.  Clinical  characteristics  of  the  lesions,  their  predominant 
location  on  exposed  surfaces,  the  age  of  the  patient  and  his  skin  type 
are  important  considerations  in  the  diagnosis. 

Solar  keratoses  can,  and  should,  be  treated 
because  they  are  potentially  premalignant. 

Chronic  exposure  to  sunlight  frequently  leads  to  degenerative 
changes  in  the  skin.  This  can  often  result  in  the  development  of 
multiple,  potentially  premalignant  keratotic  lesions.  Therefore,  early 
detection  and  treatment  is  advisable. 

Treatment  with  Efudex  (fluorouracil)  provides  a high  degree  of 
effectiveness  with  a low  recurrence  rate,  ease  and  convenience  of 
therapy,  low  incidence  of  scarring,  excellent  cosmetic  results  in  most 
cases,  and  a high  level  of  patient  acceptability. 

Efudex  5%  Cream 

fluorouracil/  Roche 

Because  there  may  be  more  than  meets  the  eye. 


fore  prescribing,  please  consult  com- 
I te  product  information,  a summary  of 
ich  follows: 

I lications:  Multiple  actinic  or  solar  kera- 
i es. 

: ntraindications:  Patients  with  known 
I lersensitivity  to  any  of  its  components. 

' rnings:  If  occlusive  dressing  used,  may 
i rease  inflammatory  reactions  in  adjacent 
i mal  skin.  Avoid  prolonged  exposure  to 
i aviolet  rays.  Safe  use  in  pregnancy  not 
1 ablished. 

icautions:  If  applied  with  fingers,  wash 
I ids  immediately.  Apply  with  care  near 
' >s,  nose  and  mouth.  Lesions  failing  to 


respond  or  recurring  should  be  biopsied. 
Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  appli- 
cation site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppura- 
tion, scaling,  swelling,  irritability,  medicinal 
taste,  photosensitivity,  lacrimation,  leuko- 
cytosis, thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 

Dosage  and  Administration:  Apply  suffi- 
cient quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove 
Usual  duration  of  therapy  is  2 to  4 weeks. 
How  Supplied:  Solution,  10-ml  drop  dis- 


pensers—containing  2%  or  5%  fluoroura- 
cil on  a weight/weight  basis,  compounded 
with  propylene  glycol,  tris  (hydroxymethyl) 
aminomethane,  hydroxypropyl  cellulose, 
parabens  (methyl  and  propyl)  and  disodium 
edetate. 

Cream,  25-Gm  tubes— containing  5% 
fluorouracil  in  a vanishing  cream  base  con- 
sisting of  white  petrolatum,  stearyl  alcohol, 
propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


'|  e history  for  patient  photographed  at  left  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee,  you  may  receive  for  your 
attendance  at  its  functions  Category  I credit  for 
the  AM  A Physician’s  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 

IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportuni- 
ties which  come  to  our  attention  which  might  be  of 
interest  to  our  membership,  as  some  of  these  are  very 
long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses.  In  order  to  conserve  space,  most  of 
them  will  be  published  in  only  one  issue  of  the  Journal. 

Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman 
can  plan  an  individualized  program  of  one-to-four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 

Participating  Departments  and  Divisions 


Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology  Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases  James  D.  Snell,  M.D. 

Dermatology  . . Robert  N.  Buchanan,  Jr.,  M.D. 
Endocrinology  David  Rabin,  M.D.; 

David  N.  Orth,  M.D. 
Diabetes  . . . Oscar  B.  Crofford,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  Sanford  B.  Krantz,  M.D. 

Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases  H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 


Obstetrics  & Gynecology  John  S.  Zelenik,  M.D. 


Orthopaedics  Paul  W.  Griffin,  M.D. 

Pathology William  H.  Hartmann,  M.D. 

Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 

General  H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 

Oral  H.  David  Hall,  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic  John  B.  Lynch,  M.D. 

Thoracic  & Cardiac Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY:  All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physician’s 
Recognition  Award  and  American  Academy  of  Family 
Physician’s  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 
305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615/322-2716 


Cancer  Information 

D-l-A-L  A-C-G-E-S-S  S-Y-S-T-E-M 

WHAT?  A valuable  cancer  education  service  through 
toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 

WHERE?  In  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  University 
of  Texas  System  Cancer  Center. 

WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m., 
CST;  Saturday,  8:00  a.m.  to  11:00  a.m., 
CST. 

Write:  Southern  Medical  Association 
Cancer  Information  Center 
2601  Highland  Avenue 
Birmingham,  Alabama  35205 
Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 

University  of  Tennessee  Clinical 
Education  Center-Chattanooga 
1975-76  Program  Schedule 

Nov.  20-21  Management  of  the  Critically  111  Surgical 
Patient 

Dec.  4-5  Hypertension  for  the  Family  Physician 

Feb.  11  Use  of  Blood  and  Blood  Products 

Feb.  19-20  Ear,  Nose  and  Throat  Problems 
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March  4-5 

Orthopaedics 

March  18-19 

Recent  Advances  in  Pediatrics 

April  22-23 

Allergies 

May  13-14 

Pulmonary  Functions 

June  3-4 

Infectious  Disease 

Spring  1976 

Diagnostic  Radiology  for  the  F.P.  and 
E.R.  Physician  (One  week  in  Gatlin- 
burg) 

Spring  1976 

Tax  and  Estate  Planning  for  Physicians 
(2-3  days  in  Callaway  Gardens  or  Hil- 
ton Head  Island) 

Courses  approved  for  Category  I credit  for  AMA 
Physician’s  Recognition  Award. 

For  information,  contact  LeRoy  J.  Pickles,  Director 
of  Continuing  Medical  Education,  Suite  300,  921  East 
Third  Street,  Chattanooga,  Tennessee  37403. 


School  of  Medicine 
Medical  School  of  Georgia 
Augusta,  Georgia 

1975-1976 

CONTINUING  MEDICAL  EDUCATION 

GASTROINTESTINAL  DISEASES,  December  4-5, 

1975. 

BASIC  NEUROLOGY,  February  19-21,  1976. 
CLINICAL  PSYCHIATRY,  February  26-27,  1976. 

MAKING  SURGICAL  DECISIONS,  March  4-6, 

1976. 

HORMONAL  REPLACEMENT,  March  15-16,  1976. 

THE  AGED  PATIENT-PSYCHIATRIC  AND  NEU- 
ROLOGIC ASPECTS,  May  6-8,  1976. 

THE  PITUITARY,  May  20-22,  1976. 

INTERNAL  MEDICINE,  Holiday  Inn  of  Jekyll 
Island,  Georgia,  June  10-12,  1976. 

PHYSICIANS  CONTINUING  EDUCATION 
SERIES,  in  Dalton,  Georgia,  January  8,  February 
12,  March  11,  and  April  1,  1976. 

In  Dublin,  Georgia,  November  25,  1975;  January 
27,  February  24,  and  March  23,  1976. 

Division  of  Continuing  Education 
Medical  College  of  Georgia 
Augusta,  Georgia  30902 


American  College  of  Physicians 
Postgraduate  Courses 

Dec.  8-11  FLUID  AND  ELECTROLYTE  BAL- 
ANCE, HYPERTENSION  AND  RENAL 
DISEASE,  Northwestern  University  Med- 
ical School,  Passavant  Pavalion,  North- 
western Memorial  Hospital,  Chicago,  IL. 

Jan.  5-9  WORKSHOPS  IN  THE  PHYSIOLOGY, 
DIAGNOSIS  AND  TREATMENT  OF 
ELECTROLYTE  AND  ACID-BASE  DIS- 
ORDERS, University  Pennsylvania  School 
of  Medicine,  Philadelphia,  PA. 


Jan.  20-23  INTERNAL  MEDICINES  AND  THE 

PRACTICE  OF  INTERNAL  MEDICINE, 
Letterman  Army  Medical  Center,  San 
Francisco,  CA. 

Jan.  26-30  SECOND  STANFORD  WINTER 

COURSE  IN  INFECTIOUS  DISEASES, 
Stanford  University  Medical  Center,  Stan- 
ford, CA,  Keystone,  CO. 

Jan.  28-30  UPDATE  IN  INFECTIOUS  DISEASES, 
Medical  College  of  Pennsylvania,  Phila- 
delphia, PA. 

Information:  Registrar,  Postgraduate  Courses,  ACP, 

4200  Pine  Street,  Philadelphia,  PA  19104. 

See  August,  1975  issue  for  complete  1975-76  listing  of 
Regional  meetings  and  Postgraduate  courses. 

Fluid  and  Acid-Base  Balance, 
Hypertension,  and  Renal  Disease  Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a five-day  postgraduate  course  entitled  “Fluid 
and  Electrolyte  Balance,  Hypertension,  and  Renal 
Disease”  on  Dec.  8-12,  1975,  in  Chicago,  111.  The 
course,  held  in  conjunction  with  Northwestern  Univer- 
sity Medical  School,  will  take  place  at  the  Passavant 
Pavalion,  Northwestern  Memorial  Hospital. 

The  course  is  designed  to  provide  the  practicing  in- 
ternist and  general  practitioner  with  a thorough  review 
of  fluid,  electrolyte,  and  acid-base  balance,  as  well  as 
current  concepts  of  diagnosis  and  management  in  the 
areas  of  hypertension  and  nephrology. 

For  Information  and  Registration:  Registrar,  Postgradu- 
ate Courses,  ACP.  4200  Pine  Street,  Philadelphia,  Pa. 
19104. 


University  of  Maryland,  School  of  Medicine 
Baltimore,  Maryland 
1975-76  Program  Schedule 

Nov.  20  Orthopaedic  Day 

Dec.  4 Sexual  Abuse  in  Adolescents 

Dec.  5-6  The  General  Practitioner  in  the  Treatment 
of  Alcoholism 


1976 

Jan.  17-18 

Feb.  12-14 
Feb.  20 
Feb.  28 
Mar.  3- 
Apr.  7 

Mar.  5-6 

Mar.  18 
Mar.  25-27 
Apr.  3-4 

Apr.  22-23 
May  6-7 

May  8 
June  13-19 


Family  Medicine  Intensive  Learning  Week- 
end— No.  1 
Dermatology  Days 
Obstetrics  Day 
Traumatology 

Selected  Topics  in  General  and  Family 
Practice — Part  II  (6  Consecutive  Wednes- 
day evenings) 

Gastroenterology — Management  of  the 
Problem  Patient 

Perspectives  in  Child  Development 
Cancer  Seminar — No.  2 
Family  Medicine  Intensive  Learning  Week- 
end— No.  2 

Blood  Diseases  and  Transfusion 
Symposium  of  Acute  Pulmonary  Condi- 
tions and  Trauma 
Drugs  and  the  Anesthesiologist 
Family  Practice  Review  Program 
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For  further  information  and  brochures,  contact:  Pro- 
gram of  Continuing  Education,  University  of  Maryland 
School  of  Medicine,  29  South  Greene  Street,  Baltimore, 
Maryland  21201. 

Course  in  Neurotology 

March  22  through  25,  1976 

The  Department  of  Otolaryngology  of  the  Abraham 
Lincoln  School  of  Medicine  and  the  University  of 
Illinois  Hospital  Eye  and  Ear  Infirmary,  University  of 
Illinois  at  the  Medical  Center,  will  conduct  a continu- 
ing education  course  in  Neurotology,  March  22  through 
25,  1976. 

The  four-day  intensive  course  will  offer  a didactic  and 
practical  review  of  clinical  neurotology  under  the  direc- 
tion of  Nicholas  Torok,  M.D.  It  will  be  held  at  the  Eye 
and  Ear  Infirmary  and  will  include  basic  vestibular 
physiology  and  pathophysiology,  commonly  used  test- 
ing methods  applied  in  functional  examination  of  the 
vestibular  organ.  Various  forms  of  caloric  testing  pro- 
cedures will  be  demonstrated  using  nystagmography, 
reading  and  evaluation  of  the  test  results,  particularly 
the  nystagmogram,  and  correlation  with  audiometric 
and  neurologic  findings,  final  neurotological  diagnosis, 
management  and  treatment.  Patients  will  be  tested  by 
participants  and  the  history,  symptoms  and  test  results 
will  be  discussed  in  informal  conferences. 

Enrollment  is  limited  to  fifteen.  For  application  forms 
write  to  the  Department  of  Otolaryngology,  1855  West 
Taylor  Street,  Chicago. 

University  of  Miami  School  of  Medicine 
Continuing  Medical  Education  Courses 
Seminar  in  Pediatric  Nephrology  III: 

Current  Concepts  in  Diagnosis  and  Treatment 
Jan.  5-8,  1976  Sponsor:  Department  of  Pediatrics, 

Division  of  Pediatric  Nephrology, 

Meeting  Site:  Americana  Hotel,  Bal  Harbour,  Florida 
Course  Hours:  24  (approximately) 

Virgin  Islands  Seminar  in  OB-GYN 

Jan.  11-17,  1976  Sponsor:  Department  of  OB-GYN. 
Co-sponsor:  Virgin  Island  Medical  Society 
Meeting  Site:  Frenchman’s  Reef,  St.  Thomas,  U.S. 
Virgin  Islands 

Course  Hours:  20  (approximately) 

PATHOLOGY  SYMPOSIUM:  Review  and  Recent 
Practical  Advances 

Jan.  20-23,  1976  (just  preceding  the  Annual  Meeting  of 
the  Florida  Society  of  Pathologists,  Jan.  23-25,  1976) 
Sponsor:  Department  of  Pathology 
Meeting  Site:  Deauville  Hotel,  Miami  Beach,  Florida. 
The  course  will  consist  of  4 four-hour  sessions  cov- 
ering soft  tissue  tumors,  hematopathlogy,  cytology 
and  forensic  pathology.  Teaching  sets  will  be  sup- 
plied in  advance.  Enrollment  is  limited. 

Course  Hours:  16-17 

Anatomic  Pathology  Seminar 

Jan.  23-25,  1975  Sponsor:  Florida  Society  of  Pathol- 
ogists; Co-sponsor — American  Society  of  Clinical 
Pathologists,  Department  of  Pathology,  University 
of  Miami  School  of  Medicine  and  Department  of 
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Pathology,  University  of  Florida  College  of  Medicine. 
Meeting  Site:  Deauville  Hotel,  Miami  Beach,  Florida 

Practical  Modern  Neurology 

Feb.  2-6,  1976  Sponsor:  Department  of  Neurology 
Meeting  Site:  Hotel  Fontainbleau,  Miami  Beach. 

Course  Description:  This  course  is  designed  to  provide 
practical  and  useful  approaches  to  the  management  of 
common  neurological  problems.  It  is  directed  pri- 
marily to  physicians  who  wish  to  improve  their 
capability  in  handling  patients  with  neurological  di- 
sease, specifically  internists,  generalists,  psychiatrists, 
physiatrists,  orthopaedic  surgeons,  and  ophthalmolo- 
gists. The  course  will  consist  of  a minimum  of  28 
hours  of  lectures,  demonstrations  and  discussions. 

Basic  Neurology  (for  Psychiatrists) 

Feb.  23-27,  1976  Sponsor:  Department  of  Neurology 
Meeting  Site:  Hotel  Fontainbleau,  Miami  Beach. 

Course  Description:  This  four-day  course  is  designed 
as  preparation  for  the  board  examination  for  psy- 
chiatrists and  as  a general  review  for  both  practicing 
psychiatrists  and  generalists. 

Renal  Disease  and  Hypertension 

Mar.  31-Apr.  3,  1976  Sponsor:  Division  of  Renal 
Medicine  and  Hypertension  Department  of  Medicine. 
Meeting  Site:  Americana  Hotel,  Bal  Harbour,  Florida 
For  information  on  the  above  courses,  write: 
University  of  Miami  School  of  Medicine 
P.O.  Box  520875  Biscay ne  Annex 
Miami,  Florida  33152 
Tel.  305-547-6716 


University  of  Louisville 
School  of  Medicine 
Louisville,  Kentucky 

Symposium:  “Team  Approach 
to  Rheumatoid  Arthritis” 

A Symposium  on  The  Allied  Health  Professional’s 
Role  in  the  Management  of  Rheumatoid  Arthritis  will 
be  held  on  Thursday,  November  20,  1975  at  the 
Breckenridge  Inn,  Louisville,  Kentucky.  The  Symposium 
is  sponsored  by  the  Arthritis  Management  Program,  an 
OVRMP  pilot  program  at  the  University  of  Louisville 
School  of  Medicine,  in  association  with  the  Kentucky 
Chapter  of  the  Arthritis  Foundation. 

For  further  information  and  a program,  contact 
Marilee  Phillips,  R.N.,  Kentucky  Arthritis  Foundation, 
1381  Bardstown  Road,  Louisville,  Kentucky  40204. 


University  of  Kentucky  Medical  Center 
Lexington,  Kentucky 

Rheumatic  Disease:  Management  Options 
Dec.  19-20,  1975 

Registration  Fee:  $75.00 

For  further  information  about  the  above,  contact: 
Frank  R.  Lemon,  M.D. 

Continuing  Education 

College  of  Medicine,  University  of  Kentucky 
Lexington,  Kentucky  40506 
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U.S.  Virgin  Islands  Medical  Society 

The  First  Mid-Winter  Virgin  Islands  Clinical  Con- 
ference will  be  held  in  St.  Thomas,  January  29,30,31 
1976  by  the  U.S.  Virgin  Islands  Medical  Society  in 
association  with  the  faculty  of  the  University  of  Penn- 
sylvania School  of  Medicine. 

This  program  is  acceptable  for  14  credit  hours  in 
Category  I for  the  Physician's  Recognition  Award  of 
the  AMA  and  will  include  lectures  and  seminars  of 
interest  to  the  physician  in  General  Practice,  Internal 
Medicine,  General  Surgery  and  OB-Gyn. 

For  further  information,  write  AIRMAIL  to: 

Harold  A.  Hanno.  M.D..  F.A.C.P. 

Secretary 

U.S.  Virgin  Islands  Medical  Society 

Box  1442 

St.  Thomas,  Virgin  Islands  00801 


U.S.  Section,  International  College  of 
Surgeons 

December  5-9,  1975  U.S.  SECTION  ANNUAL  MEET- 
ING, Sheraton  Waikiki  Hotel,  Honolulu,  Hawaii 
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Poison  Prevention  Film 

DETROIT,  Aug.  25 — A new,  full-color,  14 
Vi -minute  motion  picture  which  helps  teach 
young  children  how  to  avoid  being  accidentally 
poisoned  has  been  produced  for  Parke,  Davis  & 
Company,  a subsidiary  of  Warner-Lambert  Com- 
pany. 

Entitled  “Teaching  Children  Poison  Preven- 
tion,” the  film  was  made  in  cooperation  with  the 
American  Academy  of  Pediatrics,  according  to 
Gordon  Goyette,  Parke-Davis  director  of  Public 
Affairs. 

The  movie  opens  and  closes  with  a group  of 
children  aged  2 through  7 discussing  medicines 
with  Dr.  Frederick  Margolis,  and  with  a teacher. 

The  middle  segment  of  the  movie  is  an  ani- 
mated cartoon,  with  two  heros:  Sniffy  the  dog, 
and  his  redheaded  master. 

Both  Sniffy  and  his  little  friend  learn  not  to 
touch  medicines  when  pills  and  bottles  begin  to 
sing  and  dance  while  telling  their  story  that  only 
doctors  and  parents  should  give  medicines  to 
children. 

“Teaching  Children  Poison  Prevention,”  avail- 
able September  3,  1975  on  a free-loan  basis  from 
Modern  Talking  Pictures,  was  written  by  Dr. 


Margolis  and  directed  by  Gordon  Weisenborn 
Productions,  Inc.,  Chicago. 

Films  on  Weight  Control  Problems 

“See  You  Lighter”  and  “The  Waistland”  are 
the  titles  of  two  16mm,  color  films  presented  by 
TOPS  Club,  Inc.  (Take  Off  Pounds  Sensibly). 
They  are  available  nationally  on  free-loan  to 
womens  and  church  groups,  home  economic 
classes,  medical  centers,  nursing  and  dietician 
schools,  hospital  organizations  and  other  general 
audiences  from  Association-Sterling  Films,  866 
Third  Avenue,  New  York,  N.  Y.  10022. 

“See  You  Lighter,”  which  runs  27-minutes, 
thoroughly  acquaints  viewers  with  TOPS  Club, 
Inc.,  the  oldest  and  largest  nonprofit  weight 
control  organization.  The  film  shows  what  can 
be  accomplished  in  weight  control  in  a completely 
ethical  and  non-commercial  setting  with  common 
sense  and  at  a very  low  cost. 

“The  Waistland,”  also  27-minutes,  deals  with 
the  myths  and  fads,  which  for  centuries  have 
promised  easy  solutions  to  weight  problems.  In- 
terviews with  prominent  nutritionists  and  medical 
educators  enlighten  viewers  about  obesity  and 
metabolic  problems,  including  research  sponsored 
by  TOPS. 

Abortion  Films 

The  Association  for  the  Study  of  Abortion,  Inc. 
has  released  a new  16mm-sound  and  color  mo- 
tion picture  titled  "The  Right  to  Choose."  This 
film  is  available  on  free-loan  to  general  audiences 
and  to  television  stations.  Distribution  is  being 
made  nationally  through  the  film  libraries  of 
Association-Sterling  Films. 

This  26-minute  film  presents  an  informal  panel 
discussion  of  the  1973  Supreme  Court  decision 
on  abortion  as  well  as  social,  medical  and  reli- 
gious aspects  of  abortion.  Documentary  film  foot- 
age is  used  to  illustrate  situations  confronting 
women  who  consider  abortion  as  an  alternative 
to  an  unwanted  pregnancy. 

Another  Association  for  the  Study  of  Abortion 
film  available  free  to  the  same  audiences  is  “An 
Unfinished  Story.”  This  1 3 V^ -minute  award- 
winning film  dramatically  deals  with  the  problems 
faced  by  a young  mother  who  feels  that  another 
child  would  threaten  her  family. 

Requests  for  “The  Right  to  Choose”  and  “An 
Unfinished  Story”  should  be  sent  to  Association- 
Sterling  Films,  866  Third  Avenue,  New  York, 
N.Y. 10022. 
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This  113-bed  non-governmental  psychiatric 
hospital  provides  modern  facilities  for  diagnosis 
and  treatment  of  patients  with  all  degrees  of 
illness,  including  those  who  show  severely  dis- 
turbed behavior.  Alcoholic  and  drug  abuse 
patients  are  also  accepted. 

In  addition  to  care  by  psychiatrists  and  by 
consultants  in  all  medical  specialties,  the 
treatment  program  includes  occupational, 
recreational,  and  physical  therapy,  social 
services,  and  tutoring.  Emphasis  is  on  short- 
term, intensive  treatment  of  voluntary  patients. 


PSYCHIATRISTS:  ADMINISTRATOR: 

James  K.  Ward,  M.D.  Robert  V.  Sanders 

F.  Joseph  Nuckols,  M.D. 

James  A.  Greene,  M.D. 

Charles  W.  Moorehead,  M.D. 

Otto  F.  Eisenhardt,  M.D. 

HILL  CREST  HOSPITAL 

HILL  CREST  FOUNDATION,  INC. 

6869  Fifth  Avenue  South 
Birmingham,  Alabama  35212 

PHONE:  205-836-7201 


Hill  Crest  is  a member  of:  American  Hospital 
Association,  National  Association  of  Private 
Psychiatric  Hospitals,  Alabama  Hospital  As- 
sociation, Birmingham  Regional  Hospital 
Council. 

Accredited  by  Joint  Commission  on  Accredita- 
tion of  Hospitals.  Medicare  Approved. 

Blue  Cross  Participating  Hospital. 
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Study  on  Effects  of  Air  Pollution  on  Health 

In  the  quiet,  picturesque  town  of  Kingston, 
Tennessee,  a giant-size  project  is  underway  which 
has  far-reaching  implications  for  the  study  of 
health  effects  as  related  to  air  pollution.  The 
Harvard  University  School  of  Public  Health  has 
chosen  Kingston  as  one  of  six  communities  where 
a respiratory  survey  is  being  conducted  to  de- 
termine the  relationship  between  lung  problems 
and  pollutants  in  the  air.  Unique  to  this  study 
is  the  fact  that  pollutants  being  studied  in  this 
case  are  sulfur  dioxide  and  particulate  while 
studies  done  by  other  groups  have  been  on  health 
effects  associated  with  sulfates. 

To  determine  the  prevalence  of  various  respira- 
tory symptoms  and  the  relationship  of  these 
symptoms  to  pollutants  in  the  air  (as  well  as  to 
individual  factors  of  age,  smoking  habits,  and 
occupation),  approximately  1200  persons  rep- 
resenting a cross-section  of  the  community  were 
selected  to  participate  in  the  study.  Adults  and 
children  from  Kingston  and  nearby  Harriman  are 
cooperating  by  means  of  a questionnaire  and 
simple  tests  of  pulmonary  function.  The  ques- 
tionnaire gives  information  on  each  individual, 
including  vital  statistics,  length  of  residence  in 
the  community,  smoking  habits,  occupational  his- 
tory, and  respiratory  symptoms.  The  breathing 
tests  to  record  vital  capacity  and  maximum  ex- 
piratory flow  is  administered  to  each  person  and 
results  are  correlated  with  information  obtained 
by  the  questionnaire.  Data  are  analyzed  and  re- 
sults will  be  compared  with  similar  data  from 
other  communities.  By  this  means  the  study  will 
determine  whether  there  is  a difference  in  the 
prevalence  of  chest  conditions  in  the  various  com- 
munities, and  what  role,  if  any,  the  different  levels 
of  air  pollution  play. 

Funded  with  a grant  from  the  National  In- 
stitute of  Health,  the  study  will  be  conducted  for 
a period  of  at  least  five  years.  During  that  time, 
children  will  be  tested  yearly  and  adults  every 
three  years.  The  initial  testing  was  carried  out 
during  Spring  1975.  After  the  two  new  1,000- 
foot  stacks  at  the  Kingston  TVA  steam  plant 
are  in  operation,  comparison  studies  will  be  made 
to  determine  if  any  changes  are  occurring. 

Essential  to  the  study  is  the  monitoring  of  am- 


bient air  in  the  area.  On  loan  to  Harvard  is  a 
mobile  laboratory  belonging  to  the  Division  of 
Air  Pollution  Control,  Tennessee  Department  of 
Public  Health.  A full-time  technician  is  em- 
ployed by  Harvard  to  operate  the  air  monitoring 
equipment  and  to  gather  data.  In  time,  further 
monitoring  will  be  done  with  a network  of  high 
volume  samplers  and  bubblers  in  Kingston  and 
Harriman.  Additionally,  there  are  plans  for  per- 
sonal exposure  monitoring  where  selected  in- 
dividuals will  wear  a monitoring  device  daily, 
indoors  as  well  as  outdoors.  This  additional  fea- 
ture of  measuring  the  pollution  level  on  an  in- 
dividual basis  within  the  community  setting  gives 
an  extra  dimension  to  the  study. 

Information  from  the  study  will  be  made  avail- 
able as  grouped  data  and  statistical  tabulations  in 
medical  journals.  Benjamin  G.  Ferris,  Jr.,  M.D., 
Professor  of  Environmental  Health  and  Safety, 
and  his  colleagues  in  the  Department  of  Environ- 
mental Health  Sciences,  Harvard  School  of 
Public  Health,  and  in  the  Harvard  Medical 
School,  are  confident  that  through  this  study  will 
come  new  and  significant  information  on  the  ef- 
fects on  lung  health  of  air  pollution  at  the  levels 
usually  present  in  communities. 


INTERNISTS  AND  GENERAL 
PRACTITIONERS 

Needed  for  full-service,  acute  care  hospitals  in  the 
Southeast — Knoxville,  Johnson  City,  Cleveland,  Ten- 
nessee, and  Cullman,  Alabama.  Physicians’  offices 
are  available  adjacent  to  the  hospitals.  Guaranteed 
minimum  income,  relocation  expenses,  and  office 
space  package  is  available  to  interested  parties. 

For  confidential  inquiry,  please  send  curriculum 
vitae  to: 

Director  of  Personnel 
General  Care  Corp. 

6213  Charlotte  Avenue 
Nashville,  Tennessee  37209 
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Valley  Psychiatric  Hospital 

P.  O.  Box  21373  Shallowford  Road 
Chattanooga,  Tennessee  37421 
Phone  615-894-4220 

A 50  bed  private  acute  intensive  treatment  facility  with  programs  designed  to  treat  psy- 
chological, alcoholic,  and  drug  abuse  problems. 

A full  range  of  treatment  modalities  are  utilized  including  individual  and  group  psycho- 
therapy, chemotherapy,  electro-convulsive  therapy,  and  adjunctive  and  family  therapies.  Ad- 
junctive Therapy  includes  continuing  education  through  home-bound  teaching  for  school-aged 
adolescents,  recreational,  occupational,  and  other  supportive  therapies.  Group  therapy  is  five 
days  each  week  with  individual  therapy  at  least  two  days  a week.  Patients  have  six  hours 
a day  in  scheduled  therapeutic  activities.  Comprehensive  outpatient  services  are  available 
with  outpatient  group  therapy  sessions  being  held  two  nights  each  week. 

Licensed  by  the  State  of  Tennessee.  A member  of  the  Tennessee  Hospital  Association,  the 
American  Hospital  Association,  and  the  National  Association  of  Private  Psychiatric  Hospitals. 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals. 


STAFF; 


Psychiatry 

Davis  G.  Garrett,  M.D, 
Henry  Evans,  M.D. 

Internal  Medicine  Consultant 
Charles  D.  Kennedy,  M.D. 


Clinical  Psychology 
Michael  J.  Guttler,  Ph.D. 
Thomas  L.  Cory,  Ph.D. 

Adjunctive  Therapy 
Dan  B.  Page,  M.Ed. 


R.  Lindsay  Shuff,  M.H.A. 
Administrator 


Is  there  a tablet  containing  only 
an  expectorant  and  only 
Glyceryl  Guaiacolate?  YES! 


1.  Patient  acceptable 
tablet  dose. 

2.  Single  entity  expectorant. 

3.  Measured  tablet  dose. 

4.  Sugar-free  tablet. 

An  identifiable  white,  scored  tablet  which 
significantly  stimulates  the  secretion  of 
respiratory  tract  fluid. 

Composition:  Each  sugar-free  compressed  tablet  contains  glyceryl  guaiacolate  lOOmg. 
Action  and  Use:  This  preparation  utilizes  the  effective  expectorant  action  of  glyceryl 
guaiacolate  which  significantly  stimulates  the  secretion  of  respiratory  tract  fluid.  The 
increased  flow  of  less  viscid  fluid  favors  expectoration  and  has  a demulcent  effect  on 
the  tracheobronchial  mucosa.  The  primary  usefulness  of  Hytuss  Tabs  is  to  promote  the 
change  from  a dry,  unproductive  cough  to  a productive  cough.  Hytuss  is  therefore  useful 
in  treating  coughs  due  to  the  common  cold,  bronchitis,  laryngitis,  tracheitis,  pharyngitis, 
influenza  and  the  measles.  The  expectorant  action  of  Hytuss  may  also  provide  sympto- 
matic relief  in  some  chronic  respiratory  disorders  when  the  patient  experiences  spasms 
of  dry  nonproductive  coughing.  Precautions:  Extremely  large  amounts  may  cause  nausea 
and  vomiting.  Administration  and  Dosage:  Adults — 1 tablet  four  times  daily.  Children — 
6 to  12  years  of  age;  Vz  tablet  3 or  4 times  daily.  HOW  SUPPLIED:  White,  scored,  sugar- 
free,  tablet  in  bottles  of  100  - 1,000  - 5,000.  Product  Identification  Mark:  Hy.  Literature 
Available:  On  request. 

Available  through  all  drug  wholesalers. 


(GLYCERYL  GUAIACOLATE  lOOmg.) 


HYREX  COMPANY 

832  South  Cooper 
Memphis,  Tenn.  38104 
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Infectious  Disease  Symposium 

This  and  the  following  three  papers  are  an  Infectious  Disease  Symposium  pre- 
sented at  the  one  hundred  and  sixty-first  semi-annual  meeting  of  the  Middle 
Tennessee  Medical  Association,  Henry  Horton  State  Park,  May  15,  1975. 

An  Overview  of  Surgical  Infections 


General  Considerations 

My  primary  purpose  in  this  paper  is  to  review 
the  kinds  of  infections  we  see  in  surgical  patients, 
to  give  a few  words  about  antibiotics  as  related 
to  these  infections,  and  perhaps  most  important 
to  give  some  information  about  surgical  con- 
siderations in  the  treatment  of  infection. 

From  an  historical  point  of  view  the  principles 
of  cauterization  and  incision  and  drainage  were 
learned  as  early  as  1400.  However,  cauterization 
of  tissue  often  created  too  much  necrotic  tissue, 
and  this  lead  to  other  problems.  It  was  Ambrose 
Pare  who  finally  worked  out  the  principles  of 
wound  debridement,  especially  with  respect  to 
military  wounds.  Military  experience  has  pro- 
vided a great  deal  of  good  information  about 
the  management  of  foreign  bodies,  handling  of 
tissues,  and  prevention  of  infection.  The  vital 
principle  of  debridement  that  Dr.  Pare  first  pro- 
posed is  still  one  of  the  basic  principles  regard- 
less of  the  type  of  infection. 

Around  the  turn  of  this  century,  William  Hal- 
stead taught  principles  we  all  need  to  remember 
today  with  respect  to  management  of  infection. 
First,  he  spoke  about  asepsis,  something  we  ac- 
cept without  question.  He  also  demonstrated 
the  value  of  hemostasis  to  prevent  the  accumula- 
tion of  blood  within  tissues  over  a long  period 
of  time,  since  it  might  act  as  a nidus  for  bacterial 
growth.  He  further  emphasized  gentle  handling 
of  tissues  to  preserve  blood  supply  to  tissues  both 
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inside  the  incisions  and  in  the  incision  lines  them- 
selves. Finally,  he  demonstrated  that  tension  at 
suture  lines  compromises  blood  supply  and  that 
obliteration  of  dead  space  helps  to  avoid  infec- 
tion. Halstead  had  no  experience  with  antibiotics, 
of  course,  and  as  we  look  at  management  of 
surgical  infections  today,  antibiotics  would  still 
fall  at  the  bottom  of  any  list  of  principles  related 
to  wound  care. 

Factors  Influencing  Pathogenesis 

Factors  which  influence  bacterial  growth  are 
varied,  and  more  is  currently  being  learned  about 
this.  For  example,  not  only  do  different  types 
of  bacteria  differ  in  terms  of  their  potential  for 
growth,  but  the  numbers  of  contaminating  bac- 
teria appear  to  be  important  as  well,  whether  in 
a deep  tissue  infection,  a burn,  or  whatever. 
Something  in  the  range  of  106  organisms  per 
gram  of  tissue  appears  to  be  a very  critical 
level,  and  this  is  something  which  cannot  be  ac- 
curately estimated.  A burn  wound,  for  example, 
might  look  as  if  it  is  ready  to  accept  an  auto- 
graft and  subsequently  the  graft  sloughs.  The 
likelihood  is  that  the  wound  had  over  106  organ- 
isms per  gram  of  tissue.  Devitalized  tissue  or 
foreign  bodies  in  a wound  may  potentiate  bac- 
terial growth.  The  location  of  wounds  also  is 
related  to  healing.  Wounds  about  the  face  heal 
well,  whereas  wounds  on  the  soles  of  the  feet 
and  the  perineum  heal  less  well. 

Of  great  importance  is  the  local  and  systemic 
immune  response  of  the  patient.  We  are  seeing 
many  patients  these  days,  especially  in  the  pedi- 
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atric  age  group,  who  have  one  of  a variety  of 
immune  defects.  Such  individuals  have  difficulty 
not  only  with  generalized  infections  but  also  with 
infections  by  opportunistic  organisms.  Similarly, 
patients  with  leukemia,  various  other  malignant 
diseases,  and  kidney  transplants  are  all  more 
susceptible  to  infections  which  have  surgical 
implications.  The  very  young  and  the  very  old 
may  show  an  altered  host  state  since  they  appear 
to  be  more  prone  to  overwhelming  infection. 

Tiny  infants  and  very  old  patients  may  also 
be  malnourished,  and  this  has  recently  been 
realized  to  be  one  of  the  most  important  factors 
related  to  neutrophil  function  and  the  ability  of 
neutrophils  to  kill  bacteria.  Hence,  we  are  now 
beginning  to  stress  not  only  antibiosis  and  wound 
care,  but  also  aspects  of  patient  care  related  to 
nutrition.  For  example,  the  emphasis  being 
placed  today  on  parenteral  nutrition  as  an  adjunct 
to  surgical  care  may  not  only  maintain  a patient’s 
general  metabolism,  but  also  the  metabolism  of 
the  cells  that  fight  infection.  I recently  treated 
a child  who  had  been  operated  on  for  ruptured 
appendix  who  was  referred  for  parenteral  nu- 
trition primarily  because  of  a draining  jejunal 
fistula.  This  child  was  treated  with  intravenous 
nutrition,  and  the  fistula  healed  without  the  need 
for  operation.  The  important  thing  was  that  the 
child  was  markedly  septic  when  first  admitted. 
He  was  treated  with  antibiotics  for  just  a few 
days,  which  discontinued  as  soon  as  the  fistula 
was  controlled.  The  maintenance  of  good  nu- 
trition was  all  that  was  required  for  the  lesion 
to  heal  and  to  control  episodes  of  recurrent 
sepsis. 

Diagnosis 

The  history  may  be  most  helpful  to  us  as 
an  indicator  of  the  type  of  organism  involved 
(Table  2).  Injury  by  a motor  boat  propeller  in 
a lake  may  involve  anaerobic  streptococcus. 
Physical  examination  may  indicate  that  we  are 
dealing  with  superficial  streptococcal  cellulitis 
as  opposed  to  a deep  stpahylococcal  abscess. 
Laboratory  data  can  be  helpful  in  terms  of 
differentiating  fungal  and  viral  from  bacterial 
infections.  X-rays  can  show  osteomyelitis  or  gas 
within  tissues.  Smears  and  cultures  are  specific 
and  can  be  vital  with  respect  to  some  of  the 
unusual  kinds  of  infections  we  see  today.  Wound 
biopsy,  not  only  for  histologic  examination  and 
smear,  but  also  for  quantitation  of  bacterial 
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TABLE  1 

Factors  Influencing  Bacterial  Growth 

1.  Virulence,  types  and  numbers  of  contaminating  bacteria 

2.  Devitalized  tissue  within  the  wound 

3.  Presence  of  foreign  bodies 

4.  Nature,  location  and  duration  of  the  wound 

5.  Local  and  general  immune  response  of  the  individual 

6.  Type  and  thoroughness  of  treatment 

7.  General  condition  of  the  patient 

TABLE  2 

Wound  Infections 

1.  Staphylococcal 

2.  Streptococcal — aerobic,  anaerobic,  micro-aerophilic 

3.  Gram  negative  bacillary 

4.  Mixed 

5.  Clostridial 

6.  Tetanus 

7.  Diphtheritic 

8.  Rabies 

9.  Mycotic — Actino.,  Blasto.,  Coccidioido.,  Sporotricho. 

10.  Miscellaneous — Anthrax,  Granuloma  inguinal,  Lymph- 
opathia  venereum,  Histoplasmosis 

counts  may  be  vital  in  terms  of  the  management 
of  the  patient.  It  may  provide  information  to 
help  the  surgeon  decide  whether  to  take  a pa- 
tient to  the  operating  room  for  a debridement 
procedure  or  whether  to  rely  on  antibiotic  therapy 
alone.  The  quantitation  of  bacteria  can  be  par- 
ticularly helpful  with  regard  to  burn  wounds. 
Finally,  bacterialphage  typing  can  be  helpful 
from  an  epidemiologic  point  of  view  for  manage- 
ment of  the  hospital  environment. 

Antibiotics 

Although  it  is  not  possible  to  go  into  great 
detail  about  antibiotics,  a few  general  remarks 
are  in  order.  In  all  infections,  the  most  reliable 
tool  is  cultures.  Though  not  one  hundred  per- 
cent reliable,  culture  is  still  the  best  guide  to  the 
choice  of  antibiotics.  Antibiotic  therapy  should 
be  initiated  a few  hours  prior  to  the  initiation  of 
any  surgical  procedure  where  infection  is  present, 
especially  debridement,  drainage  of  abscesses  or 
any  manipulation  of  contaminated  tissue.  For 
example,  for  operations  on  the  colon,  it  is  prefer- 
able to  start  antibiotics  pre-operatively  rather 
than  in  the  recovery  room  after  the  contamination 
has  occurred.  Instrumentation  may  cause  sepsis 
in  the  presence  of  urinary  obstruction,  and  it  is 
certainly  appropriate  to  apply  antibiotics  ahead 
of  time.  Furthermore,  it  is  usually  appropriate  to 
discontinue  antibiotics  fairly  shortly  following 
such  procedures  unless  there  is  continuing  infec- 
tion. 

One  must  often  choose  an  antibiotic  prior  to 
culture  results.  For  example,  I recall  a child  who 
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had  several  draining  abdominal  sinuses  due  to 
a fecal  fistula,  with  a large  abscess  beneath  the 
surface  of  the  skin.  The  choice  of  antibiotic 
coverage  prior  to  surgical  drainage  was  based  on 
the  organisms  one  would  ordinarily  expect  to 
find  in  the  cecum.  Various  antibiotics  might 
apply  to  this  particular  situation,  but  our  own 
preference  would  be  penicillin  and  ampicillin 
which  will  cover  the  usual  organisms  from  this 
area  of  the  bowel. 

Consideration  of  Specific  Infections 

The  typical  staphylococcal  infection  is  red, 
raised  and  fluctuant.  Drainage  is  the  most  impor- 
tant factor  of  care,  and  antibiotics  prior  and  sub- 
sequent to  drainage  is  of  secondary  importance. 
An  important  form  of  staphylococcal  infection, 
especially  in  children,  is  suppurative  lymphade- 
nitis. In  some  cases,  the  process  is  well-localized 
and  there  are  few  systemic  signs,  but  in  other 
situations  the  patient  may  be  extremely  ill,  with 
high  fever  and  marked  sepsis,  the  difference  being 
in  terms  of  the  virulence  of  the  organism  or  the 
response  of  the  host.  However,  we  are  learning 
that  “typical  infections”  may  not  be  what  they 
appear  to  be  on  clinical  examination.  What  looks 
like  staphylococcal  adenitis  may  be  adenitis  due 
to  cat  scratch  disease  or  atypical  mycobacteria. 
Specific  skin  tests  are  available  and  helpful.  The 
importance  of  specific  diagnosis  is  in  that  drain- 
age is  indicated  for  staphylococcal  infection  in 
the  treatment  for  the  other  two  processes  to  avoid 
chronic  drainage.  If  specific  atypical  mycobac- 
terial skin  test  antigen  is  not  available,  old 
tuberculin  is  a useful  screening  device  since  this 
cross  reacts  with  atypical  mycobacteria  about  80 
percent  of  the  time.  Rifampin  may  be  a helpful 
drug  in  the  care  of  patients  with  atypical  myco- 
bacterial adenitis  also. 

Some  patients  are  more  susceptible  to  infec- 
tion because  of  local  factors.  Patients  with 
lymphedema,  for  example,  suffer  with  recurrent 
bouts  of  streptococcal  cellulitis  because  of  poor 
lymphatic  drainage.  These  patients  often  require 
long-term  suppressive  therapy  with  penicillin  to 
avoid  recurrent  cellulitis.  In  other  situations, 
local  factors  are  much  more  favorable.  A young 
patient  of  mine  had  a piece  of  coathanger  thrown 
through  her  left  chest  by  a power  lawnmover.  It 
penetrated  her  left  upper  lobe,  and  was  associ- 
ated with  extensive  bleeding.  Thoracotomy  was 
required  but  it  was  possible  to  discontinue  anti- 
biotics after  only  three  days  of  therapy  and  in- 
fection was  never  a problem,  because  the  pleural 


and  peritoneal  cavities  have  a great  capacity  to 
handle  local  infection.  If  the  coathanger  had 
entered  the  deep  tissues  of  the  foot  instead,  the 
wound  would  have  been  left  open. 

Sometimes  both  local  and  general  immune 
factors  are  involved.  I had  another  patient  with 
systemic  lupus  erythematosis  who  developed  a 
deep  ulcer  on  her  thigh.  There  was  poor  local 
blood  supply  because  of  her  disease  and  the  ulcer 
became  necrotic  and  infected.  Wound  biopsy 
determined  that  the  infection  was  due  to  both 
aerobic  and  anaerobic  organisms.  The  patient 
gradually  developed  a severe  necrotizing  fascitis 
despite  multiple  debridements.  Although  it  was 
a mixed  infection  the  main  pathogen  was  an 
anaerobic  streptococcus.  Debridement  was  help- 
ful but  still  did  not  halt  this  process,  and  anti- 
biotics added  nothing.  Only  when  a cutaneous 
cadaver  allograft  was  applied  did  the  local  wound 
environment  improve,  demonstrating  another  di- 
mension in  surgical  management.  A partnership 
appears  to  be  needed,  one  of  antibiotics  and 
careful  surgical  care  in  many  forms. 

If  both  arterial  and  venous  portions  of  the 
circulation  are  not  intact,  deep  tissue  infections 
are  particularly  prone  to  develop.  Aerobic, 
anaerobic  and  gas-forming  organisms  take  ad- 
vantage of  an  environment  of  dead  and  dying 
tissue  where  little  or  no  oxygen  is  present. 
Paradoxically,  major  crushing  soft  tissue  injuries 
are  not  the  only  situations  where  such  serious 
infections  are  seen.  Minor  puncture  wounds  with 
just  the  right  admixture  of  bacteria  can  lead  to 
severe  infection,  such  as  those  seen  with  staphy- 
lococcus and  microaerophilic  streptococcus.  How- 
ever, these  situations  are  not  common  and  we  do 
not  anticipate  such  severe  difficulties  in  these 
instances  as  in  those  involving  injuries  to  massive 
amounts  of  tissue.  It  should  be  stressed  that 
antibiotics  should  be  administered  prior  to  exten- 
sive debridement  or  drainage  of  large  abscesses  to 
prevent  sepsis.  Dosage  depends  upon  the  amount 
of  tissue  involved. 

Finally,  we  must  consider  anaerobic  infections. 
These  are  fortunately  rare,  but  require  vigilance 
and  are  to  be  anticipated  in  situations  where 
there  is  poor  blood  supply,  poor  venous  drainage, 
or  extensive  amounts  of  soft  tissue  injury.  The 
nonspore  forming  bacilli  and  some  of  the  gram 
positive  bacilli  are  seen  primarily  in  the  lung  and 
in  the  urinary  tract.  Many  of  these  infections 
are  chronic.  Bacteroides  is  a gram  negative  bacil- 
lus of  importance  in  abdominal  or  thoracic 
surgery. 
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There  is  some  question  as  to  how  common 
anaerobic  infections  are.  Many  people  feel  that 
Bacteroides,  for  example,  is  just  a fellow  traveler, 
a commensal,  but  we  are  finding  large  numbers 
of  patients  who  have  such  infections.  Patients 
with  ruptured  appendix  will  frequently  develop 
postoperative  abscesses  where  the  offending 
organism  is  Bacteroides.  It  is  only  necessary  to 
look  for  the  organism  with  the  appropriate  culture 
technique  to  find  it.  It  is  important  to  have  the 
proper  culture  media  in  the  operating  room  so 
that  the  swab  does  not  stand  in  the  air  too  long. 
One  can  get  an  idea  about  Bacteroides  by  simply 
dropping  a fresh  swab  immediately  into  thiogly- 
colate  broth. 

Burn  wounds  are  colonized  with  bacteria  within 
48  hours,  and  have  the  potential  to  invade. 
Opportunistic  organisms,  particularly  pseudo- 
monas, may  proliferate  in  the  presence  of  dead 
tissue  with  poor  blood  supply  in  a warm,  moist 
environment  and  in  a potentially  altered  host. 
Systemic  antibiotics  are  only  temporarily  effec- 


The selection  of  the  appropriate  antibiotic  for 
any  patient  with  infection  must  begin  with  the 
simple  questions:  (1)  What  infection  am  I 

treating?  (2)  Who  am  I treating?  and  (3)  With 
what  anti-microbial  agent  should  I treat? 

Identification  of  the  infected  organ  systems 
is  of  crucial  importance.  Cephalosporins,  for 
example,  are  effective  antibiotics  for  many  infec- 
tions in  the  urinary  tract,  lung  and  skin,  but  if 
the  central  nervous  system  is  involved  in  the 
infectious  process,  these  drugs  are  not  suitable 
because  of  poor  penetration  into  brain  tissue. 
Only  by  culturing  multiple  organ  sites  can  one 
be  sure  of  the  extent  of  the  infection  and  the 
type  of  organism  responsible  for  the  infection. 
The  initial  selection  of  antimicrobial  therapy  is 
frequently  made  on  the  basis  of  clinical  suspicion 
as  to  the  organ  systems  infected  and  the  one 
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tive.  The  mainstay  of  infection  control  these  days 
is  topical  antibacterial  therapy  designed  to  control 
the  types  of  organisms  seen  in  burn  wounds.  If 
the  balance  of  host  versus  bacteria  is  improper 
and  if  the  tissue  concentration  of  bacteria  exceeds 
10(i  organisms  per  gram  of  tissue,  invasive  burn 
wound  sepsis  may  occur.  This  is  a well-recog- 
nized syndrome  of  metastatic  infection  and 
bacterial  vasculitis  throughout  the  body.  Con- 
stant attention  to  daily  wound  debridement, 
quantitative  bacterial  monitoring,  and  other  forms 
of  wound  care  such  as  biological  dressings  all 
contribute  to  infection  control.  As  stressed 
earlier,  the  host  must  be  cared  for  as  well.  Bum 
injury  represents  a tremendous  metabolic  drain 
and  adequate  nutrition  is  the  key  to  host 
resistance. 

Summary 

A few  of  the  important  forms  of  surgical  in- 
fection were  considered.  It  is  important  to  realize 
that  successful  management  of  these  problems 
involves  several  considerations  including  care 
of  the  host  and  his  defenses,  appropriate  wound 
management  and  antibacterial  agents. 


Selection  of  Antibiotic  Therapy 

ANDERSON  SPICKARD,  M.D.* 

or  two  organisms  most  frequently  encountered 
in  each  situation.  Antibiotic  selection  is  then 
altered  when  the  results  of  cultures  and  sensitiv- 
ity tests  are  known. 

The  principles  to  observe  in  considering  “what 
infection  am  I treating”  are  as  follows: 

( 1 ) Establish  the  involved  organ  system  by 
careful  history,  physical  examination  and  ap- 
propriate laboratory  tests  (total  white  blood 
count,  differential  white  blood  cell  count,  chest 
x-ray,  urinalysis,  urine  culture,  blood  cultures, 
spinal  fluid  cultures,  bone  marrow  cultures,  stool 
cultures,  gram  stains  and  cultures  of  sputum,  and 
cultures  of  any  available  localized  pus). 

(2)  Very  high  total  white  cell  counts  and  a 
predominance  of  immature  segmented  neutro- 
phils usually  indicates  serious  bacterial  infections. 
Low  white  counts  with  a predominance  of  seg- 
mented neutrophils  may  also  occur  with  over- 
whelming infection,  particularly  with  gram  nega- 
tive rods. 
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(3)  A slow  pulse  and  high  fever  (“pulse- 
temperature  dissociation’')  is  seen  with  viral  in- 
fections and  salmonella  infections.  The  classic 
disease  with  this  finding  is  typhoid  fever  (rare, 
but  occasionally  observed  in  Tennessee). 

(4)  Once  the  infected  organ  system  is  identi- 
fied, the  most  likely  organisms  responsible  can 
be  easily  reviewed  in  good  textbooks  of  infec- 
tious disease.1,2  (I  have  found  these  source  books 
very  helpful.) 

“Who  am  I treating?”  is  an  additional  question 
which  must  be  reviewed  before  antibiotic  selec- 
tion is  made.  Impaired  host  defenses  against 
infection  are  present  in  patients  who  are  very 
young,  very  old,  or  who  have  one  or  more  of  a 
variety  of  diseases  such  as  diabetes,  lymphopro- 
liferative  disorders,  leukemia,  or  patients  who 
are  on  steroid  therapy.  Candida  albicans,  for 
example,  is  not  usually  a pathogen  in  the  normal 
host,  but  multiple  surgical  procedures,  intra- 
venous alimentation,  or  replacement  of  damaged 
cardiac  valves  predispose  the  patient  to  the  de- 
velopment of  serious  candidial  sepsis.  A high 
index  of  suspicion  for  this  infection  and  perfor- 
mance of  appropriate  cultures  of  urine  and  blood 
can  identify  this  often  lethal  condition. 

All  hospitalized  patients  risk  having  unusual 
infections  introduced  by  instruments  or  catheters. 
Urinary  catheters  are  the  most  frequent  offenders, 
creating  urinary  tract  infections  even  in  catheter- 
ized  patients  with  closed  drainage  systems. 
Patients  with  a urinary  tract  infection  who  have  a 
history  of  recent  catheterization  of  the  urinary 
bladder  should  be  suspected  of  having  infection 
with  one  of  a variety  of  organisms,  particularly 
pseudomonas  aeruginosa,  and  appropriate  anti- 
biotic selection  should  be  made,  e.g.  gentamycin, 
carbenicillin  or  colistin.  The  textbooks  previ- 
ously referred  to  are  again  of  great  help  in  select- 
ing the  antibiotics. 

After  these  questions  are  reviewed  and  the 
patient’s  most  likely  source  of  infection  is 
identified,  the  physician  must  choose  the  one,  two 
or  sometimes  even  three  antibiotics  to  give  until 
the  culture  and  sensitivity  results  are  known.  He 
asks  the  question,  “With  what  antimicrobials 
shall  I treat?” 

In  my  practice  I most  commonly  use  tetracy- 
cline, as  it  is  one  of  the  safest  drugs  known  and 
can  be  used  without  complications-  except  in 
late  pregnancy,  in  small  children  and  in  patients 
suspected  of  harboring  staphylococcus.  In  the 
latter  group  of  patients,  particularly  hospital  per- 


sonnel and  hospitalized  patients,  we  have  avoided 
the  use  of  tetracyclines,  believing  that  staphy- 
lococcal superinfections  may  develop  in  such 
persons.  The  tetracyclines  are  used  to  treat  a 
wide  variety  of  conditions,  including  bronchitis, 
mycoplasma  pneumonia,  uncomplicated  urinary 
tract  infections,  acne,  gonorrhea,  non-gonococcal 
urethritis,  pneumococcal  pneumonia,  brucellosis, 
Rocky  Mountain  Spotted  Fever,  and  psittacosis. 

Ampicillin,  a penicillin  effective  against  gram 
positive  organisms  and  some  gram  negative  in- 
fections (particularly  E.  coli),  should  not  be 
given  if  the  patient  is  allergic  to  penicillin.  This 
drug  is  destroyed  by  staphylococcal  penicillinase 
and  should  not  be  used  when  staphylococcal  in- 
fections are  suspected.  Another  interesting  ob- 
servation is  its  production  of  a skin  rash  in 
patients  with  infectious  mononucleosis.  It  is  a 
safe  drug  for  use  in  pregnant  patients. 

Gentamycin  sulfate  is  active  against  a wide 
range  of  microorganisms  including  gram  positive 
cocci,  and  gram  negative  rods  including  pseudo- 
monas aeruginosa.  It  is  nephrotoxic,  and  blood 
urea  nitrogen  and  serum  creatinine  must  be  care- 
fully monitored.  It  is  one  of  the  drugs  of  choice 
in  suspected  gram  negative  rod  infections. 

The  cephalosporins  are  useful  in  situations 
where  patients  report  previous  allergic  reactions 
to  penicillin,  though  occasionally  a person  allergic 
to  penicillin  will  react  similarly  to  a cephalo- 
sporin. These  drugs  are  useful  against  gram 
negative  infections  such  as  E.  coli,  P.  mirabilis 
and  Klebsiella.  For  serious  septemic  infections 
I most  frequently  use  cephazolin,  and  cephalexin 
is  the  cephalosporin  of  choice  for  oral  adminis- 
tration. 

Carbenicillin  is  an  expensive  drug  requiring 
high  doses  (25-30  grams)  in  severe  infections. 
The  primary  indication  for  its  use  is  indole  posi- 
tive proteus  strains  and  pseudomonas  infections. 
It  is  considered  to  be  superior  to  gentamycin  in 
patients  with  leucopenia  from  chemotherapy  for 
cancer.  The  drug  has  a high  sodium  content  and 
large  doses  can  aggravate  congestive  heart  fail- 
ure (4.7  millequivalents  of  sodium  per  gram  of 
carbenicillin).  We  use  carbenicillin  with  genta- 
mycin in  life  threatening  pseudomonas  infections. 

Clindamycin  sulfate  is  a useful  drug  against 
anaerobic  gram  negative  rod  infections,  espe- 
cially those  caused  by  Bacteroides  fragilis.  Un- 
fortunately, in  some  patients  a complication  of 
pseudomembraneous  colitis  develops  which  pro- 
hibits completion  of  a course  of  therapy.  In  life 
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threatening  bacteroids  infections  where  other 
antimicrobial  agents  are  ineffective  or  contrain- 
dicated. clindamycin  remains  a useful  drug. 


References 

1.  Infections  Disease,  Edited  by  Paul  D.  Hoperich, 
Harper  & Row,  Publishers  Inc.,  1972. 

2.  Antimicrobial  Therapy.  Benjamin  M.  Kagan.  W.  B. 
Saunders  Co.,  1970. 


General  Approximately  1 percent  of  hospital- 
ized patients  developed  gram-positive  or  gram- 
negative bacterial  sepsis.  Mortality  is  between 
30  percent  and  60  percent.  Predisposing  causes 
include  underlying  diseases  (leukemia,  cirrhosis, 
etc.),  manipulative  procedures  (abdominal  surg- 
ery, nasotracheal  surgery,  etc.),  and  therapeutic 
measures  (antimicrobials,  steroids,  chemotherapy 
and  intravenous  therapy). 

Pathogenesis  Bacteremia  does  not  mean 
sepsis,  and  not  every  sepsis  syndrome  is  asso- 
ciated with  bacteremia.  Severe  localized  infection 
may  be  associated  with  large  amounts  of  endo- 
toxins and  exotoxins,  yielding  the  sepsis  syndrome 
in  the  absence  of  bacteremia. 

The  final  pathway  for  the  development  of  the 
sepsis  syndrome  is  vascular  failure  at  the  capillary 
level.  (Fig.  1) 

Early  Diagnosis  The  most  important  aid  in 
early  diagnosis  is  to  suspect  any  patient  who  is 
“not  doing  well,”  given  the  clinical  setting  often 
associated  with  sepsis. 

1.  Hypotension  is  a clue,  but  60  to  90  percent 
of  patients  with  sepsis  will  be  normotensive 
initially. 

2.  Mental  confusion  is  often  a tip-off  to  the 
presence  of  sepsis. 

3.  Specific  clinical  signs  of  metastatic  infection 
such  as  fundoscopic  lesions,  subcutaneous 
nodules,  cutaneous  blebs,  and  ecthyma  gan- 
grenosum may  confirm  the  presence  of  sepsis. 

4.  Fever  when  present  is  helpful  although  one- 
third  of  patients  with  sepsis  are  hypothermic. 
Additionally,  those  patients  not  febrile  during 
the  first  24-36  hours  of  sepsis  have  an  un- 
usually high  mortality  rate. 


*Chief,  Infectious  Diseases  Division,  Saint  Thomas 
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Fig.  1.  Pathogenic  mechanisms  in  bacterial  sepsis. 


Laboratory  Diagnosis 

1.  The  white  count  is  normal  or  low  in  approxi- 
mately one  half  of  cases. 

2.  The  peripheral  smear  is  helpful  when  vacuoliz- 
ation of  polys  is  present  (68  percent  of  cases). 
Dohle  bodies  are  present  in  about  30  percent 
of  cases.  Toxic  granulation  of  the  polys  is  a 
meaningless  finding.  Fragmented  red  blood 
cells  may  suggest  sepsis,  especially  if  dissemi- 
nated intravascular  coagulation  is  present. 

3.  Buffy  coat  smear  may  reveal  organisms  in  up 
to  30  percent  of  cases. 

Complications 

1.  Disseminated  intravascular  coagulation  (DIC) 
is  a frequent  complication.  For  this  diagnosis 
there  must  be  elevated  fibrin  degradation 
products  (FDP).  Patients  will  usually  have 
decreased  platelets,  decreased  fibrinogen,  in- 
creased prothrombin  time,  and  increased 
partial  thromboplastin  time.  Any  three  of 
these  four  factors  plus  elevated  FDP  are  diag- 
nostic of  DIC.  If  there  is  severe  liver  disease, 
all  four  factors  must  be  present. 

2.  “ Shock  lung ” is  a situation  simulating  pul- 
monary edema,  although  the  cardiac  function 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


is  usually  normal.  The  increased  alevolar  fluid 
results  from  the  increased  permeability  of 
damaged  capillaries. 

Therapy 

1 . Fluids  are  the  most  important  therapeutic 
modality.  A central  venous  pressure  line 
should  be  placed  and  fluids  given  rapidly. 
Normal  saline  is  important  although  blood 
and  albumin  are  used.  Do  not  use  Dextran. 

2.  Culture  not  only  of  blood  but  of  all  sites  of 
suspected  infection  should  be  obtained. 

3.  Antibiotics  should  be  begun  based  on  the 
suspected  source  of  sepsis. 

a.  If  an  abdominal  infection  appears  likely, 
then  penicillin,  20  million  units  per  day, 
and  gentamicin,  1.5  mg  per  kg  every  8 
hrs.,  should  be  used. 

b.  If  pulmonary  focus  is  likely,  then  ce- 
fazolin,  4 gms  per  day,  and  gentamicin 
should  be  used. 

c.  If  a urinary  tract  infection  is  suspected, 
cefazolin  and  gentamicin  are  good  initial 
drugs. 

d.  For  severe  sepsis  with  no  recognized 
localized  site  of  infection,  begin  with 
oxacillin  or  nafcillin,  8 gms  per  day, 
penicillin,  and  gentamicin,  pending  cul- 
ture results. 

e.  When  Bacteroides  fragilis  is  suspected 
(abdominal  wounds,  necrotic  lesions  of 
lower  extremities,  or  any  fecal  smelling 
lesion),  chloramphenicol,  3 to  4 gms 
per  day  or  clindamycin,  1800  to  2700 
mg  per  day,  must  be  used. 

f.  With  pseudomonas  suspected  (any  im- 
muno-suppressed  and/or  burn  patient), 
carbenicillin,  24  gms  per  day,  must  be 
used  initially  in  conjunction  with 
gentamicin. 


4.  Vasoactive  drugs  are  to  be  used  only  as  a 
last  resort  and  only  if  the  hypotention  and 
cerebral  and  renal  insufficiency  persist  fol- 
lowing restoration  of  the  central  venous 
pressure. 

5.  There  is  no  conclusive  evidence  that  steroids 
help. 

6.  Use  of  heparin  therapy  in  DIC  is  still  con- 
troversial. 

Prevention 

Virtually  every  therapeutic  and/or  diagnostic 
modality  has  been  associated  with  the  initiation 
of  sepsis. 

a.  Intravenous  catheters,  urinary  catheters, 
naso-tracheal  suction,  gastroscopy,  bron- 
choscopy, sigmoidoscopy,  and  cardiac  cath- 
eterization are  procedures  which  are  docu- 
mented to  cause  bacteremia  and  sepsis. 

b.  Surgery  places  the  patient  at  high  risk  of 
sepsis,  especially  surgery  which  involves 
contaminated  tissue  (GU  and  GI  surgery). 

c.  Antibiotics,  especially  tetracycline,  when 
used  in  the  hospital  setting,  is  associated 
with  an  increased  risk  of  sepsis. 

Summary  Proper  therapy  of  sepsis  begins 
with  a high  degree  of  suspicion,  early  diagnosis 
and  early  vigorous  therapy.  Classical  signs  and 
symptoms  such  as  hypotension,  fever  and 
leukocytosis  may  be  absent.  Thus,  recognition 
of  those  clinical  settings  conducive  to  sepsis  is 
essential.  Rapid  fluid  volume  restoration  is  the 
keystone  of  therapy.  The  choice  of  antimicrobials 
depends  on  suspected  sites  of  infection.  Preven- 
tion is  probably  the  most  important  aspect  of 
therapy;  sparse  use  of  therapeutic  and  diagnostic 
agents  and  careful  aseptic  technique  are  of  pri- 
mary importance. 


Bacterial  Pneumonia:  Aids  in  Diagnosis  and  Management 


Introduction:  Bacterial  pneumonia  continues  to 
be  an  important  and  intriguing  clinical  problem. 
Approximately  two  million  cases  occur  in  this 

* Assistant  Professor.  Department  of  Medicine.  Van- 
debilt  University.  Nashville,  Tennessee  37232. 
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country  each  year,  accounting  for  10  percent  of 
hospital  admissions  and  ranking  pneumonia  fifth 
among  the  leading  causes  of  death.  The  symp- 
toms and  signs  of  acute  pneumonia  are  suffi- 
ciently dramatic,  and  the  case  of  radiographic 
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confirmation  so  readily  available,  that  the  cli- 
nician usually  encounters  little  difficulty  in  rec- 
ognizing when  a patient  has  pneumonia.  The 
difficulty  lies  in  determining  which  agent  among 
many  potential  pathogens  is  the  actual  cause, 
since  the  proper  selection  of  an  antimicrobial 
drug  and  the  early  resolution  of  infection  are 
dependent  on  the  accuracy  of  the  clinician’s  diag- 
nostic suspicions.  The  physician’s  skill  in  evalua- 
tion and  management  of  pneumonia  is  greatly 
enhanced  by  an  understanding  of  how  pneu- 
monia arises,  an  appreciation  for  the  epidemi- 
ologic and  radiographic  clues  which  implicate  one 
pathogen  over  another,  and  an  awareness  of  the 
limitations  and  usefulness  of  commonly  utilized 
diagnostic  procedures. 

PATHOGENESIS 

Potential  Pathogens  and  Mode  of  Entry: 

Infectious  agents  reach  the  lung  by  one  of  three 
routes:  1)  aspiration,  2)  inhalation  of  bacteria- 
laden  aerosols,  and  3)  seeding  of  pulmonary 
tissue  as  a consequence  of  bacteremia.  The 
majority  of  primary  bacterial  pneumonias  result 
from  aspiration  of  infected  oropharyngeal  sec- 
retions under  conditions  of  impaired  pulmonary 
defense  mechanisms.  The  pathogens  most  com- 
monly encountered  are  those  bacteria  which 
periodically  colonize  the  naso-pharynx:  D.  pneu- 
moniae Staphylococcus  aureus,  N.  meningidides, 
Streptococcus,  Pyogenes,  Hemophilus  influenzae 
and  the  mixed  anaerobic  bacteria.  Colonization 
by  the  aerobic  gram-negative  organisms  such  as 
Klebsiella,  Pseudomonas  and  Proteus,  which 
occurs  in  only  1-5  percent  of  normal  persons,  is 
accomplished  more  readily  in  persons  with  under- 
lying debilitating  illness  (alcoholism,  diabetes, 
hospitalization),  in  whom  pneumonia  due  to  these 
agents  is  now  a common  occurrence. 

Inhalation  of  bacteria-laden  aerosols  is  prob- 
ably the  more  important  mode  for  viral  and 
mycoplasma  infections,  as  well  as  those  less  com- 
mon but  highly  virulent  infections  where  simple 
exposure  is  the  predominant  factor:  M.  tuber- 
culosis, brucella,  tularemia  bacillus. 

Pulmonary  Clearance  of  Infectious  Agents: 

Mechanisms  of  pulmonary  defense  against  bac- 
teria are  listed  in  Table  1,  along  with  the  cor- 
responding adverse  factors  that  potentiate  infec- 
tion. The  muco-ciliary  epithelium  which  lines 
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the  tracheo-bronchial  tree  is  capable  of  clearing 
90  percent  of  entrapped  particulate  matter  in 
one  hour.  In  the  presence  of  chronic  lung  dis- 
ease, obstruction,  or  virus  infection  this  trans- 
port system  may  be  significantly  impaired.  Such 

TABLE  1 

Pulmonary  Defenses 

IMPAIRED  BY  FACTORS 
Anesthesia,  Ethanol, 
Convulsions 
Virus  infection 
Obstruction,  COPD 
Edema  (virus,  irritants, 

CHF,  contusion) 

Hypoxia 
Ethanol 
Steroids 

Uremia,  Ketoacidosis 


Splenectomy 
Dysgammaglobulinemias 

patients  may  then  compensate  by  increased  fre- 
quency and  force  of  coughing.  If,  in  addition, 
the  cough  reflex  is  suppressed  by  anesthesia, 
ethanol  or  a sedative  medication  the  ability  to 
clear  small  amounts  of  aspirated  secretions  will 
be  further  impaired  and  the  risk  of  pneumonia 
will  be  correspondingly  increased. 

Normally  the  alveoli  are  relatively  dry  and 
provide  a poor  medium  for  bacterial  growth. 
Localized  injury  or  congestive  heart  failure  leads 
to  exudation  of  fluid  which  enhances  bacterial 
growth  and  retards  phagocytosis.  Phagocytosis  by 
alveolar  macrophages  and  granulocytes  constitute 
the  most  sensitive  and  important  pulmonary  bac- 
tericidal mechanism.  This  may  be  impaired  by 
a variety  of  metabolic  and  toxic  conditions, 
notably  ethanol  intoxication,  hypoxia  and 
ketoacidosis. 

AIDS  IN  DIAGNOSIS 

Epidemiologic  Clues:  Under  suitable  con- 

ditions of  exposure  and  impaired  host  resistance 
virtually  any  bacterium  may  cause  pneumonia, 
and  a variety  of  bacteria  commonly  do  so.  There 
are  however  certain  epidemiologic  clues  which 
should  raise  the  clinicians’  suspicion  for  specific 
etiologies.  (Table  2) 

1.  Pneumonia  in  a young,  otherwise  healthy 
adult  will  nearly  always  be  due  to  pneumococcus 
or  mycoplasma.  Maningococcus  should  be  con- 
sidered if  the  patient  is  from  a military  installa- 
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MECHANISM 

1.  Epiglottis,  cough  reflex 

2.  Mucociliary  blanket 

3.  Alveoli — dry 

4.  Phagocytic  System 

(a)  alveolar  macrophage 

(b)  mobilization  of 
granulocytes 

5.  Humoral  enhancement  of 
phagocytosis 

(a)  opsonins 

(b)  secretory  antibody 


TABLE  2 

Epidemiologic  Clues 

EPIDEMIOLOGIC 

FEATURES  SUSPECT  PATHOGEN  (S) 


Healthy  young  adult 
Influenza,  Rheumatic  heart 

C.O.P.D.,  Sickle-cell 
anemia 

Alcohol  intoxication 

Stroke,  Diabetes,  Cirrhosis 
Cystic  fibrosis,  Leukemia, 
Tracheostomy 
Hospital-acquired 


Pneumococcus, 
Mycoplasma 
Staphylococcus, 
Pneumococcus, 
Streptococcus,  H.  flu 

Pneumococcus,  H.  flu 
Pneumococcus,  Klebsiella, 
Proteus,  E.  coli 
Klebsiella 

Pseudomonas 
Staphylococcus,  Gram-neg. 
pathogens 


tion,  especially  during  epidemics  of  adenovirus 
or  influenza.  Mycoplasma  infection  begins  in- 
sidiously and  paroxysmal  coughing  productive 
of  scant  sputum  is  usually  the  predominant 
symptom. 

2.  When  pneumonia  arises  during  influenza 
epidemics,  suspect  the  staphylococcus,  pneu- 
mococcus or  Hemophilus  influenzae.  Influenza 
patients  with  underlying  rheumatic  heart  disease 
are  especially  vulnerable  to  lethal  staphylococcal 
pneumonia.  The  history  of  multiple  shaking 
chills,  marked  tachypnea,  cyanosis,  and  a rapidly 
changing  course  are  features  which  distinguish 
the  patient  with  staphylococcal  infection  from 
pneumonia  due  to  the  other  common  organisms. 

3.  Hemophilus  pneumonia  is  uncommon,  but 
should  be  considered  in  the  patient  with  chronic 
lung  disease  or  sickle  cell  anemia. 

4.  If  the  patient  has  an  underlying  debilitating 
condition  such  as  alcohol  intoxication,  diabetes 
or  stroke,  the  clinician  must  be  alert  for  gram- 
negative pathogens,  especially  klebsiella. 

5.  The  oropharynx  of  hospitalized  patients 
often  becomes  colonized  with  gram-negative 
flora.  Consequently,  when  pneumonia  arises  in 
the  hospitalized  patient  it  will  often  be  due  to 
gram-negative  pathogens  such  as  klebsiella  or 
pseudomonas.  This  is  especially  true  in  those 
patients  with  respiratory  insufficiency  who  are 
receiving  ventilatory  assistance. 

Radiographic  Clues:  The  location  and  charac- 
ter of  the  infiltrate  or  chest  x-ray  is  quite  helpful. 
(Table  3) 

1.  Patchy  segmental  infiltrates,  particularly  at 
the  bases,  usually  indicate  a viral  or  mycoplasma 
pneumonia. 


2.  Segmental  and  lobar  consolidation  are 
typical  of  pneumococcal  infection  but  when  the 
upper  lobe  is  involved  the  possibility  of  klebsiella 
should  come  to  mind.  Klebsiella  and  Proteus 
have  the  tendency  to  produce  large  bulky  con- 
solidation of  the  upper  lobes,  often  with  a bulging 
fissure  and  signs  of  volume  loss  such  as  elevated 
diaphragm  and  shift  of  the  mediastinum. 

3.  Consolidation  with  cavitation  is  indicative 
of  a necrotizing  pneumonia  and  is  seen  in  asso- 
ciation with  aerobic  gram-negative  infection  and 
pneumococcus  type  III. 

4.  Multi-lobed  rapidly  changing  infiltrates 
strongly  suggest  staphylococcal  infection;  abcess 
formation  leads  to  small  radiolucencies  which 
give  the  infiltrate  a “honey-combed”  appearance. 

5.  E.  coli  and  streptococcus  are  uncommon 
causes  for  primary  pneumonia  but  should  be  con- 
sidered in  the  alcoholic  patient  or  in  any  patient 
during  influenza  season  when  there  is  lower  lobe 
consolidation  with  large  pleural  effusion.  This 
appearance  is  also  typical  of  anaerobic  pleuro- 
pulmonary  infection. 


TABLE  3 

Radiographic  Clues 

CHEST  X-RAY  PATHOGEN 


Patchy,  mid-zone,  basilar 
Segmental,  lobar 
consolidation 
Multi-lobed,  "honey- 
combed” rapidly 
changing  infiltrates 
Upper  lobe  consolidation: 
with  bulging  fissure 

with  cavitation 

Lower  lobe,  large 
pleural  effusion 


Mycoplasma,  viral 

Pneumococcus 

Staphylococcus 

Klebsiella,  Proteus 
Klebsiella,  Pneumococcus 
(III) 

Klebsiella,  Proteus, 
Pseudomonas 
Tularemia,  E.  coli, 
Streptococcus 


DIAGNOSTIC  PROCEDURES 

1.  Blood  culture.  The  isolation  of  a potential 
pathogen  from  the  blood  of  a patient  with  acute 
pneumonia  offers  the  most  reliable  basis  for  an 
etiologic  diagnosis.  Blood  cultures  should  be 
obtained  prior  to  therapy  in  all  patients  suspected 
of  acute  bacterial  pneumonia. 

2.  Culture  of  expectorated  sputum.  The 
routine  sputum  culture  is  an  uncertain  and  at 
times  misleading  procedure  for  establishing  the 
etiology  of  bacterial  pneumonia.  It  is  most  help- 
ful in  cases  of  staphylococcal  and  gram-negadve 
pneumonia,  especially  when  correlated  with  the 
clinical  and  radiographic  features  discussed  above. 
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PNEUMONIA/ Leonard 

It  is  of  limited  value  in  the  diagnosis  of  pneu- 
mococcal pneumonia  for  the  following  reasons. 
1 ) Pneumococci  commonly  inhabit  the  naso- 
pharynx and  their  recovery  rate  by  routine 
sputum  culture  is  similar  in  persons  with  and 
without  pneumonia.  2)  Pneumococci  are  fre- 
quently isolated  in  mixed  culture  with  other  po- 
tential pathogens.  3)  Studies  in  patients  with 
bacteremic  pneumococcal  pneumonia  have  dem- 
onstrated that  the  sputum  culture  is  positive  for 
pneumococcus  in  only  50  percent  of  cases;  a 
pathogen  other  than  pneumococcus  is  isolated  in 
25  percent  of  cases,  which  may  result  in  a false- 
positive diagnosis. 

3.  Gram  stain  and  culture  of  transtracheal 
aspirate.  Sputum  obtained  by  transtracheal  as- 
piration avoids  contamination  by  upper  respira- 
tory flora  and  provides  a more  reliable  sample 
for  gram  stain  and  culture  than  does  the  expec- 
torated sputum.  Although  this  procedure  is 
usually  unnecessary  in  most  patients  with  acute 
bacterial  pneumonia,  it  is  second  to  the  blood 
culture  in  diagnostic  reliability  and  should  be 
utilized  in  patients  with  complicated  pneumonias 
where  early,  accurate  selection  of  antimicrobial 
therapy  may  be  critical. 

4.  Gram  stain  of  expectorated  sputum.  If  the 
patient  can  cough  forth  sputum  from  the  lower 
respiratory  tract  then  transtracheal  aspiration  is 
usually  unnecessary,  since  careful  examination  of 
the  Gram-stained  sputum  smear  will  suggest  the 
responsible  pathogen  in  75  percent  of  cases.  Care 
must  be  taken  to  prepare  the  smear  from  true 
sputum,  and  the  area  of  the  stain  selected  for 
microscopic  examination  should  contain  a pre- 
ponderance of  neutrophils,  not  epithelial  cells. 
Recent  studies  have  demonstrated  a good  correla- 
tion between  the  predominant  organism  identified 
by  Gram  stain  of  expectorated  sputum  and  the 
subsequent  isolation  of  the  responsible  pathogen 
from  sputum  obtained  by  transtracheal  aspiration. 

TREATMENT 

Correlation  of  the  epidemiologic,  clinical,  and 
radiographic  features  together  with  a carefully 
examined  gram  stain  of  the  sputum  constitute  the 
basis  for  the  initial  selection  of  antimicrobial 


therapy.  The  drugs  of  choice  for  each  of  the 
common  pathogens  are  given  in  Table  4 below. 


TABLE  4 


Antimicrobial  Therapy 

PATHOGEN  ANTIMICROBIAL 

A.  Pneumococcus  Penicillin  G 

Staphylococcus  Methicillin,  12  Gm.  per  day 

Oxacillin,  8 Gm.  per  day 


B.  E.  coli 

H.  influenzae 
Pseudomonas 


C.  Mycoplasma 
“Aspiration” 
Tularemia 


Ampicillin,  4-6  Gm.  per  day 
Ampicillin,  4-6  Gm.  per  day 
Gentamicin  plus  Carbenicillin 
Gentamicin  plus  Cephalosoporin 
Gentamicin  plus  another 
Erthromycin  or  Tetracycline 
Penicillin 

Streptomycin  (Tetracycline) 


The  following  points  are  worthy  of  emphasis: 

1.  When  pneumonia  arises  during  influenza 
season  (December  to  March)  and  the  sputum 
smear  shows  predominantly  gram-positive  cocci, 
the  patient  should  be  treated  initially  with  an 
anti-staphylococcal  penicillin  (oxacillin  or  methi- 
cillin) until  the  possibility  of  staphylococcal 
pneumonia  has  been  excluded. 

2.  When  the  sputum  gram  stain  shows  pre- 
dominantly gram-negative  rods,  initiate  therapy 
with  gentamicin  and  a cephalosporin  then  re- 
adjust treatment  on  the  basis  of  culture  and 
sensitivity  results.  Alert  the  laboratory  to  the 
possibility  of  H.  influenza  since  special  techniques 
are  required  for  its  isolation. 

3.  The  therapy  of  pseudomonas  or  klebsiella 
pneumonia  is  enhanced  by  using  the  combination 
of  gentamicin  and  carbenicillin  or  cephalosporin 
respectively. 
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Clinical  History 

This  6-pound-male  infant,  the  produce  of  a normal 
pregnancy  and  delivery,  was  well  until  3 days  of  age, 


Fig.  1 

R ad i ogra ph  ic  Fi nd ings 

A rounded  density  is  present  in  the  apical 
region  of  the  left  lung  on  the  anteroposterior 
roentgenogram.  This  density  is  poorly  visualized 
on  the  lateral  projection  but  failure  of  silhouetting 
of  anterior  structures  indicates  a posterior  posi- 
tion in  the  mediastinum.  Posterior  location  is 
confirmed  by  fluoroscopy.  Barium  esophagram 
reveals  minimal  effacement  of  the  upper  thoracic 
esophagus  by  the  mass.  The  trachea  is  in  normal 
position,  and  no  bony  abnormalities  are  present. 

Discussion 

Posterior  mediastinal  masses  account  for  ap- 
proximately 50-60%  of  all  abnormal  medi- 
astinal masses  in  the  pediatric  age  group.1 
Neurogenic  neoplasms,  duplication  cysts,  and 
anterior  meningoceles  are  the  entities  most  com- 
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when  jaundice  and  poor  feeding  were  noted.  Chest 
radiographs  (Figures  1 and  2)  were  obtained  for  sus- 
spected  sepsis.  Fluoroscopy  of  the  chest  and  an 
esophagram  (Figure  3)  were  subsequently  performed. 
Additional  studies  including  excretory  urography,  meta- 
static bone  survey,  bone  marrow  examination  and  24- 
hour  urine  collections  for  homovanillic  acid,  vanillyl 
mandelic  acid,  and  cathecholamines  were  negative.  At 
the  age  of  16  days  the  infant  underwent  left  thora- 
cotomy. 


Fig.  3 


monly  encountered,  in  order  of  decreasing  fre- 
quency. 
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Anterior  meningocele  is  a relatively  rare  cause 
of  posterior  mediastinal  mass  in  the  neonate  or 
young  child.  Pertinent  radiographic  observations 
are  a posteriorly  located  mass  associated  with 
anterior  spinal  defects.  Myelography  demon- 
strates communication  of  the  subarachnoid  space 
with  the  mass,  a differential  finding  with  respect 
to  enterogenous  cyst  and  neurogenic  tumor  which 
do  not  communicate  with  the  subarachnoid 
space.2 

Fore -gut  duplication  cyst  is  more  common  as 
a cause  of  posterior  mediastinal  mass  than  is 
anterior  meningocele.  Of  the  different  types,  the 
enterogenous  cysts,  neurentric  and  gastroentric 
cysts,  tend  to  be  posterior  in  location  while 
bronchogenic  cysts  tend  to  be  middle  mediastinal 
in  location. 

Enterogenous  cysts  present  radiographically  as 
non-calcified  masses  within  the  posterior  medias- 
tinum. If  large  enough,  these  masses  displace 
the  trachea  and  esophagus  laterally  and  an- 
teriorly. These  cysts  may  or  may  not  retain  a 
primitive  connection  with  the  spinal  canal.  Cysts 
with  a dorsal  connection  are  felt  to  be  embryo- 
logically  related  to  the  spinal  anomalies  which 
are  seen  in  approximately  40  percent  of  patients 
with  enterogenous  cysts.3  The  spinal  abnormal- 
ities apparent  on  chest  radiographs  occur  pre- 
dominantly in  the  cervico-thoracic  area  and 
consist  of  fusion  defects  such  as  anterior  cleft 
vertebral  bodies,  hemivertebra,  widening  of  the 
interpediculate  distances  and  associated  scoliosis. 

In  addition  to  these  vertebral  anomalies,  mes- 
enteric abnormalities,  seen  with  less  frequency,3 
are  mesenteric  cysts  and  enteric  duplications  or 
diverticula  of  the  small  bowel. 

On  occasion,  thoracic  enterogenous  cysts  may 
maintain  a communication  with  the  duodenum  or 
jejunum,  and  an  upper  gastrointestinal  series 
with  small  bowel  examination  is  recommended  to 
identify  associated  abdominal  abnormalities.  An 
occasional  enterogenous  cyst  will  contain  gas 
related  to  either  an  embryologic  or  ulcerative 
communication  with  the  gastrointestinal  tract  or 
bronchial  tree. 

Neurogenic  tumors  are,  statistically,  the  most 
common  cause  of  posterior  mediastinal  mass 
in  the  pediatric  age  group.1  Of  these  neu- 
roblastoma is  most  prevalent  followed  by 
ganglioneuroma,  neurofibroma,  ganglioneuroblas- 
toma,  neurogenic  sarcoma,  and  neurilemmoma, 
in  decreasing  frequency. 

Neurogenic  tumors  cause  displacements  of  the 
esophagus  and  trachea  in  a manner  similar  to 
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enterogenous  cysts,  but  the  bony  changes  asso- 
ciated with  these  neoplasms  are  quite  different. 
While  the  benign  varieties  tend  to  displace  and 
erode  posterior  ribs,  the  malignant  lesions  dis- 
place and  destroy  posterior  ribs.4  Neural  fora- 
mina may  be  widened  if  extension  into  the  spinal 
canal  occurs. 

Diagnosis-.  Neuroblastoma 

While  the  most  common  location  for  neuro- 
blastoma is  the  adrenal  gland,  thoracic  lesions 
account  for  about  16  percent5  of  these  neoplasms. 
It  is  also  of  interest  that  calcification  is  in- 
frequently seen  in  thoracic  neuroblastoma,6  while 
it  is  present  in  approximately  50  percent  of 
adrenal  neuroblastoma.7 

Sandra  G.  Kirchner,  M.D. 

Henry  Burko,  M.D. 
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Non-invasive  Methods  of  Evaluating 
Cardiac  Ejection  Fraction 

Although  no  single  measurement  provides 
enough  information  to  evaluate  all  ramifications 
of  cardiac  disease,  the  left  ventricular  ejection 
fraction  (LVEF)  appears  to  provide  the  single 
best  measure  of  myocardial  pump  performance. 
In  contrast  to  the  cardiac  output,  which  may  be 
normal  despite  significant  heart  disease,  the  left 
ventricular  ejection  fraction  is  almost  always 
depressed  in  cardiac  disease  and  the  degree  of 
depression  is  generally  a good  measure  of  the 
degree  of  pump  failure.  Left  ventricular  pressure 
changes  and  to  a lesser  extent  left  ventricular 
volume  changes  may  be  normal  or  near  normal 
in  a variety  of  diseases  which  depress  the  left 
ventricular  ejection  fraction.  Unfortunately  the 
left  ventricular  ejection  fraction  may  be  difficult 
to  measure.  The  traditional  method  of  measuring 
LVEF  has  been  to  inject  50  ml  of  contrast 
material  into  the  left  heart  chambers,  take  a series 
of  photographs  during  ventricular  opacification, 
planimeter  the  area,  assume  the  left  ventricle  is 
ellipsoid,  and  calculate  left  ventricular  volume 
during  systole  and  diastole.  This  method  is  not 
without  risk  and  discomfort  to  the  patient.  It 
is  not  used  in  extremely  ill  patients  and  patients 
usually  do  not  like  repeat  studies,  either  post- 
operatively  or  to  evaluate  response  to  different 
therapeutic  regimens. 

To  evaluate  the  ejection  fraction  in  a non- 
invasive  way,  one  of  three  modalities  has  been 
used: 

1.  Echocardiography. 

2.  Gated  imaging  of  left  ventricular  size  in 
systole  and  diastole  with  an  Anger  Scintil- 
lation Camera  following  intravenous  injec- 
tion of  radioactive  intravascular  tracers. 

3.  Single  pass  analysis  of  time  activity  curves 
obtained  over  the  left  ventricle  following 
an  intravenous  injection  of  tracer  material. 

Echocardiographic  measurement  of  LVEF 
using  a one  dimensional  M mode  method  of  dis- 
play and  analysis  has  proven  valid  for  patients 
with  a normal  heart  (i.e.,  with  a left  ventricle 
shaped  like  a prolate  ellipse).  However,  for 
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abnormally  shaped  hearts,  rotated  hearts,  or 
hearts  with  focal  areas  of  dyskinesis,  the  LVEF 
has  not  been  reliable  because  the  chamber  width 
in  diastole  and  systole  as  seen  by  a pencil  like 
beam  of  sound  is  not  representative.  Of  course, 
this  objection  might  eventually  be  solved  by  the 
development  of  real  time,  two  dimensional  or 
three  dimensional  ultrasound  methods. 

After  the  intravenous  injection  of  an  intra- 
vascular tracer  (technetium  99m  albumin,  I 131 
albumin,  etc.)  one  may  obtain  images  of  the 
heart  in  diastole  and  systole,  if: 

1.  You  have  an  Anger  Camera  with  very  short 
dead  time. 

2.  You  can  constantly  record  data  on  tape 
during  a short  period  of  systole  and  diastole 
during  a 10  minute  time  period.  This 
necessitates  a tape  and  special  gating  equip- 
ment. 

3.  You  have  a computer  to  manipulate  the 
data  retrieved  from  the  tape. 

4.  You  can  display  these  areas  during  systole 
and  diastole,  planimeter  the  area,  and  then 
calculate  the  volume  from  that  planimetered 
area. 

The  expense  and  non-portability  of  this  equip- 
ment has  kept  this  method  from  being  used  in 
routine  clinical  situations  in  many  hospitals. 
Furthermore,  the  inherent  lack  of  spatial  resolu- 
tion with  most  nuclear  medicine  camera  systems 
still  presents  a problem. 

The  third  and  perhaps  most  promising  method- 
ology involves  use  of  a portable  probe  system 
with  a small  inner  probe  to  measure  left  ventric- 
ular changes  and  an  annular  outer  probe  to 
measure  background  simultaneously.  Probe  place- 
ment is  determined  by  echocardiography  and 
time  activity  curves  obtained  during  the  first 
passage  of  isotope  through  the  heart  can  ade- 
quately reflect  changes  during  each  contraction 
of  the  left  ventricle  by  the  use  of  optical  strip 
chart  recorders.  Injection  is  usually  via  a jugular 
vein.  Beside  left  ventricular  diastolic  diameter 
and  left  ventricular  systolic  diameter,  one  can 
easily  calculate  left  ventricular  ejection  fraction, 
cardiac  output,  pulmonary  transit  time,  and  pul- 
monary blood  volume.  Because  volume  change 

( Continued  on  page  986) 
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Selection  of  Breast  Carcinoma 
Patients  for  Endocrine  Therapy 

When  breast  epithelium  undergoes  malignant 
transformation,  the  cells  may  retain  all  or  part 
of  their  dependence  on  estrogen  for  growth.  It 
appears  that  60-70  percent  of  breast  cancers  have 
this  requirement.  If  this  is  known  at  the  outset 
of  medical  treatment  following  mastectomy,  the 
oncologist  has  a reasonably  reliable  predictor  of 
the  effectiveness  of  endocrine  therapy. 

It  is  now  possible  on  a routine  basis  to  de- 
termine which  tumors  require  estrogen.  Two 
methods  are  presently  being  used.  In  Great 
Britain,  sterile  fresh  tumor  slices  are  grown  in 
tissue  culture.  The  culture  medium  contains 
standard  nutrients  but  no  hormones.  Tissue 
grown  in  this  medium  serves  as  one  of  many 
controls.  The  test  cultures  have  either  estrogen, 
androgen  or  prolactin  added.  After  48  hours, 
the  cultures  are  compared  for  morphologic  evi- 
dence of  cell  viability  and  chemical  evidence  that 
the  pentose  shunt  has  been  active.  In  this  way, 
endocrine  dependence  is  revealed.  The  second 
method  has  been  more  popular  in  this  country 
and  is  an  actual  quantitation  of  the  amount  of 
estrogen  receptor  (ER)  present  in  the  cytoplasm 
of  tumor  cells.  It  is  a radiometric  assay  with 
exquisite  sensitivity.  In  this  test,  cells  in  tumor 
tissue  are  disrupted.  Particulate  matter  and  high 
molecular  weight  substances  are  separated  by 
ultracentrifugation.  The  supernate  containing  the 
cytoplasmic  fractions  likely  to  contain  the  estro- 
gen receptors  is  incubated  with  tritium  labeled 
estrogen.  The  labeled  estrogen  combines  with 
estrogen  receptor  and  this  combination  is  further 
separated  by  ultracentrifugation  in  sucrose  density 
gradients.  Excess  label  is  removed  from  these 
fractions  with  a dextran  charcoal  mixture  and 
the  amount  of  labeled  estrogen  receptor  is  de- 
termined by  scintillation  counting. 

Each  of  these  methods  has  advantages  and 
disadvantages.  The  radiometric  assay  utilizes 
frozen  tissue  so  shipment  to  a distant  laboratory 
is  possible.  Since  quantitative  results  are  ob- 
tained, the  method  is  not  as  subject  to  observer 
bias  as  the  tissue  culture  technique.  Additionally, 

From  the  Clinical  Laboratories  of  Nashville,  2525 
Park  Plaza.  Nashville.  Tenn.  37203. 
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tissue  culturing  is  subject  to  spurious  growth  en- 
hancements or  retardations  which  cannot  be  im- 
mediately explained.  In  favor  of  the  culture 
method  is  its  versatility  because  it  can  demon- 
strate more  than  just  estrogen  effect.  Since  the 
inter-relationships  between  the  various  hormones 
influencing  breast  growth  have  not  been  com- 
pletely elucidated,  culture  may  yet  prove  to  be 
the  more  valid  approach.  It  also  is  not  influenced 
by  the  patient’s  endogenous  production  of  estro- 
gen, which  is  not  true  of  the  radiometric  assay 
because  high  estrogen  production  will  tend  to 
bind  some  of  the  sites  on  ER. 

Clinical  Correlation:  In  July  1974,  an  inter- 
national workshop  was  held  in  Bethesda,  Mary- 
land to  correlate  the  results  of  ER  assays,  endo- 
crine therapy  and  clinical  results.  Tumor  re- 
mission was  defined  as  a 50  percent  reduction 
in  size  of  at  least  50  percent  of  measurable 
lesions.  No  lesion  could  increase  in  size  and 
there  must  be  an  absence  of  the  appearance  of 
new  lesions. 

Of  the  531  treatment  trials  presented,  436 
were  considered  to  be  suitable  for  study.  In  this 
study  group,  211  cases  received  surgical  endo- 
crine therapy.  Tumor  regression  occurred  in  33 
percent.  When  this  same  group  is  divided  into 
those  cases  which  did  or  did  not  demonstrate 
high  ER  content,  two  subgroups  of  patients  are 
sharply  separated  and  defined.  When  ER  was 
low  or  not  present,  only  8 percent  showed  im- 
provement with  estrogen  ablation.  In  contrast, 
of  the  107  patients  whose  tumor  showed  high 
ER  content,  55  percent  had  tumor  regression 
following  ablative  therapy.  These  are  indeed  im- 
pressive differences. 

On  the  basis  of  present  day  information,  ER 
assays  seem  to  be  indicated  on  all  cases  of  breast 
carcinoma.  Useless  endocrine  manipulation, 
whether  for  cure  or  palliation,  can  be  avoided 
in  those  not  likely  to  respond.  Early  institution 
of  estrogen  ablation  can  commence  in  others, 
with  some  confidence  that  positive  results  are 

likely-  Joseph  J.  Sannella,  M.D. 

Medical  Director 
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HYPERTENSION  IN  THE  BLACK 
COMMUNITY— AN  OVERVIEW 

This  is  the  first  of  a two  part  series  on  Hypertension 
in  the  Black  Community . 

Hypertension  is  the  major  medical  problem 
afflicting  black  Americans  today.  Numerous 
studies  indicate  that  approximately  20-30  percent 
of  the  black  population  is  affected  by  elevated 
blood  pressure,  well  above  the  13-15  percent 
prevalence  rates  of  hypertension  in  their  white 
counterparts.  Even  assuming  a conservative  esti- 
mate that  20  percent  of  the  black  population  has 
hypertension,  roughly  7-9  million  blacks  may  be 
affected  with  a largely  asymptomatic  disease 
which  results  in  significant  morbidity  and  mor- 
tality, most  of  which  may  be  prevented  by  cur- 
rently available  medical  management. 

Because  blacks  have  limited  access  to  and  may 
never  be  seen  by  the  health  care  delivery  system, 
these  prevalence  figures  may  be  substantially 
below  the  true  prevalence  rate  for  hypertension 
in  blacks.  This  is  exemplified  by  the  fact  that 
significant  numbers  of  black  hypertensives  present 
to  their  physician  with  advanced  cardiovascular 
or  renal  disease.  Others,  whose  hypertension  is 
detected  by  random  employer-related  physical 
examination,  or  who  see  a physician  after  having 
significant  symptomatology  (i.e.,  headache,  epis- 
taxsis  or  dizziness)  frequently  become  lost  to 
follow-up  after  several  visits  or  become  com- 
pliance problems.  It  is  conceivable  that  many 
black  hypertensives  never  see  a physician.  More- 
over, a recent  review  reveals  that  the  death  rate 
from  hypertensive  cardiovascular  disease  be- 
tween 1940-66  decreased  markedly  for  whites, 
whereas  the  decrease  shown  by  their  black  coun- 
terparts was  only  two-thirds  of  this  figure. 

These  disparities  in  the  prevalence  and  prog- 
nosis of  hypertension  in  the  black  population 
suggest  that  the  hypertension  which  affects  blacks 
differs  significantly  from  that  which  affects  whites. 
Specifically,  there  appears  to  be  significant  dif- 
ferences in  the  observed  etiology,  its  response 
to  treatment  and  overall  long-term  cardio- 
vascular and  renal  sequelae.  In  addition,  identi- 
fication of  black  hypertensives  and  non-compli- 

From  the  Hypertension  Center.  Vanderbilt  University 
Hospital,  Nashville,  Tenn.  37232. 


ance  to  treatment  present  particularly  resistent 
problems.  These  major  differences  will  be 
explored. 

Theoretical  Basis 

Mechanisms  which  would  account  for  apparent 
differences  are  based  on  speculation,  although 
some  definitive  work  is  beginning  to  emerge. 
Current  theories  include: 

1.  Environmental  Stress  Theory — Proponents 
of  this  theory  claim  that  a contributing  factor 
of  hypertension  in  Black  Americans  may  be  the 
result  of  internalizing  psycho-social  stresses  en- 
dured for  many  generations  by  blacks  in  America. 
Although  Mills  pointed  out  that  the  evidence  for 
an  etiological  role  of  stress  was  not  conclusive, 
Neser,  using  an  interesting  epidemiological  model, 
shows  a positive  correlation  between  “social  dis- 
organization” and  the  incidence  of  stroke  as  a 
marker  of  sustained  hypertension.  This  points 
decisively  at  psycho-social  stress  as  a component 
in  the  multifaceted  etiology  of  hypertension. 

2.  The  Genetic  Theory — This  theory  states 
that  the  interracial  difference  in  essential  hyper- 
tension is  indicative  of  a genetic  factor.  Some 
propose  the  single-gene  theory  while  others 
support  the  notion  that  a polygenic  system  is 
operable.  It  is  well-known  that  a strong  family 
history  for  hypertension  and  the  development  of 
serious  sequelae  predisposes  to  the  disease. 

3.  The  Dietary  Theory — This  theory  states 
that  since  some  blacks  consume  food  high  in 
Na  + , the  excess  sodium  intake  can  precipitate 
overt  hypertension  in  already  “genetically  pre- 
disposed” individuals.  There  are  animal  models 
which  support  this  hypothesis,  but  no  satisfactory 
results  from  human  studies  are  available.  There 
is  no  doubt,  however,  of  the  importance  of  Na^ 
restriction  and  diuretics  in  the  therapeutic  man- 
agement of  hypertension. 

4.  Skin  Pigmentation  Theory — Some  investi- 
gators suggest  that  the  degree  of  skin  pigmen- 
tation may  play  an  etiological  role  in  the  devel- 
opment of  hypertension.  Boyle  showed  a positive 
correlation  between  the  degree  of  skin  darkening, 
as  measured  by  a photo-electric  colorimeter,  and 
increasing  diastolic  and  systolic  blood  pressures. 
He  felt  this  to  be  evidence  of  a genetic  factor 
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in  the  development  of  hypertension,  but  whether 
increased  skin  pigmentation  and  blood  pressure 
elevation  represent  separate,  independent  events 
or  are  casually-related  has  yet  to  be  established. 
Welsing  has  recently  proposed  the  idea  that  since 
the  active  melanocyte  synthesizes  melanin  from 
tyrosine  via  the  enzyme  tryrosinase,  increased 
levels  of  DOPA,  an  intermediate  of  melanin 
biosynthesis,  may  then  be  made  available  for 
the  synthesis  of  norepinephrine  in  peripheral  sym- 
pathetic nervous  tissue.  She  suggests  that  a ge- 
netic factor  operating  at  the  level  of  tyrosinase 
activity  in  the  active  melancyte  may  have  im- 
portant etiological  implications  in  hypertension. 

5.  Plasma  Renin  Activity — New  evidence  sug- 
gests that  low-renin  essential  hypertension 
(LREHT)  occurs  in  a significant  percentage  of 
black  hypertensives.  The  etiology  of  LREHT  is 
thought  to  be  adrenal  in  origin.  Recent  work 
at  Vanderbilt  Hospital  has  shown  that  these  pa- 
tients exhibit  an  increased  urinary  output  of 
C-19  steroids  with  mineralocorticoid  activity. 
This  and  other  evidence  strongly  suggest  that 
heretofore  unidentified  mineralocorticoids  of 
adrenal  origin  are  responsible  for  LREHT. 
There  are  also  data  suggesting  that  LREHT 
may  be  as  much  as  three  to  five  times  as  preva- 
lent in  blacks  as  in  whites. 

Unique  Features  of  Hypertension  in  Blacks 

There  are  many  differences  in  the  expression 
of  hypertension  in  blacks  which  deserve  com- 
ment: 

1.  Age — Significant  hypertension  in  blacks 
frequently  occurs  at  younger  age,  often  between 
the  third  and  fifth  decades  of  life.  In  young 
blacks,  especially  males,  it  may  be  particularly 
devastating,  patients  often  presenting  with  rapidly 
accelerating  or  malignant  hypertension,  and  suf- 
fering significant  damage  to  the  brain,  heart, 
and  kidneys.  Moriyama,  et  al,  have  shown  that 
the  mortality  rate  in  young  black  hypertensives 
is  significantly  higher  than  in  young  white  hyper- 
tensives. 

2.  Etiology — It  is  estimated  that  greater  than 
90  percent  of  all  cases  of  hypertension  in  blacks 
is  of  the  essential  type  especially  in  young  black 
males.  This  is  in  contrast  to  the  higher  incidence 
of  potentially  surgically  correctable  hypertension 
in  whites  (i.e.  pheochromacytoma,  renovascular, 
primary  aldosteronism,  Cushings).  Numerous 
studies  also  indicate  that  blacks  have  a signifi- 
cantly higher  incidence  of  LRET,  suggestive  that 
hypertension  is  different  in  blacks  than  in  whites. 
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3.  Sex — The  black  female  appears  to  be  more 
resistant  to  the  development  of  hypertension  and 
develops  less  severe  cardiovascular  disease  than 
the  black  male.  This  slight  advantage  may  be 
nullified  in  black  females  taking  oral  contracep- 
tives. 

4.  Complications — Congestive  heart  failure 
(CHF),  Acute  Myocardial  Infarction  (AMI), 
stroke  (CVA),  dissecting  aortic  aneurysm  and 
renal  disease  are  well-known  sequelae  of  hyper- 
tension. Laragh  has  found  that  AMI  is  a some- 
what less  prevalent  complication  in  hypertensive 
blacks.  Although  the  evidence  is  less  well  docu- 
mented, black  hypertensives  appear  to  have  a 
greater  incidence  of  CVA  with  occurrence  at  an 
earlier  age  than  white  hypertensives.  Frequently 
the  initial  CVA  is  more  devastating,  resulting  in 
death  or  significant  disability,  and  the  occurrence 
of  transient  cerebrovascular  ischemia  (TIA)  with 
reversible  neurological  deficit  is  somewhat  less 
than  in  white  hypertensives. 

Dissecting  aneurysm  of  the  aorta  is  a severe, 
potentially  lethal  complication  of  hypertension, 
more  often  affecting  the  older  black  male.  Early 
detection  (chest  pain,  widened  mediastinum, 
elevated  blood  pressure)  and  treatment  (lower- 
ing of  rate  of  rise  of  aortic  pressure  as  well  as 
height  of  aortic  systolic  pressure)  is  mandatory, 
as  the  mortality  rate  in  the  untreated  patient  is 
directly  proportional  to  the  amount  of  time 
elapsed  prior  to  effective  therapy. 

Congestive  heart  failure  frequently  occurs 
secondary  to  hypertension  and  is  a particularly 
lethal  complication.  Kannel  et  al,  found  that 
following  initial  diagnosis,  the  5 year  survival 
rate  was  50  percent.  Indeed,  the  mortality  rate 
from  hypertension  complicated  by  CHF  is  5 to 
7 times  that  of  the  general  population.  This  is 
important  in  that  blacks  develop  CHF  as  a 
complication  of  hypertension  at  a rate  higher 
than  that  of  whites,  especially  in  black  females 
over  the  age  of  45.  Evidence  of  CHF  should 
be  actively  sought  even  in  young  black  hyper- 
tensives since  this  complication  induces  sig- 
nificant morbidity  and  mortality. 

Structural  and  functional  renal  damage  is  fre- 
quently demonstrable  in  hypertensive  patients, 
even  those  with  minimally  elevated  pressure. 
Renal  failure  is  the  cause  of  death  in  a large 
proportion  of  hypertensive  patients,  perhaps 
averaging  up  to  15  percent  overall  and  being 
particularly  contributory  in  patients  with  rapidly 
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HISTORY 

The  patient  is  a 67-year-old  woman  who  was  ad- 
mitted for  intermittant  episodes  of  unresponsiveness. 
There  was  a history  of  ingestion  of  dextropropoxyphene 
and  meprobamate.  When  seen  in  the  emergency  room 
she  was  responsive  only  to  painful  stimuli  and  was 
noted  to  be  apneic.  An  endotracheal  tube  was  inserted 
and  she  was  placed  on  a ventilator.  A urine  drug 
screen  later  showed  meprobamate  levels  and  dextro- 
propoxyphene levels  to  be  greater  than  one  microgram/ 
ml.  In  the  first  24  hours  of  hospitalization  she  became 
more  alert  and  complained  of  chest  pain  and  discomfort. 
The  following  electrocardiogram  was  obtained.  (Figure 
1 ) Previous  electrocardiograms  were  not  available  for 


comparison  but  were  stated  to  have  been  normal. 

The  endotracheal  tube  was  removed.  Serial  enzymes 
showed  moderate  elevation  of  LDH  between  300  and 
350  and  LDH  isoenzymes  showed  a normal  pattern. 
The  LDH  level  did  not  change  notably  over  6 days  of 
hospitalization.  The  CPK  rose  to  214  (normal  60)  on 
the  third  hospital  day.  CPK  isoenzymes  disclosed  89% 
MM  (CPK  3);  3.7%  BB  (CPK  1)  and  7.3%  MB 
(CPK  2).  The  SGOT  and  bilirubin  were  normal 
throughout  the  first  5 days  of  hospitalization.  A pul- 
monary scan  carried  out  on  the  second  hospital  day 
showed  a large,  well  defined  perfusion  defect  in  the 
anterior  lateral  portion  of  the  right  lung.  Serial  chest 
x-rays  while  in  the  hospital  disclosed  some  old  apical 
pleural  thickening  with  no  other  abnormality.  The 
chest  was  well  expanded  with  no  evidence  of  pneu- 
mothorax. She  became  progressively  more  alert.  The 
following  EKG  was  obtained  on  the  third  hospital  day. 
(Figure  2)  All  subsequent  tracings  were  similar.  She 
had  no  further  chest  pain  and  was  discharged  on  the 
tenth  hospital  day. 


Fig.  1 


DISCUSSION 

These  tracings  are  presented  to  demonstrate 
the  striking  resolution  of  O waves  in  the  tracing 
obtained  the  day  following  admission.  The  very 
prominent  Q waves  in  leads  2,  3,  AVF  and  a 
diminutive  Q wave  in  V6  suggest  the  presence 
of  an  inferior  lateral  infarction  of  indeterminate 
age.  (See  Figure  1)  However,  the  subsequent 
tracing  (Figure  2)  and  following  tracings  show 
no  evidence  of  infarction.  Closer  comparison 
shows  the  R wave  AVR  has  disappeared  and 
the  R wave  in  I is  taller.  The  axis  is  therefore 
somewhat  more  leftward  in  Figure  2.  The  ab- 
sence of  ST-T  changes  of  acute  infarction  is 
also  striking  in  Figure  1. 


From  the  Department  of  Cardiology,  St.  Thomas 
Hospital,  Nashville,  Tenn.  37205. 


There  are  many  recognized  causes  of  Q waves 
without  myocardial  infarction.  They  are  fre- 
quently seen  in  the  anterior  chest  leads  in  left 
ventricular  hypertrophy  and  in  left  bundle  branch 
block.  They  have  also  been  described  in  the 
right  precordial  leads  with  right  ventricular  hy- 
pe rthrophy.1  Q waves  in  inferior  leads  and/or 
anterior  chest  leads  are  well  recognized  in  chronic 
obstructive  pulmonary  disease.  In  that  situation 
they  rarely  resolve  so  quickly.  Q waves  have 
also  been  recorded  in  spontaneous  pneumotho- 
rax.2 The  primary  and  secondary  cardiomy- 
opathies may  cause  non-infarction  Q waves  to 
appear.  Again  in  this  situation  they  do  not  re- 
solve rapidly.  A very  well  recognized  simulator 
of  infarction  is  the  Wolfe-Parkinson-White  syn- 
drome in  which  the  delta  wave  may  be  mistaken 
for  a Q wave  of  infarction.  Q waves  have  oc- 
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casionally  been  observed  with  intracranial  hemor- 
rhage usually  in  association  with  marked  re- 
polarization changes.3  Myocardial  contusion  or 
laceration  has  been  reported  as  a cause  of  devel- 
opment of  O waves  secondary  to  non-ischemic 
myocardial  necrosis.  Pulmonary  embolism  is  well 
known  to  cause  non-infarction  Q waves  in  in- 
ferior or  anterior  leads.  It  may  rarely  involve 
anterolateral  leads.4 

The  cause  of  the  abnormal  Q waves  in  this 
patient  have  not  been  completely  documented. 
It  appears  that  she  has  not  had  an  inferior  wall 
infarction.  Her  symptoms,  abnormal  lung  scan, 
and  elevated  LDH  with  normal  SCOT  are  some- 
what suggestive  of  pulmonary  embolism.  The 
elevated  CPK  is  thought  to  be  due  to  sub- 
cutaneous heparin  received  during  the  early  hos- 
pital course.  The  possibility  of  a variant  of  pre- 
excitation with  long  PR  interval  has  certainly  not 
been  excluded.  Longitudinal  follow-up  may  be 
required  to  exclude  pre-excitation.  Other  un- 
known causes  of  “pseudo-infarction”  appear  to 
be  unlikely  in  this  patient. 


Topics  in  Nuclear  Medicine  . . . 

( Continued  from  page  981) 

is  related  to  activity  rather  than  to  spatial  reso- 
lution, the  method  has  inherent  advantages  over 
the  gating  method  of  analysis.  Furthermore, 
portability  and  decreased  expense  of  the  equip- 


CONCLUSION 

0 waves  in  leads  2,  3,  AVF  and  V6  (Figure 
1 ) simulating  inferior  lateral  infarction  but  re- 
solving rapidly  (Figure  2)  probably  secondary 
to  pulmonary  emboli. 

W.  Barton  Campbell,  M.D. 

Co-Director 

1 wish  to  express  appreciation  to  Dr.  Fred  Goldner 
for  permission  to  present  these  data  on  his  patient. 
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ment  are  advantages  of  this  method  over  the 
gating  method  of  analysis. 

It  would  appear  that  a simple  method  of 
evaluating  pump  function  will  soon  find  its  way 
into  the  clinical  arena. 

Robert  L.  Bell,  M.D. 

Director 
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accelerating  or  malignant  hypertension.  Although 
the  protective  effect  of  antihypertensive  therapy 
on  renal  function  appears  to  be  small  in  patients 
with  diastolic  blood  pressures  below  130  mM 
Hg.,  it  is  clear  that  therapy  prevents  progression 
into  the  malignant  phase  where  there  is  a rapid 
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deterioration  of  renal  function.  Data  are  lacking 
in  racial  differences  in  the  development  of  pro- 
gressive deteriorations  of  renal  function  in  hyper- 
tension, but  with  a higher  incidence  of  accel- 
erating phase  hypertension  in  blacks,  the 
incidence  of  deteriorated  renal  function  would 
appear  to  be  somewhat  increased. 

Robert  E.  Taylor,  Ph.D.,  VUMS  IV 
Michael  E.  Fant,  VUMS  II 
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Forensic  Services  in  Tennessee 

Forensic  services  is  an  area  of  mental  health 
care  which  has  developed  extensively  in  the  past 
three  years.  Generally,  it  applies  to  persons  who 
have  come  into  contact  with  the  criminal  justice 
system  and  who  are  in  need  of  mental  health 
service.  Until  1972,  the  maximum  security  unit 
at  Central  State  Psychiatric  Hospital  was  the  sole 
agency  providing  forensic  services  for  the  State 
of  Tennessee. 

In  1972,  the  Commissioner  of  the  Tennessee 
Department  of  Mental  Health  created  the  Fo- 
rensic Services  Section  within  the  Division  of 
Psychiatric  Services  to  expand  and  improve  the 
services  then  being  provided  for  forensic  clients. 
This  has  markedly  improved  the  quality  of  fo- 
rensic services  being  offered  in  this  state.  Fo- 
rensic services  are  currently  being  provided  on 
a local  level  by  community  mental  health  centers 
as  well  as  through  the  five  psychiatric  hospitals 
and  the  Forensic  Services  Unit  at  Central  State 
Psychiatric  Hospital.  The  mental  health  centers 
provide  pre-trial  evaluations  of  defendants  for 
the  criminal  courts  and  attempt  to  maintain 
them  while  in  the  jail  when  possible.  Pre-trial 
evaluation  involves  competency  to  stand  trial 
and  occasionally  the  question  of  insanity  at  the 
time  of  the  crime.  When  necessary  the  mental 
health  center  recommends  to  the  court  that  the 
defendant  be  hospitalized  for  30  days  further 
evaluation. 

Forensic  teams  have  been  established  in 
Knoxville,  Chattanooga,  Nashville  and  Mem- 
phis. These  have  been  able  to  provide  a higher 
quality  of  evaluation  to  the  local  courts  and 
better  mental  health  care  to  persons  in  jail,  and 
have  saved  the  state  money  by  preventing  un- 
necessary hospitalization.  Tennessee  is  one  of 
the  first  states  to  provide  these  evaluations  at 
the  local  level,  and  several  other  states  have 
contacted  the  Tennessee  Department  of  Mental 
Health  and  Mental  Retardation  for  information 
about  this  program.  Georgia  plans  to  send  rep- 
resentatives to  Tennessee  to  attend  the  training 
sessions  provided  for  mental  health  center 
personnel. 

The  Department  of  Mental  Health  and  Mental 
Retardation  and  the  Department  of  Correction 


have  also  contracted  with  community  mental 
health  centers  to  provide  services  at  the  various 
correctional  institutions  in  the  state.  The  centers 
provide  training  to  the  staff  and  direct  services 
to  the  inmates.  Currently,  Columbia  Mental 
Health  Center  is  providing  service  to  Turney 
Center  for  Youthful  Offenders,  Dede  Wallace 
Center  to  the  Tennessee  State  Penitentiary  and 
the  Tennessee  Prison  for  Women,  and  Covington 
Mental  Health  Center  to  Fort  Pillow  State  Farm. 
In  the  future,  the  department  hopes  to  extend 
services  provided  to  the  inmates. 

The  Forensic  Services  Division  (formerly 
called  the  maximum  security  unit)  at  Central 
State  Psychiatric  Hospital  is  the  only  secure 
mental  health  facility  within  the  Department  of 
Mental  Health  and  Mental  Retardation.  In  the 
past,  it  not  only  provided  pre-trial  evaluations 
to  all  the  criminal  courts  in  the  state  but  also 
maintained  all  incompetent  pre-trial  defendants, 
transfers  from  the  Department  of  Correction,  and 
non-criminal  patients  who  could  not  be  handled 
at  the  regular  psychiatric  hospitals.  Unfortu- 
nately, once  a patient  was  admitted  to  this  unit, 
he  sometimes  stayed  there  for  years.  Pre-trial 
defendants  often  spent  many  more  years  in  this 
facility  than  they  would  have  spent  in  prison  if 
they  had  been  convicted.  Further,  both  the  legal 
status  of  the  patient  and  the  stigma  of  being 
hospitalized  in  the  unit  prevented  transfer  to  a 
more  appropriate  facility  even  when  the  patient 
did  not  require  security  and  could  have  been 
at  another  hospital  closer  to  home. 

Extensive  efforts  have  been  made  to  review 
all  records  of  patients  at  the  Forensic  Services 
Division  and  to  refer  them  either  to  the  court 
or  to  a more  appropriate  facility.  Currently, 
the  Forensic  Services  Division  is  viewed  as  a 
temporary  facility  providing  in-patient  evaluation 
of  pre-trial  defendants  and  treatment  of  patients 
who  cannot  be  managed  at  regular  psychiatric 
hospitals.  This  unit  also  treats  persons  trans- 
ferred from  the  Department  of  Correction  who 
require  hospitalization  and  is  working  closely 
with  the  Board  of  Pardon  and  Paroles  in  making 
the  appropriate  plans  for  possible  parole  of 
the  residents,  either  to  the  community  or  to  a 
hospital. 
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Forensic  patients  who  require  hospitalization 
without  maximum  security  are  treated  at  the 
state  psychiatric  hospital  which  is  closest  to  their 
home.  All  five  have  now  developed  forensic 
programs  which  are  in  the  process  of  being 
expanded. 

In  the  Spring  of  1976  the  new  forensic  ser- 


Quality Control  for  Health  Care  Facilities 

We  are  traveling  on  an  accurate  course  of  self- 
destruction  in  the  health  care  delivery  system — 
a course  which  must  be  modified  for  survival 
of  the  private  and  governmental  sectors  of  the 
system.  This  suicide  course  is  relatively  easy 
to  describe  and  very  difficult  to  prevent.  The 
description  is  simply  this:  A set  of  incom- 

patible objectives.  On  the  one  hand,  we  are 
asked  to  improve  quality  and  access  to  health 
care  for  all  Americans;  and  on  the  other,  to 
contain  the  costs  of  health  care. 

Michael  T.  Bruner,  Dr.  P.  H. 
Testimony  before  the  Task  Force 
on  Health  Policy 
House  Republican  Conference 
Nashville,  Tennessee 
October  24,  1975 

As  director  of  the  Department  of  Public 
Health's  Bureau  of  Health  Resources,  Dr. 
Michael  T.  Bruner  has  had  considerable  involve- 
ment in  the  conflict  which  arises  from  attempting 
to  upgrade  the  quality  of  health  care  while  trying 
to  restrain  soaring  costs  within  the  industry. 

Most  Departmental  planning  and  regulatory 
programs  are  within  the  Bureau  of  Health  Re- 
sources. The  Bureau  includes  19  State  Boards 
which  license  and  maintain  registration  records 
for  more  than  60,000  health  professionals,  the 
Division  of  Emergency  Medical  Services  which 
conducts  training  and  regulates  the  delivery  of 
emergency  medical  care,  the  State  Office  of 
Comprehensive  Health  Planning  which  provides 
staff  support  for  the  State  Health  Planning  Coun- 
cil, and  the  Division  of  Health  Care  Facilities. 

The  Division  of  Health  Care  Facilities  deals 
with  one  of  the  health  system’s  most  critical 
problems:  the  delivery  of  quality,  but  reasonably 
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vices  unit  at  Central  State  Psychiatric  Hospital 
will  be  opened.  While  the  new  unit  provides 
the  necessary  security,  it  was  designed  to  serve 
as  a hospital  rather  than  a prison,  representing 
a final  break  with  the  old,  custodial  approach 
to  the  care  of  forensic  patients. 


priced,  care  in  intermediate  and  skilled  care 
facilities  (nursing  homes)  and  homes  for  the 
aged.  Though  responsible  for  surveying  over 
600  health  facilities  per  year  (including  170 
hospitals,  100  home  health  agencies  and  100 
non-profit  community  health  centers),  the  Di- 
vision’s highest  priority  at  present  is  the  area 
of  nursing  home  care. 

Tennessee’s  200  certified  intermediate  care 
facilities  (ICFs)  and  40  skilled  nursing  facilities 
(SNFs)  must  be  re-surveyed  annually  to  assure 
they  meet  state  standards  for  quality  of  patient 
care  and  life  safety  and  federal  standards  to 
continue  participation  in  the  Medicaid  program. 
If  a facility  does  not  meet  minimum  state  stan- 
dards, it  must  submit  an  approvable  schedule 
of  compliance  to  correct  the  administrative  or 
structural  deficiencies,  or  appeal  to  the  indepen- 
dent Board  for  Licensing  Health  Care  Facilities 
for  a hearing  for  possible  waiver  of  the  stan- 
dard (s). 

Although  there  was  a period  following  enact- 
ment of  stricter  state  and  federal  regulations 
when  many  intermediate  care  facilities  did  not 
meet  federal  standards,  the  majority  of  Tennessee 
facilities  now  provide  “adequate”  staffing,  med- 
ical direction  and  structural  safety.  Aware  of 
the  progress  made  in  the  past  few  years,  the 
Department  of  Public  Health’s  facilities  program, 
directed  by  Mrs.  Mary  Jane  Livingston  Gunter, 
is  emphasizing  upgrading  the  quality  of  care 
delivered  through  Tennessee  nursing  homes  to 
a level  above  state  and  federal  minimum  stan- 
dards. 

“We  are  pleased  to  know  that  such  a large 
number  of  facilities  in  this  state  meet  the  stan- 
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dards,”  Dr.  Bruner  said,  “but  our  primary  con- 
cern is  still  the  patient.  We  want  the  patient 
to  receive  more  than  the  minimum  level  of  care 
mandated  by  law.  We  want  the  patient  to 
receive  the  best  care  possible.” 

“The  nursing  home  industry,”  he  stated,  “has 
achieved  significant  improvements  in  the  level  of 
care  provided.  The  administrators  and  their  staffs 
have  demonstrated  a very  real  patient  concern 
. . . and  they’re  working  with  the  Department 
on  a constructive  basis.” 

Primary  contact  between  individual  facilities 
and  the  Department  of  Public  Health  comes 
through  the  Quality  Assurance  Section  of  the 
Division  of  Health  Care  Facilities.  Directed  by 
Robert  Martin,  this  section  will  have  conducted 
nearly  250  comprehensive  surveys  of  intermediate 
and  skilled  care  facilities  by  the  end  of  this  fiscal 
year. 

Surveys  are  carried  out  by  regional  teams 
working  out  of  offices  in  East,  Middle  and  West 
Tennessee.  The  teams  are  made  up  of  profes- 
sionals in  fields  ranging  from  medical  records 
to.  nursing  and  pharmacy.  All  are  headed  by 
administrators  experienced  in  the  problems  of 
health  facility  management,  especially  problems 
related  to  compliance  with  state  and  federal 
regulations. 

Because  many  smaller  facilities  cannot  afford 
experienced  professionals  in  all  staff  positions, 
survey  team  members  can  contribute  significantly 
toward  upgrading  the  quality  of  care  by  offering 
consultative  services.  Consultative  visits  to  Ten- 
nessee nursing  homes  this  year  will  number  about 
1,600 — more  than  triple  the  number  offered  last 
year  before  the  program  was  reorganized  and 
better  staffed. 

Complementing  the  efforts  of  the  Quality  As- 
surance Section  is  the  Division’s  training  pro- 
gram. Directed  by  Joe  Ziner,  this  program  works 
with  the  staffs  of  medical  facilities  bringing 
them  up  to  date  on  new  techniques  in  areas 
such  as  dietary,  social  services,  and  utilization 
review.  Training  workshops  and  seminars  have 
been  held  in  most  areas  of  the  state.  As  im- 
proved health  delivery  techniques  are  imple- 
mented in  the  facilities,  fewer  deficiencies  will 
exist  and  the  quality  of  care  will  improve. 

Assuring  that  newly  constructed  and  remodeled 
facilities  meet  state  and  federal  standards  for 
licensure  and  certification  is  an  important  element 
in  the  delivery  of  quality  care.  The  Technical 
Services  Section,  under  the  direction  of  E.  H. 
Dillon,  reviews  all  plans  for  new  construction 


or  remodeling  of  health  facilities  to  insure  com- 
pliance with  structural  standards  and  building 
codes. 

The  reviews  help  eliminate  the  possibility  that 
a newly  constructed  or  remodeled  facility  might 
fail  to  obtain  certification  for  Medicaid  and 
Medicare  reimbursement.  The  reviews  also  help 
minimize  the  necessity  for  costly  alterations  to 
correct  structural  or  other  deficiencies  on  newly 
completed  projects. 

The  technical  services  staff  cannot  guarantee 
certification  through  its  plan  reviews  since  con- 
tractors or  owners  sometimes  alter  plans  during 
construction,  and  because  of  the  possibility  of 
conflicting  interpretations  of  the  codes  by  agen- 
cies other  than  the  Department  of  Public  Health. 
Considerable  progress  has  been  made  recently 
by  the  Division  of  Health  Care  Facilities  to 
standardize  code  interpertations  through  negoti- 
ated agreements  with  other  state  agencies.  Staff 
from  the  Division  and  the  State  Fire  Marshal’s 
Office  are  also  working  with  federal  agencies 
to  establish  consistency  in  interpretations. 

Before  construction  plans  can  be  submitted 
for  review,  a proposed  health  facility  project 
must  have  received  a Certificate  of  Need  from 
the  Tennessee  Health  Facilities  Commission.  The 
Certificate  of  Need  helps  preclude  the  construc- 
tion of  unneeded  hospital  or  nursing  home  beds 
which  constribute  substantially  to  the  rising  cost 
of  health  care. 

One  of  the  mose  efficient  means  for  assuring 
the  delivery  of  quality  care  in  areas  where  there 
is  need  is  through  effective  planning.  Tra- 
ditionally, the  planning  for  facilities  and  beds  in 
Tennessee  has  been  determined  by  the  Hill- 
Burton  State  Plan.  This  plan  is  developed  an- 
nually by  the  Planning  Section  of  the  Division 
of  Health  Care  Facilities. 

Under  the  direction  of  Wayne  E.  (Dutch) 
Cantrell,  the  planning  section,  working  closely 
with  the  Health  Facilities  Commission  and  the 
health  care  industry,  attempts  to  insure  a uniform 
level  of  facility  construction,  and  determines  the 
priority  of  need  for  federal  assistance  in  the 
modernization  and  construction  of  health  care 
facilities. 

It  requires  a coordinated  effort  of  each  of  these 
elements — planning,  technical  and  professional 
consultative  services,  comprehensive  surveys  and 
training — to  give  the  Department  of  Public 
Health  an  efficient  and  flexible  program  for  up- 
grading the  quality  of  care  delivered  through 
Tennessee  health  care  facilities. 
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Notes  from  the  Director 

The  theme  of  the  second  annual  meeting  of 
the  National  Association  of  Regional  Medical 
Programs  was  ‘'Development  of  a Health  Sys- 
tem for  the  Community.”  Discussion  centered 
around  the  National  Health  Planning  and  Re- 
sources Development  Act  of  1974  (PL  93-641). 
The  overall  reaction  seemed  to  be  that  it  is  not 
a particularly  good  law  which  will  be  difficult 
and  cumbersome  to  implement  and  may  not  be 
effective. 

This  law  establishes  a national  network  of 
Health  Systems  Agencies  which  will  combine 
the  functions  of  the  Regional  Medical  Programs, 
Comprehensive  Health  Planning  Agencies  and 
the  Hill  Burton  Hospital  Construction  Program. 
Harold  Margulies,  M.D.,  Deputy  Director,  Health 
Resources  Administration,  suggested  that  initially 
perhaps  as  few  as  150  agencies  should  be  initi- 
ated, as  the  government  might  lean  towards  a 
policy  of  limiting  technical  assistance  to  those 
HSAs  whose  health  plans  show  the  most  likely 
chance  for  success. 

Virtually  every  convention  speaker,  including 
Kenneth  Endioctt,  M.D.,  Director  of  the  Health 
Resourses  Administration,  freely  admitted  that 
the  law  is  not  a “good”  piece  of  legislation,  that 
it  is  ambiguous,  contradictory,  and  may  take 
three  years  to  be  fully  implemented. 

Another  speaker,  Governor  Robert  D.  Ray, 
of  Iowa,  Chairman  of  the  National  Conference 
of  Governors,  expressed  dissatisfaction  with  the 
legislation.  He  stated  that  in  ammending  the 
law  he  would  place  emphasis  on  complete  health 
service  care  instead  of  arbitrary  population  limits, 
change  membership  requirements  of  agency  gov- 
erning boards  to  avoid  vested  interest  pressure 
groups,  and  provide  public  accountability. 

The  threat  of  a lawsuit  came  from  Joseph 
M.  Boyle,  M.D.,  of  Los  Angeles,  an  AMA 
Trustee  and  Speaker  of  the  California  Medical 
Association  House  of  Delegates,  who  said  that 
the  AMA  would  take  the  government  to  court 
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if  the  law  is  implemented.  The  AMA  claims 
that  the  law  is  unconstitutional  because  it  usurps 
states  rights.  He  stressed,  however,  that  phy- 
sicians must  be  prepared  to  keep  informed  in 
order  to  be  aware  of  developments  in  HSAs 
and  to  give  advice  when  needed. 

The  American  Association  of  Medical  Col- 
leges is  concerned  that  methods  for  review, 
timing  of  activities,  and  sanctions  in  the  forms 
of  medical  service  reimbursement  and  liscensure 
be  carefully  worked  out  between  the  government, 
the  agencies  responsible  for  applying  the  law 
locally,  and  the  medical  colleges. 

Eugene  Rubel,  Acting  Director  of  the  Bureau 
of  Health  Planning  and  Resources  Development, 
the  government  agency  charged  with  imple- 
menting  the  legislation,  conceded  that  technical 
changes  in  the  law  were  needed,  but  none  can 
be  made  until  after  the  law  is  implemented  and 
a number  of  HSAs  are  in  place. 

While  the  three-day  meeting  centered  around 
the  problems  and  potential  solutions  relating  to 
the  new  law,  considerable  attention  was  directed 
to  others  of  the  nation’s  pressing  health  care 
problems.  One  of  the  most  significant  outcomes 
was  the  establishment  of  a liaison  committee, 
comprised  of  the  chairman  of  each  of  the  five 
Multi-Region  Groups  of  Regional  Medical  Pro- 
grams to  facilitate  the  transition  and  to  find 
alternate  sources  of  funding  for  the  RMP  ac- 
tivities which  are  vital  to  the  health  care  of  the 
nation. 

Despite  criticism  of  the  law,  most  conference 
participants  left  San  Diego  challenged  to  do 
their  best  to  make  it  work.  We  here  at  TMS/ 
RMP  will  do  all  that  we  can  to  insure  that  the 
Health  Systems  Agencies  serving  Tennessee  will 
carry  on  the  RMP  Mission  of  improving  the 
quality,  availability  and  accessibility  of  health 
care  for  all  the  citizens  of  the  state. 

Richard  O.  Cannon,  M.D. 

Director,  TMS/ RMP 
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Abstract  of  Special  Session  of  the  House  of  Delegates 

Of  the  Tennessee  Medical  Association 
Baptist  Hospital  Auditorium,  Nashville,  Tennessee — October  12,  1975 


The  House  of  Delegates  of  the  Tennessee 
Medical  Association  convened  in  special  session 
in  Nashville,  Tennessee  at  the  Baptist  Hospital 
Auditorium  on  October  12,  1975.  The  session 
of  the  House  was  called  for  the  purpose  of  im- 
parting information  to  Delegates  on  the  forma- 
tion of  a Physicians  Mutual  Insurance  Company 
for  liability  malpractice  insurance  coverage  to 
the  doctors  in  Tennessee. 

The  House  was  called  to  order  at  9:30  A.M. 
by  Dr.  William  H.  Edwards,  Speaker  of  the 
House,  and  Dr.  Allen  S.  Edmonson,  Vice 
Speaker. 

The  invocation  was  rendered  by  Dr.  Oscar 
M.  McCallum  of  Henderson.  Dr.  Willard  O. 
Tirrill,  III,  Chairman  of  the  Credentials  Com- 
mittee, reported  that  seventy-one  members  were 
present  which  constituted  a quorum.  Thirty-six 
TMA  county  medical  societies  out  of  the  total  of 
forty-eight  were  represented,  these  counties  com- 
prising a large  segment  of  the  TMA  member- 
ship. Twelve  county  societies  did  not  have  a 
representative  present. 

The  Speaker  read  the  purpose  of  the  called 
session  of  the  House.  He  then  called  upon  the 
TMA  President,  Dr.  J.  Kelley  Avery,  Union 
City,  to  present  the  issue  before  the  Delegates. 
Dr.  Avery  read  the  resolution  formulated  by  the 
Board  of  Trustees,  which  is  as  follows.  (The 
resolution  is  the  amended  resolution  adopted  by 
the  House  of  Delegates.) 

Resolution  No.  1 

Formation  of  a Physicians  Mutual  Liability 
Insurance  Company 
By:  BOARD  OF  TRUSTEES 

TENNESSEE  MEDICAL  ASSOCIATION 

WHEREAS,  the  prospect  of  the  loss  of  all 
professional  medical  liability  insurance  coverage 
in  Tennessee  caused  the  Tennessee  General  As- 
sembly to  enact  enabling  legislation  providing  for 
a Joint  Underwriting  Association  to  write  such 
insurance;  and 

WHEREAS,  The  rate  structure  adopted  by 
the  JUA  over  the  unanimous  opposition  of  the 
medical  membership  on  its  governing  board  will 
increase  the  cost  of  medical  care  to  the  people 
of  this  state  by  some  $15-$20  million  the  first 
year  of  its  operation;  and 

WHEREAS,  The  Board  of  Trustees  of  the 


Tennessee  Medical  Association  believes  this  is  a 
totally  unacceptable  solution  of  the  availability 
crisis  in  professional  medical  liability  insurance. 
Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical 
Association  take  action  to  form  a Physicians 
Mutual  Insurance  Company  for  the  purpose  of 
providing  professional  medical  liability  insurance 
for  the  physicians  of  this  state,  and  for  con- 
ducting a physician  educational  program  stress- 
ing potential  malpractice  hazards  based  on  case 
studies,  peer  review  and  other  material  deemed 
pertinent;  and 

RESOLVED,  That  said  Physicians  Mutual 
Insurance  Company  offer  to  the  physicians  of 
this  state  a modified  claims-made  type  of  liability 
coverage  with  built  in  protection  against  death, 
retirement  or  change  of  location;  and  be  it  further 

RESOLVED,  That  the  charter  of  said  com- 
pany be  sufficiently  broad  to  allow  for  the  cov- 
erage of  related  liability  risk  to  the  physician, 
i.e.,  coverage  of  office  and  equipment,  etc.,  and 
liability  coverage  for  other  professionals  and 
institutions  involved  in  providing  medical  care 
in  Tennessee;  and  be  it  further 

RESOLVED , That  the  Board  of  Trustees  of 
the  Tennessee  Medical  Association  be  charged  to 
act  with  all  reasonable  speed  to  put  into  effect 
the  will  of  this  Association  and  be  given  the 
authority  to  make  all  decisions  necessary  in  the 
implementation  of  this  Resolution,  and  any  other 
viable  alternative  that  may  be  forthcoming. 

Following  the  presentation  of  the  resolution, 
Dr.  Avery  recommended  that  the  House  of  Dele- 
gates stand  in  recess  for  the  purpose  of  sitting 
as  a Reference  Committee.  The  motion  was 
made  and  seconded  that  Dr.  Avery’s  recommen- 
dation be  adopted.  It  was  adopted. 

The  Speaker  called  for  additional  resolutions 
that  any  Delegate  would  desire  to  submit.  There 
were  none. 

Dr.  Avery  presented  background  information 
on  the  question  before  the  House.  He  outlined 
in  detail  the  reasons  for  the  recommendation  to 
establish  a physician-owned  insurance  company 
to  provide  medical  malpractice  insurance.  He 
reported  in  considerable  detail  the  situation  in 
the  commercial  insurance  industry  and  their  atti- 
tude toward  malpractice  insurance,  the  climate 
that  exists  with  insurance  companies,  attorneys, 
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and  the  number  of  cases  being  filed  in  mal- 
practice insurance. 

Dr.  Morse  Kochtitzky,  Nashville,  Chairman 
of  the  Ad  Hoc  Committee  of  the  Board  of 
Trustees  on  Professional  Liability  Insurance,  set 
the  stage  for  the  presentation  from  TMA’s  in- 
surance consultants  with  whom  the  Committee 
had  worked  with  to  bring  the  recommendations 
submitted  to  the  House  at  this  time.  He  reviewed 
the  legislation  passed  in  the  General  Assembly 
in  the  last  session  pertaining  to  this  matter,  and 
discussed  in  detail  steps  taken  by  the  Committee, 
and  contacts  that  had  been  made  both  with 
insurors  and  the  Insurance  Commissioner  of  the 
State  of  Tennessee,  as  well  as  other  actuarial 
studies  that  had  been  made.  He  submitted  eight 
suggestions  and  recommendations  from  the  Board 
of  Trustees,  and  reported  those  to  the  House. 
He  discussed  in  detail  the  Joint  Underwriting 
Association  organization  and  the  rates.  He  re- 
viewed the  situation  in  the  market  where  com- 
merical  insurance  carriers  had  withdrawn  from 
offering  malpractice  insurance  to  the  medical 
profession.  Dr.  Kochtitzky  reviewed  the  com- 
position of  House  Bill  1035  passed  by  the 
General  Assembly  in  1975,  and  gave  a report 
on  the  various  suits  that  are  now  being  brought 
pertaining  to  the  Arbitration  Panel  and  other 
attacks  upon  the  law  that  has  been  adopted. 

Dr.  Tom  Allen  of  Armistead,  Miller  and 
Wallace  Insurance  Company,  detailed  the  con- 
cept and  plans  for  a physicians  mutual  com- 
pany, and  how  it  would  operate  as  a non- 
assessable mutual  insurance  company,  managed 
by  a Board  of  Directors  comprised  of  doctors 
selected  by  the  Tennessee  Medical  Association, 
and  subsequently  elected  by  its  policyholders. 
He  was  followed  by  Mr.  Jake  Wallace  (AMW) 
for  additional  explanation  and  review  of  the 
work  that  had  been  done  up  to  this  session. 
Mr.  Wallace  fully  explained  the  type  of  policy 
that  was  to  be  submitted  which  is  a “modified 
claims-made  policy.”  He  outlined  the  difference 
between  a claims-made  policy  and  an  “occur- 
rence insurance”  type  policy.  Mr.  Wallace’s 
presentation  was  presented  with  the  aid  of  a 
number  of  slides  which  were  demonstrated  by 
Mr.  John  Gilbert  of  the  AMW  Company.  The 
premium  rates  for  the  seven  classes  of  insurance 
were  outlined.  Proposed  premium  rates  and 
capitalization  assessments  were  presented.  Also 
submitted  was  a presentation  of  the  makeup 
of  the  type  of  organization  that  the  physician- 
owned  company  would  be.  The  cost  of  opera- 


tion was  reported  and  other  details  pertaining 
to  the  company  were  discussed. 

There  were  numerous  questions  from  mem- 
bers of  the  House  in  a question-answer  dis- 
cussion. 

All  Delegates  were  furnished  with  a kit  at 
time  of  registration  in  which  a brochure  covered 
a report  to  the  TMA  House  of  Delegates  on 
professional  liability  coverage  for  Tennessee 
physicians.  The  informational  brochure  set  forth 
and  explained  the  Joint  Underwriting  Associ- 
ation, and  estimated  costs  of  operation  as  pro- 
posed to  a physician-owned  mutual  company. 
Such  issues  were  discussed  as  to  the  physician- 
owned  company  organization,  policy  form,  rate 
structure,  capitalization,  solicitation,  organiza- 
tion of  management,  claims,  underwriting  and 
statistical  and  estimated  costs  of  operation.  All 
of  these  matters  dealt  with  the  modified  claims- 
made  type  of  insurance  versus  occurrence  type. 

Pertaining  to  excess  or  umbrella  type  coverage, 
representatives  of  the  American  Medical  Associ- 
ation, including  an  actuary,  explained  the  AMA’s 
position  on  reinsurance  which  would  be  avail- 
able for  those  states  forming  physician-owned 
insurance  companies.  This  presentation  was  in 
considerable  detail  also. 

In  the  discussion  pertaining  to  capitalization 
of  the  physician-owned  company,  it  was  brought 
out  that  the  success  of  the  company  will  depend 
upon  the  participation  and  support  of  the  mem- 
bership of  the  Tennessee  Medical  Association 
and  the  total  MDs  in  the  State  of  Tennessee. 
It  was  believed  that  at  least  three  thousand  phy- 
sicians would  have  to  participate  in  order  to  get 
the  capitalization  necessary  to  cover  a sufficient 
amount  to  satisfy  the  Insurance  Commission  to 
approve  the  company  for  operation.  There  were 
numerous  questions  and  discussion  on  this  issue. 

Following  a short  recess,  Dr.  Avery  introduced 
Mr.  Fred  Friend  and  Mr.  Ben  Longley  who 
presented  information  pertaining  to  the  plans 
proposed  for  their  company  to  enter  the  market 
for  writing  insurance  for  physicians.  The  rep- 
resentatives submitted  pertinent  comments  in 
explaining  the  type  of  company  they  planned 
to  offer  through  a physicians  mutual  insurance 
company.  This  organization  is  presently  known 
as  the  Key  Security  Insurance  Group.  Other 
details  were  not  totally  presented  inasmuch  as  the 
company  had  not  completed  its  organization. 
The  type  of  company  presented  would  be  open 
to  investing  from  the  public  as  well  as  to  phy- 
sicians. 
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Following  this  presentation,  the  Speaker  called 
the  reconvening  of  the  Reference  Committee  as 
a House  of  Delegates.  The  Speaker  stated  that 
extensive  comments  had  been  made  and  acting 
as  Chairman  of  the  Reference  Committee,  he 
recommended  adoption  of  Resolution  No.  1 . 
This  action  brought  the  resolution  to  the  floor 
of  the  House  for  action.  Dr.  Edwards’  motion 
to  reconvene  as  the  House  of  Delegates  was 
adopted. 

Dr.  Avery  again  spoke  to  the  issue  prior  to 
voting,  pointing  out  that  the  situation  TMA  is 
in  requires  action  on  Resolution  No.  1 at  this 
meeting  of  the  House.  He  urged  the  House  to 
act  in  favor  of  the  formation  of  the  physician- 
owned  company.  Prior  to  the  voting,  an  amend- 
ment was  presented  to  the  resolution  which  was 
adopted,  and  is  included  in  the  resolution  printed 
herewith. 

The  Speaker  put  the  question  before  the 
House  and  he  called  for  a standing  vote  on  the 
question.  Tellers,  Drs.  Parker  Elrod,  John 
Russell  and  Hugh  Francis,  were  appointed  by 
the  Speaker  to  take  the  count.  Upon  the  vote, 
the  House  of  Delegates  by  a majority  of  84  to 
2,  adopted  Resolution  No.  1 as  amended. 

A certified  court  reporter  recorded  verbatim 
proceedings  of  the  session,  and  a copy  is  on  file 
at  the  TMA  headquarters  in  Nashville. 

There  being  no  further  business,  the  special 
session  of  the  House  of  Delegates  of  the  Ten- 
nessee Medical  Association  adjourned  at  1:00 
P.M. 

J.E.B. 


INTERNISTS  AND  GENERAL 
PRACTITIONERS 

Needed  for  full-service,  acute  care  hospitals  in  the 
Southeast — Knoxville,  Johnson  City,  Cleveland,  Ten- 
nessee, and  Cullman,  Alabama.  Physicians’  offices 
are  available  adjacent  to  the  hospitals.  Guaranteed 
minimum  income,  relocation  expenses,  and  office 
space  package  is  available  to  interested  parties. 

For  confidential  inquiry,  please  send  curriculum 
vitae  to: 

Director  of  Personnel 
General  Care  Corp. 

6213  Charlotte  Avenue 
Nashville,  Tennessee  37209 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensi- 
tivity, reactions  similar  to  those  alter  meperi- 
dine or  morphine  overdosage  may  occur; 
treatment  is  similar  to  that  tor  meperidine  or 
morphine  intoxication  (prolonged  and  careful 
monitoring).  Respiratory  depression  may  recur 
in  spite  of  an  initial  response  to  Nalline®  (nal- 
orphine HCI)  or  Narcan®  (naloxone  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after  in- 
gestion. LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN.  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


I ndications : Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years, 
due  to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  special  caution  in  young  chil- 
dren, because  of  variable  response,  and  with  extreme 
caution  in  patients  with  cirrhosis  and  other  ad- 
vanced hepatic  disease  or  abnormal  liver  function 
tests,  because  of  possible  hepatic  coma.  Diphenoxy- 
late HCI  may  potentiate  the  action  of  barbiturates, 
tranquilizers  and  alcohol.  In  theory,  the  concurrent 
use  with  monoamine  oxidase  inhibitors  could  pre- 
cipitate hypertensive  crisis.  In  severe  dehydration 
or  electrolyte  imbalance,  withhold  Lomotil  until  cor- 
rective therapy  has  been  initiated. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for  atropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage.  Use  with  care  in  patients  with 
acute  ulcerative  colitis  and  discontinue  use  if  ab- 
dominal distention  or  other  symptoms  develop. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing,  hyper- 
thermia, tachycardia  and  urinary  retention.  Other 
side  effects  with  Lomotil  include  nausea,  sedation, 
vomiting,  swelling  of  the  gums,  abdominal  discom- 
fort, respiratory  depression,  numbness  of  the  ex- 
tremities, headache,  dizziness,  depression,  malaise, 
drowsiness,  coma,  lethargy,  anorexia,  restlessness, 
euphoria,  pruritus,  angioneurotic  edema,  giant  urti- 
caria, paralytic  ileus,  and  toxic  megacolon. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For  ages 
2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 ml. 
(2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 times 
daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two  tablets 
(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10  ml., 
5 mg.)  q.i.d.  Maintenance  dosage  may  be  as  low  as 
one  fourth  of  the  initial  dosage.  Make  downward 
dosage  adjustment  as  soon  as  initial  symptoms  are 
controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  hyperthermia,  tachy- 
cardia, lethargy  or  coma,  hypotonic  reflexes,  nystag- 
mus, pinpoint  pupils  and  respiratory  depression 
which  may  occur  12  to  30  hours  after  overdose.  Evac- 
uate stomach  by  lavage,  establish  a patent  airway 
and,  when  necessary,  assist  respiration  mechani- 
cally. A narcotic  antagonist  may  be  used  in  severe 
respiratory  depression.  Observation  should  extend 
over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate  HCI 
with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5  mg.  of 
diphenoxylate  HCI  and  0.025  mg.  of  atropine  sulfate 
per  5 ml.  A plastic  dropper  calibrated  in  increments 
of  Vz  ml.  (total  capacity,  2 ml.)  accompanies  each 
2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to; 
G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 
Chicago,  1 1 1 i no  is  60680 
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J.  Kelley  Avery 


pre/ident’/ 


As  Joanne  and  I drove  across  our  state  one  clear,  bright  autumn  day 
this  year,  we  were  impressed  as  never  before  with  the  indescribable  beauty 
that  one  encounters  on  such  a trip.  The  vivid  splash  of  reds,  oranges, 
browns  and  greens  against  the  most  intense  blue  sky,  was  truly  breathtaking. 
We  felt  in  a very  tangible  way  the  presence  of  a forgiving,  loving  God  who 
consistently  blesses  us  beyond  our  merits  and  provides  for  us  beyond  our 
means  to  provide  for  ourselves. 

We  are  convinced  that  all  we  know  about  this  loving,  forgiving  and 
present  God  comes  to  us  through  our  knowledge  of  His  Son  whose  birth  we 
are  in  the  process  of  celebrating.  Because  of  Jesus,  we  know  truly  that 
God  is  love.  Because  of  Jesus,  we  know  how  we  ought  to  love  one  another. 
Certainly  because  of  Jesus,  it  is  easier  for  us  at  this  time  of  year  to  love 
God  and  to  love  one  another  than  it  is  throughout  the  rest  of  the  year. 
Joanne  and  I both  ask  God  to  give  us,  for  the  sake  of  His  Son,  Jesus,  the 
ability  to  express  more  of  His  love  throughout  the  year  1976  than  ever 
before. 


So  it  is  in  the  name  of  the  Son  of  God  that  we  wish  you  a Merry 
Christmas  and  that  we  pray  for  you  to  have  a truly  healthy  and  happy 
1976. 


Sincerely, 


PRESIDENT 
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What’s  Happened  To  the  Nails? 

Everything  nailed  down  is  cornin'  loose. 

Green  Pastures 

On  the  afternoon  of  Christmas  Day  of  1849 
a small  band  of  exhausted  pioneers  trudged  down 
Furnace  Creek  Wash  to  become  the  first  white 
people  to  lay  eyes  on  Death  Valley,  California. 
The  only  other  item  noted  in  the  log  kept  by 
one  of  the  group  was  simply  that  it  was  hot. 
They  were  looking  for  gold,  but  all  most  of 
them  found  was  hardship  and  dry  desert.  Some 
died.  Others  later  found  wealth,  not  from  silver 
or  gold,  but  from  borax.  That  boom  died  in  a 
market  panic  after  4 or  5 years,  and  the  boom 
towns  of  1904  became  the  ghost  towns  of  the 
20’s. 
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Death  Valley  was  home  to  Indians  for  more 
than  ten  thousands  years.  As  the  ice  age  receded, 
the  cool,  lush  valley  became  hot  and  dry,  and 
vegetation  was  sparse,  but  it  yielded  a living  to 
those  who  knew  it.  Only  to  the  careless  and 
romantic  white  man  did  it  spell  death.  And  not 
to  all  of  those.  The  view  from  Zabriskie  Point 
so  dazzled  one  of  the  early  pioneers  that  he  wrote 
to  his  family  that  he  had  “just  seen  all  of  God’s 
creation  from  one  place.”  It  is  still  today  one 
of  the  most  awesome  vistas  in  the  world.  Hot, 
dry,  and  barren — and  beautiful. 

Borax  mining  in  Death  Valley  became  un- 
profitable, and  because  of  its  grandeur  and  its 
unique  natural  assets  Death  Valley  was  made 
a national  monument  in  1933.  But  massive 
earth  moving  equipment  again  made  mining — 
strip  mining  now,  not  mining  below  the  earth’s 
surface — feasible,  and  the  monument  is  now 
being  irreparably  altered  at  the  rate  of  200  acres 
a year.  From  Zabriskie  Point  one  can  see  the 
new  and  increasing  scars  in  the  valley  floor 
and  on  the  sides  of  the  Panamint  Mountains 
to  the  West.  So  overcome  by  the  power  of  their 
equipment  is  Tenneco  that  they  have  suggested 
that  the  Park  Service  contsruct  a viewing  plat- 
form so  that  visitors  can  watch  the  operating 
strip  mines  in  action. 

Though  Death  Valley  is  one  of  the  grandest, 
most  awe-inspiring,  and  most  beautiful  areas  on 
our  earth’s  surface,  with  unique  flora  and  fauna 
and  geological  formations,  and  at  282  feet  below 
sea  level  the  lowest  elevation  in  the  Western 
Hemisphere,  one  might  overlook  its  imminent 
destruction  if  this  were  an  isolated  instance. 
But  it  is  being  repeated  many  times  over  not 
only  in  this  country  but  throughout  the  world. 
The  Redwood  forests  are  near  extinction.  Com- 
merical  interests  are  encroaching  on  our  national 
parks  and  forests.  New  Hampshire’s  “Old  Man 
of  the  Mountain”  is  being  threatened  by  an  j 
interstate  highway.  Wild  rivers — and  possibly 
even  the  Grand  Canyon  itself — are  falling  prey 
to  our  demand  for  recreational  lakes,  hydro- 
electric power,  and  urban  water  supplies.  Our  J 
shorelines,  with  their  bird  sanctuaries  and  wild 
life  preserves,  are  being  spoiled  by  pollution 
and  despoiled  by  developers.  Our  mountains, 
among  them  our  own  Tennessee  mountains,  are 
being  scalped  for  coal  to  satisfy  our  insatiable 
demands  for  energy. 

Demands.  Demands  for  energy.  Demands  for 
highways.  Even  worse,  demands  for  liberty  with- 
out responsibility,  which  translates  “license.”  De- 
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mands  for  sex  in  films  and  sex  in  the  movies 
and  sex  on  TV  and  sex  in  books,  magazines, 
and  newspapers — and  we  wonder  why  the  di- 
vorce rate  keeps  going  up  and  homes  are 
crumbling.  Demands  for  violence  in  films  and 
on  TV  and  in  the  news  media — and  we  wonder 
at  our  increasing  crime  rate.  You  say  we  don’t 
demand  it?  If  the  people  didn’t  demand  it,  we 
wouldn’t  have  it. 

Everything  once  nailed  down  is  coming  loose 
— everything  except  one.  Two  thousand  years 
ago  a star — probably  a conjunction  of  planets — 
announced  that  God  had  taken  on  human  flesh 
and  had  visited  His  Creation.  It  announced  that 
He  was  the  same  God  who  had  loved  His  people 
into  existence  in  Ur  of  the  Chaldees  two  thou- 
sand years  earlier. 

His  word  to  man  was  to  subdue  the  earth — 
not  to  destroy  it.  Is  what  we  are  doing  to  the 
earth  for  the  greatest  good  of  the  greatest  number 
of  people?  Some  of  man’s  mistakes  are  easily 
rectified.  But  a redwood  cut,  a mountain  scalped, 
a river  dammed,  a mountainside  shattered  for  a 
highway — once  done,  these  are  forever.  We  need 
to  develop  the  virtue  of  stewardship.  This  earth 
is  all  we  are  likely  to  have  in  this  life,  and  we 
were  meant  to  husband  it  for  future  generations. 
Only  in  this  generation  has  man  had  the  capa- 
bility of  almost  instant  destruction. 

Things  are  coming  loose,  but  not  of  their  own 
accord.  Man  is  pulling  out  the  nails.  The  good 
news  of  Christmas  is  that  even  if  everything  else 
comes  loose,  God  is  the  same  yesterday,  today, 
and  forever,  and  was  in  Christ  reconciling  the 
world  to  Himself.  Nails  or  no,  it  is  still  His. 

JBT 

The  Darkness  At  Christmas 

In  casting  about  for  a day  to  celebrate  the 
the  birthday  of  the  King  of  Kings,  the  actual 
date  of  which  is  lost  to  memory,  Pope  Gregory 
the  Great  in  601  settled  on  December  25  be- 
cause it  was  an  already  established  feast  day, 
and  the  church  hoped  thereby  to  ease  the  tran- 
sition to  Christianity  from  paganism  by  adopting 
and  transforming  its  feasts  and  rituals.  History 
has  shown  it  to  be  an  uneasy  marriage,  though, 
as  often  as  not  working  in  the  other  direction. 

Four  thousand  years  ago  white  robed  Mesopo- 
tamian priests  were  already  gathering  on  De- 
cember 25  for  a ceremony  of  praise  to  Marduk, 
the  Creator,  for  having  returned  to  defeat  again 
the  monsters  of  primeval  chaos  which  since 
the  beginning  of  autumn  had  been  threatening 
to  plunge  the  world  into  cold  darkness.  The 


celebration  at  the  winter  solstice  came  to  be 
observed  worldwide  and  in  all  cultures,  so  it 
was  not  unnatural  that  the  birthday  of  the  One 
who  was  the  Light  of  the  World  should  be  cele- 
brated on  this  day. 

The  celebration  which  began  as  a day  of  praise 
degenerated  in  Rome  into  the  Saturnalia,  a week- 
long  orgy  of  feasting,  revelry,  and  love-making, 
the  last  day  of  which  was  December  25,  when 
sacrifices  were  made  to  an  effigy  of  Saturn.  This 
was  followed  almost  immediately  by  the  Kalends, 
whose  pagan  celebrations,  with  all  kinds  of  orgies, 
continued  until  Ash  Wednesday.  During  this  time 
huge  luxurious  banquets  were  held  as  ritual 
offerings  to  the  dead,  so  that  with  the  celebration 
of  Life  and  Light  there  has  always  been  a strong 
undercurrent  of  Death.  It  still  is  so,  and  we 
would  do  well  as  physicians  to  take  heed  of  it. 

A lot  has  been  made  of  the  psychological  need 
for  all  of  this,  of  both  the  darkness  and  the  light 

or  sin  and  its  expiation.  Without  minimizing 
its  importance,  I am  not  going  to  dwell  on  it, 
but  instead  consider  a practical  problem  stem- 
ming from  it. 

The  church  found  out  early  that  it  was  very 
difficult  to  separate  the  revelry  of  Christmas  from 
its  real  purpose,  so  that  Christmas  as  we  know 
it  has  customs  borrowed  from  many  cultures 
and  traditions,  to  the  extent  that  the  Puritans 
banned  its  observance  as  purely  pagan,  and  the 
Syrian  and  Armenian  Churches  held  to  January 
6,  an  earlier  established  date,  and  today’s 
Epiphany,  as  Christmas.  It  is  a lot  easier  to 
make  Christmas  a time  for  children  (of  all 
ages),  a time  of  gift  giving,  feasting,  and  “good 
fellowship”  (often  a synonym  for  “drunken 
debauchery”),  with  perhaps  a little  prayer  thrown 
in,  more  out  of  superstitution  than  devotion — 
it  is  a lot  easier  to  do  that  than  it  is  to  keep 
Christmas  for  what  it  really  is.  And  herein  lies 
the  problem. 

The  pressing  medical  problems  of  Christmas 
stem  not  from  too  much  but  too  little — not 
physical  problems  from  too  much  food  and 
drink — though  there  are  certainly  a plenty  of 
those — but  emotional  ones  from  too  little  love. 
This  deprivation  is  made  more  intense  at 
Christmas  by  comparison.  Those  who  are  alone 
are  more  painfully  aware  of  it,  and  acute  depres- 
sion often  results.  Contrary  to  a widely  held 
belief,  it  has  nothing  to  do  with  finances.  It  has 
nothing  to  do  with  how  much  one  can  do  or 
how  many  people  he  can  be  with.  It  was  precisely 
to  demonstrate  this  that  God  chose  to  take  on 
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human  flesh  in  the  feed  trough  of  a stable,  and 
grow  up  from  childhood  in  the  family  of  a poor 
carpenter. 

Those  who  are  alone  and  depressed  at  Christ- 
mas need  to  be  encouraged  to  reach  out  beyond 
themselves.  We  all  need  to  reach  out  to  a wider 
circle.  It  is  often  those  who  have  little  who  give 
the  most.  Because  they  have  little  but  them- 
selves to  give,  they  give  themselves.  This  though 
is  the  ultimate  gift,  and  it  is  therapeutic  to  both 
giver  and  receiver.  It  was  God’s  ultimate  gift, 
and  it  is  what  Christmas  is  all  about. 

JBT 

Thoughts  on  Bicentennial  Eve 

The  other  day  I saw  an  advertisement  for  a 
Bicentennial  book  compiled  by  the  Associated 
Press  purporting  to  give  the  “inside  story”  of 
of  the  founding  and  the  founders  of  our  country. 
One  of  a list  of  topics  discussed  in  the  book  is 
“George  Washington’s  other  lady-friend”  (em- 
phasis theirs). 

For  several  decades  now  it  has  been  popular 
to  “de-mythologize”  various  things  and  persons, 
including  even  God,  and  to  posthumously  psy- 
choanalyze our  leaders.  That  books  on  such 
topics  have  had  wide  popular  appeal  says  some- 
thing which  is  not  good  about  the  mental  health 
of  our  society.  As  the  moral  fiber  of  society 
comes  unglued,  it  gives  comfort  to  sick  minds 
to  think  it  has  always  been  that  way,  maybe 
even  worse,  and  that  even  our  great  men  weren’t 
so  hot  either. 

Perhaps  so.  But  psychiatrists  can  attest  to  the 
verity  of  the  Biblical  statement,  “As  a man 
thinketh  in  his  heart,  so  is  he.”  Our  country  got 
off  the  ground  because  its  leaders  were  looking 
up,  not  down.  To  claim  they  were  sinless  would 
be  foolish  and  contrary  to  fact.  To  expect  them 
to  be  sinless  is  more  foolish  still.  But  most 
foolish  of  all  is  to  dwell  on  those  sins  and  to 
make  them  the  feature  of  their  humanity.  While 
this  may  bring  comfort  to  sick  minds,  it  helps 
set  the  tone  and  direction  of  society,  and  will  help 
us  in  fact  to  “hit  the  skids.” 

“Finally,  brethren,  whatsoever  things  are  true, 
whatsoever  things  are  honest,  whatsoever  things 
are  just,  whatsoever  things  are  pure,  whatsoever 
things  are  lovely,  whatsoever  things  are  of  good 
report;  if  there  be  any  virtue,  if  there  be  any 
praise,  think  on  these  things.”  (Philippians  4:8) 

JBT 

Upper  Cumberland 

You  and  I live  and  work  in  a controlled  en- 
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vironment,  and  move  about  in  our  air-conditioned 
cars  as  we  wish;  we  jet  over  this  and  other 
countries  in  our  big  aluminum  birds,  and  it’s 
possible  to  do  all  of  this  without  even  working 
up  a sweat  or  getting  off  the  pavement.  But  we 
have  to  smell  antiseptic  or  formaldehyde  or  ex- 
haust fumes,  and  food  odors,  good  or  bad.  Some- 
times we  may  get  a whiff  of  perfume.  The 
ambient  noise  is  deafening — automobiles,  air 
conditioners,  pagers,  music  (which,  if  we’re 
lucky,  we  like — usually  it’s  too  loud) — you  name 
it.  On  the  other  hand,  we  can  go  farther,  see 
more,  do  more  than  ever  before.  We  can  give 
our  patients  better  care.  You  win  some  and  you 
lose  some.  Although  nobody  appreciates  the  con- 
veniences of  modern  civilization  more  than  I do, 
I think  we’re  being  cheated. 

1 arrived  at  this  conclusion  on  a sweaty  after- 
noon at  the  recent  meeting  of  the  Upper  Cum- 
berland Medical  Society  at  the  Hotel  Donoho  in 
Red  Boiling  Springs.  I should  have  been  uncom- 
fortable— everyone,  including  me,  was  saying 
“Man,  it’s  hot!”  It  was  “unseasonably  hot”  (it 
seems  it  is  always  unseasonably  something),  but 
it  was  at  least  ten  degrees  cooler  than  the  “flat- 
lands.”  We  were  wrapped  in  one  of  those  sticky- 
moist  blankets  of  air  which  makes  little  drops  of 
water  form  on  your  skin,  and  then  a little  breeze 
comes  along,  and  the  evaporation  cools  you  off, 
and  sometimes  you  get  goose-bumps.  And  it  feels 
good — all  of  it,  hot  and  cold.  Air  conditioning 
may  be  comfortable  (if  it’s  not  too  cold  and 
drafty)  but  it’s  dull  by  comparison. 

The  road  from  Carthage  to  Red  Boiling  Springs 
passes  through  some  of  the  longest,  greenest  cor- 
ridors 1 ever  saw — sometimes  almost  tunnels. 
You  can  see  the  moss-covered  rock  strata  peep- 
ing through  the  undergrowth  along  the  banks 
of  the  cut,  which  are  sometimes  8 or  10  feet 
high,  and  the  branches  of  the  trees  above  some- 
times meet  and  intertwine,  showing  raggedy 
patches  of  blue  overhead.  Queen  Ann’s  lace 
makes  white  splotches  on  the  green,  alternating 
with  the  bright  flecks  of  sunlight  that  dance  in 
the  breeze.  I wished  that  the  car  had  no  top, 
or  even  that  the  windows  were  clean.  I wondered 
how  the  woods  smelled,  and  tried  (unsuccess- 
fully) to  fill  my  nostrils  with  memories.  What 
bird  calls  were  ringing  through  the  woods?  What 
animals  were  jumping  over  or  crawling  under 
logs?  Was  there  a lizard,  or  perhaps  a snake, 
sunning  himself  on  one?  Were  there  sounds  in 
the  woods  if  no  one  was  there  to  hear  them,  or 
just  disturbances  in  the  air? 
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That  was  when  I first  began,  in  the  midst  of 
being  thankful  my  car  had  brought  me  there,  to 
feel  a little  incomplete,  sort  of  cheated,  like  maybe 
taking  a shower  with  a rain-coat  on.  The  picture 
was  there  (though  it  went  by  pretty  fast).  But 
where  were  the  sounds,  the  odors,  the  sensations 
of  the  country?  Then  came  the  sweaty  afternoon, 
and  the  breakthrough. 

The  Hotel  Donoho,  though  built  in  1916,  is 
one  of  those  big  old  rambling  white-frame  two 
story  hotels  which  were  built  the  country  over  in 
the  latter  part  of  the  last  century,  patterned  after 
the  Southern  manorhouse,  with  full  columns  and 
verandahs  stretching  the  length  of  each  floor.  It 
faces  South,  and  the  rooms  go  through  from  front 
to  back  to  catch  the  breeze.  The  verandahs  and 
lawns  are  shaded  by  huge  maple  trees  which  must 
have  been  planted  when  the  hotel  was  built.  It  is 
air  conditioned  by  nature  (though  as  a gesture  to 
the  twentieth  century  the  dining  room,  which 
doubles  as  meeting  and  recreation  room,  is  air- 
conditioned  by  man).  You  can  sit  on  the  porch 
and  rock,  and  listen  to  the  birds,  and  smell  the 
country-side — fresh-mowed  hay,  flowers,  and  even 
some  gasoline  fumes,  (unfortunately).  It  is 
very  plain — nothing  fancy  about  it  at  all.  But 
good  beds,  and  all  the  necessities. 

The  food — fried  chicken,  country  ham,  fried 
steak,  corn,  beans,  tomatoes,  eggs,  bacon,  cherry 
cobbler,  biscuits,  biscuits,  and  more  biscuits,  with 
butter,  honey,  and  home-made  strawberry  pre- 
serves— is  served  family  style,  and  the  amount 
put  away  by  those  attending  the  meeting,  with 
their  wives  and  children,  bordered  onto  sinful. 
It  is  fortunate  the  meeting  lasted  only  2 days. 
And,  oh,  yes — the  program  was  good.  Everyone 
there  enjoyed  it,  the  food,  the  countryside,  and 
each  other’s  company. 

I thought  of  those  countless  meetings  I’ve  gone 
to  from  one  end  of  the  country  to  the  other 
staying  in  the  luxury  hotels  which  were  only  occa- 
sionally luxurious,  but  always  at  luxury  prices.  I 
thought  of  how  hard  I’ve  worked  looking  for 
some  really  good  food,  and  how  seldom  it  was.  I 
thought  of  how  many  times  I’ve  come  home  won- 
dering if  it  was  really  worth  it,  sometimes  sure 
it  wasn’t,  only  occasionally  feeling  it  really  was. 

This  time,  though,  I didn't  feel  even  the  least 
bit  cheated.  Maybe  next  year  you  should  join  us 
— June  16-17,  Hotel  Donoho,  Red  Boiling 
Springs.  The  concensus  is  that  you  won’t  feel 
cheated  either — maybe  stuffed,  but  not  cheated. 

JBT 
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The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association: 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

Barbara  Donaldson,  M.D.,  Maryville 
James  Ricciardi,  M.D.,  Maryville 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Barry  Roy  Klein,  M.D.,  Chattanooga 
Philip  F.  Macon,  M.D.,  Chattanooga 
John  G.  Paty,  Jr.,  M.D.,  Chattanooga 
Adel  Nemr  Shenouda,  M.D.,  Chattanooga 
Charles  W.  Sienknecht,  M.D.,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

James  Spruill.  M.D.,  Jackson 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Robert  L.  Bourland,  Jr.,  M.D.,  Memphis 
Steven  T.  Charles,  M.D.,  Memphis 
Charles  T.  Langford,  Jr.,  M.D.,  Memphis 
Marilyn  McRae,  M.D.,  Memphis 
Shamim  M.  Moinuddin,  M.D.,  Memphis 
J.  Garnett  Murphy,  M.D.,  Memphis 
Patrick  J.  O'Sullivan,  M.D.,  Memphis 
James  R.  Wennemark,  M.D.,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

A.  Bertrand  Brill,  M.D.,  Nashville 
Richard  H.  Dean.  M.D.,  Nashville 
John  C.  Frist,  Jr.,  M.D.,  Nashville 
Alan  R.  Hinman,  M.D.,  Nashville 
Michael  J.  Keyes,  M.D.,  Nashville 

WASHINGTON-CARTER-UNICOI  COUNTY 
MEDICAL  SOCIETY 

Arthur  Sale  Harris,  M.D.,  Johnson  City 
W.  R.  McGowan,  M.D.,  Johnson  City 
Fred  Robinson.  M.D.,  Mountain  Home 


program/  and  new / of 
medical  /odetie/ 


Knoxville  Academy  of  Medicine 
Continuing  Medical  Education  Programs 

The  Committee  meeting  on  November  11,  1975  with 
the  Continuing  Medical  Education  programs  is  as 
follows: 

Surgery — William  H.  Scott,  M.D.,  Chairman  and 
Professor,  Department  of  Surgery,  Vanderbilt  Uni- 
versity School  of  Medicine,  and  President  of  the 
American  College  of  Surgeons,  spoke  on  “Current 
Status  of  Vagotomy  in  the  Treatment  of  Peptic  Ulcer.” 

Pediatrics,  Radiology,  and  Urology — Charles  E. 
Shopfner,  M.D.,  Chairman  and  Professor,  Depart- 
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ment  of  Radiology,  University  of  South  Alabama  and 
Mobile  General  Hospital,  Mobile,  Alabama,  discussed 
“Changing  and  Changed  Concepts  in  Pediatric  Uro- 
radiology.” 

Psychiatry — A film  was  shown  on  “Non-Demand 
Pleasuring”  followed  by  discussion  of  “A  Treatment 
Approval  in  Sexual  Dysfunction.”  Moderator  was  John 
Kandalskis,  Ph.D.,  Clinical  Psychologist. 

Ophthamology — CETV — American  Academy  of  Oph- 
thalmology Series. 

Pathology — Area  Pathologists  met  in  the  Pathology 
Conference  Room  at  UT'  Hospital  and  viewed  slides 
from  interesting  and  unusual  cases. 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  Academy  fall  meeting  was  held  on  Tuesday, 
November  11,  at  Baptist  Hospital.  Clifford  Allen  (D) 
and  Bob  Olsen  (R),  candidates  for  Tennessee's  Fifth 
Congressional  District,  presented  their  views  on  pro- 
fessional liability  insurance,  national  health  insurance, 
mandatory  continuing  education  for  license  renewal, 
and  other  medical  topics.  A question-answer  session 
followed  their  presentations. 


notional  neui/ 


THIS  MONTH  IN  WASHINGTON 
(From  the  AMA’s  Office  in  Washington,  0,0.) 
AMA  and  Health  Legislation 

The  American  Medical  Association  brought 
the  concerns  of  American  medicine  to  the  atten- 
tion of  the  Congress  a number  of  times  during 
the  season  of  the  Harvest  Moon. 

At  a hearing  before  a House  Judiciary  Sub- 
committee looking  into  the  charge  that  federal 
agencies  may  be  taking  too  much  power  into 
their  own  hands,  the  AMA  testified  that  “al- 
though potentially  inherent  in  many  agencies, 
abuses  have  become  more  obvious  in  the  health 
agencies  during  the  past  10  years.” 

Raymond  T.  Holden,  M.D.,  Chairman  of  the 
AMA  Board  of  Trustees,  said  the  many  health 
programs  Congress  approved  during  this  time 
“because  of  the  complexity  of  the  solutions  in- 
herent, were  often  mere  skeletons.  In  its  haste 
to  provide  operational  programs,  Congress  often 
has  allowed  executive  agencies  and  bureaus  to 
add  the  flesh.” 

As  a result,  Dr.  Holden  said,  the  final  program 
often  is  “unrecognizable”  from  what  Congress 
had  in  mind.  He  charged  there  has  been  inten- 
tional non-conformance  with  Congress’  intent, 
“an  insatible  appetite  for  more  regulation”  in 
which  the  bureaucracy  “runs  amok  by  attempting 
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to  regulate  any  activity  which  touches  upon,  in- 
fluences, or  is  affected  by  the  Congressional  pro- 
gram.” The  time  is  long  overdue  to  put  a stop 
to  regulatory  abuse,  the  AMA  official  told  the 
Subcommittee. 

Dr.  Holden  pointed  to  the  Health  Education 
and  Welfare  Department’s  actions  on  Utilization 
Review.  After  withdrawing  the  initial  proposal 
for  hospital  pre-admission  certification,  strongly 
opposed  by  the  AMA,  the  Department  went 
ahead  with  final  rules  that  were  “equally  objec- 
tionable” in  requiring  review  of  all  patients 
within  24  hours.  Dr.  Holden  said  provisions  of 
the  basic  Medicare  law  were  “improperly  in- 
voked” and  irrelevant  provisions  of  other  pro- 
grams were  “imperiously  used”  by  HEW.  The 
AMA  brought  suit  and  was  successful  in  obtain- 
ing a preliminary  injunction  upheld  on  appeal. 

Edgar  T.  Beddingfield,  M.D.,  Vice  Chairman 
of  the  AMA’s  Council  on  Legislation,  told  the 
Subcommittee  the  AMA  is  backing  a measure  to 
amend  the  Administrative  Procedures  Act  to  re- 
quire agencies  to  follow  certain  procedures.  The 
bill,  introduced  by  Rep.  Thomas  Kindness  (R- 
Ohio),  calls  for  adequate  time  for  comment,  and 
expands  the  type  of  governmental  actions  that 
would  come  under  the  rule-making  regulations. 
The  bill  (H.R.  10301)  requires  the  agency  to 
include  “the  rationale  in  accepting,  rejecting,  or 
accepting  in  modified  form  the  comments  received 
by  the  interested  parties.”  Dr.  Beddingfield  said 
this  is  to  “assure  that  the  agency  not  indulge 
further  in  its  practice,  often  utilized,  of  rejecting 
out-of-hand  comments  with  which  it  does  not 
agree.  . . .”  Any  final  rule  substantially  changed 
from  its  proposed  form  would  have  to  go  through 
the  process  as  a proposed  rule  to  allow  comment, 
he  said. 

sj:  sj: 

American  Indian  Health 

The  AMA  told  Congress  it  is  time  to  improve 
the  health  of  Indians. 

“The  Association  believes  that  today,  when 
the  nation  appears  ready  to  correct  some  of  the 
wrongs  done  the  first  Americans,  there  is  an 
opportunity  to  bring  the  health  status  of  the 
American  and  Alaskan  Native  to  the  level  of  the 
general  population,  rather  than  remaining  decades 
behind.” 

Robert  B.  Hunter,  M.D.,  a member  of  the 
AMA  Board  of  Trustees,  said  the  Indian  Health 
Service  “has  done  well  with  what  it  has,  but  it 
does  not  have  enough.”  Dr.  Hunter,  testifying 
before  the  House  Subcommittee  on  Indian  Af-  ! 
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fairs,  endorsed  legislation  before  the  House  and 
Senate  to  improve  health  services  for  Indians. 

In  the  past,  increases  in  the  budget  for  Indian 
health  services  have  done  little  more  than  keep 
up  with  inflation,  the  physician  told  the  law- 
makers. “They  have  enabled  the  Service  to  main- 
tain its  health  care  system,  but  not  to  improve 
it.”  Only  a few  new  facilities  have  been  built  or 
old  ones  modernized,  Dr.  Hunter  noted. 

Based  on  extensive  studies  by  the  AMA  and 
others,  Dr.  Hunter  said,  one  solution  to  the  man- 
power needs  must  be  to  attract  more  Indians  to 
the  health  professions.  He  supported  provisions 
in  the  measures  to  train  more  Indian  physicians 
through  scholarships  and  in  other  ways. 

Changes  were  recommended  to  allow  employ- 
ment of  private  health  professionals  on  a con- 
tract basis  to  meet  backlogs  in  health  care  services 
needed  by  Indians.  An  immediate  construction 
and  modernization  program  for  health  facilities 
was  endorsed  as  well  as  provisions  requiring  In- 
dian participation  in  planning  and  program 
operation. 

He  urged  passage  of  a provision  for  a one- 
year  study  to  investigate  alcoholism  and  mental 

health  among  Indians. 

* * # 

Regulation  of  Lobbying 

Bills  before  Congress  to  impose  additional 
regulations  on  lobbying  activities  were  opposed 
by  the  AMA  as  “unnecessary  and  discrimina- 
tory.” 

The  goal  of  the  legislative  proposals  for  “open 
government”  could  be  defeated  by  the  reform 
plans  which  could  stifle  legitimate  and  needed 
contacts  of  citizens  and  their  organizations  with 
the  Government,  Executive  and  Congress,  the 
AMA  said. 

In  a statement  for  the  House  Judiciary  Sub- 
committee considering  the  issue,  the  AMA 
noted  the  multitude  of  federal  health  programs 
that  involve  communications  by  physicians  and 
their  organizations  with  the  Government.  “This 
access  is  necessary  in  the  future  to  assure  the 
maximum  input  of  the  expertise  and  experience 
of  the  physician  and  of  his  practical  concern  for 
the  individual  beneficiary,”  the  AMA  said.  “This 
input  must  not  be  subject  to  unnecessary 
regulation.” 

One  upshot  of  the  legislation  would  be  to 
bring  under  federal  controls  great  numbers  of 
organizations  and  people  who  heretofore  have 
not  been  considered  lobbyists,  including  state  and 
local  medical  organizations. 


A provision  of  a major  lobbying  bill  could 
control  organizations  with  periodic  publications 
which  report  on  legislative  and  regulatory  af- 
fairs, the  AMA  said.  Such  organizations  would 
have  the  alternative  of  complying  with  the  re- 
porting and  other  burdens  imposed  by  the  bill,  or 
to  cease  reporting  on  regulatory  and  legislative 
affairs  of  legitimate  interest  to  members,  accord- 
ing to  the  AMA  statement. 

Another  provision  could  require  the  reporting 
of  all  members  of  organizations  who  contribute 
more  than  $100  during  a year,  possibly  including 
dues.  “Such  a requirement  would  be  extremely 
onerous  and  in  many  situations  compliance  would 
be  impossible,”  said  the  AMA.  “These  provisions 
of  the  bill  would  be  harsh  and  unfair  and  could 
serve  little  or  no  purpose  except  harassment.” 

In  discouraging  communications  with  Con- 
gress, the  goal  of  open  government  would  be 
defeated,  the  statement  declared. 

^ 

Candidate  Support  by  AMPAC 

The  American  Medical  Political  Action  Com- 
mittee has  asked  the  Federal  Election  Commis- 
sion to  permit  political  groups  to  solicit  support 
or  endorsement  of  federal  candidates  through 
communications  with  members  without  having  to 
subject  such  expenditures  to  the  disclosure  re- 
quirements of  the  law. 

Rex  Kenyon,  M.D.,  a member  of  the  AMPAC 
Board  of  Directors,  told  the  Commission  the 
Elections  Law  approved  by  Congress  provides 
that  contributions  or  expenditures  “shall  not  in- 
clude communications  by  a corporation  to  its 
stockholders  and  their  families  or  by  a labor  or- 
ganization to  its  members  and  their  families  on 
any  subject.”  Another  section  provides  that  ex- 
penditure does  not  include  “any  communication 
by  a membership  organization  ...  to  its  mem- 
bers. . . .” 

However,  Dr.  Kenyon  said,  the  Elections  Com- 
mission would  appear  to  limit  the  directive  of 
Congress  allowing  communications  on  any  sub- 
ject to  prohibit  the  endorsement  or  solicitation 
of  support  for  a federal  candidate  or  office-holder. 
“We  believe  this  is  unwise,”  he  said. 

Stressing  that  AMPAC  “has  no  objection  what- 
ever to  the  full  disclosure  of  any  and  all  of  its 
activities,”  Dr.  Kenyon  said  AMPAC  would  like 
to  assure  its  members  “that  they  can  participate 
openly  and  freely  without  fear  of  being  in  viola- 
tion of  unduly  restrictive  laws  and  regulations.” 

jfc  :<C 
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Medicare  Reimbursement 

Quick  action  has  been  urged  by  the  House 
Health  Subcommittee  staff  to  block  rollbacks  in 
Medicare  reimbursement  rates  for  physicians 
during  the  current  fiscal  year. 

Charging  that  the  HEW  Department’s  index 
for  calculating  reimbursement  has  had  the  “un- 
intended and  unanticipated  effect’’  of  pushing 
some  current  payment  levels  below  those  of  last 
year,  the  staff  said  in  a report  that  Congress  will 
have  to  move  quickly  “in  order  to  make  it  as 
administratively  feasible  as  possible  to  modify 
the  current  situation.’’ 

The  Subcommittee,  headed  by  Rep.  Dan 
Rostenkowski  (D-Ill.),  voted  tentative  agreement 
on  amending  the  index  “so  as  to  preclude  any 
rollback  of  fiscal  year  1976  prevailing  fees  below 
fiscal  year  1975  prevailing  fees.” 

The  change  was  one  of  the  major  goals  sought 
by  the  AMA  in  testimony  before  the  Subcom- 
mittee last  month.  The  Administration  had 
acknowledged  the  problem,  but  refused  to  sup- 
port legislation  to  correct  it,  merely  noting  that 
the  rollback  problem  would  not  reoccur  in  future 
updates  of  prevailing  charge  screens. 

In  a staff  document,  the  Ways  and  Means 
Subcommittee  noted  that  the  economic  index  for 
physicians’  fees  was  not  issued  by  HEW  until 
last  April.  Almost  two  and  a half  years  since 
the  enabling  legislation  was  passed.  Only  30  days 
were  then  allowed  for  comment  from  interested 
parties,  a time  squeeze  that  generated  such 
criticism  that  the  regulations  were  the  subject 
of  hearings  by  the  Subcommittee  June  12  and 
then  last  month. 

“It  should  be  pointed  out  that  if  HEW  had 
not  delayed  so  long  in  implementing  the  regula- 
tions, there  would  not  have  been  any  rollbacks 
in  prevailing  charges,”  the  report  said. 

One  of  the  major  criticisms  levelled  at  the 
rollback  by  the  staff  was  the  effect  on  physician 
acceptance  of  assignment  under  Medicare. 

“It  is  predictable  that  the  rollbacks  will  further 
discourage  physicians  from  accepting  assignment” 
and  “result  in  an  even  further  decrease  in  the 
assignment  rate  with  the  consequence  that 
beneficiaries  will  pay  an  even  larger  proportion 
of  their  medical  bills  out-of-pocket,”  said  the 
report. 

To  illustrate  how  the  rollback  operates,  the 
report  said  a beneficiary  or  a physician  who  was 
paid  $20  for  an  office  visit  in  fiscal  year  1975 
may  get  only  $18  in  the  current  fiscal  year  1976. 

Beyond  the  rollback  question,  the  staff  pointed 
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out  that  members  of  the  medical  profession  (in- 
cluding the  AMA)  “expressed  great  concern 
over  the  individual  indices  used  to  make  up  the 
overall  index”  which  was  designed  to  gear  Medi- 
care reimbursement  with  rising  costs  of  living  in 
general.  Critics  contend  that  the  indices  “did 
not  fairly  represent  their  increases  in  practice 
expenses.  In  particular,  the  index  does  not  allow 
for  the  increases  in  malpractice  insurance  pre- 
mium physicians  have  experienced.” 

Edgar  T.  Beddingfield,  M.D.,  Vice  Chairman 
of  the  AMA’s  Council  on  Legislation  told  the 
Subcommittee  last  month  that  the  physician’s  fee 
index  developed  by  HEW  was  an  “abuse  of  the 
regulatory  process.”  Dr.  Beddingfield  urged  that 

the  economic  index  be  repealed. 

^ ^ ^ 

National  Health  Insurance  Plan 

A catastrophic-oriented  national  health  insur- 
ance plan  has  been  introduced  into  the  Senate 
by  Russell  Long  (D-La.)  and  Abraham  Ribicoff 
(D-Conn.). 

The  bill,  much  the  same  as  last  year’s  version, 
was  co-sponsored  by  11  other  Senators  includ- 
ing Senate  Majority  Leader  Mike  Mansfield  (D- 
Mont.),  Senate  GOP  Leader  Hugh  Scott  of 
Pennsylvania,  and  Senator  Herman  Talmadge 
(D-Ga.),  Chairman  of  the  Finance  Subcommit- 
tee on  Health. 

The  Long-Ribicoff  bill  has  been  the  dark  horse 
challenger  in  the  NHI  picture,  opposed  by  all  of 
the  major  outside  groups  offering  NHI  programs. 
It  is  especially  repugnant  to  labor,  and  has  been 
fought  by  the  Administration.  As  the  bi-partisan 
list  of  Long-Ribicoff  sponsors  indicates,  however, 
the  measure  has  a lot  going  for  it  in  the  Senate 
where  it  ranks  with  organized  labor’s  Health 
Security  Act  championed  by  Sen.  Edward 
Kennedy  (D-Mass.)  as  a contender. 

Long  waited  a long  time  to  put  in  his  bill  this 
year,  prompting  speculation  he  figured  NHI  was 
a dead  issue  or  that  he  had  changed  his  mind 
about  his  bill.  As  it  turned  out,  Long  chose  an 
introduction  time  when  interest  appeared  to  be 
reviving  on  Capitol  Hill  for  a catastrophic  ap- 
proach to  NHL 

Cost  of  the  bill  was  put  at  $7  billion  yearly. 

The  Administration  held  off  submission  of  an 
NHI  plan  this  year,  but  is  almost  sure  to  offer 
a plan  next  year  similar  to  the  Administration’s 
old  CHIP  bill.  The  other  major  NHI  recom- 
mendations before  Congress  include  the  Ameri- 
can Medical  Association’s  Comprehensive  Health 
Care  Insurance  Act,  Labor’s  bill,  the  American 
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Hospital  Association’s  plan,  and  the  Health  In- 
surance companies’  NHI  proposal. 

Under  the  Long  bill: 

*A11  people  would  be  covered  by  a cata- 
strophic protection  provision  that  would 
pay  for  everything  above  the  cost  of  60 
days  in  a hospital  or  $2,000  in  expenses. 

*A  uniform  national  benefit  and  eligibility 
structure  with  heavier  federal  contributions 
that  would  reshape  the  present  Medicaid 
program  and  broaden  it  to  include  the 
“working  poor.” 

* Private  health  insurance  carriers  would 
have  to  meet  government  standards  to 
qualify  for  participation  in  the  catastrophic 
and  other  federal  health  programs. 

The  catastrophic  insurance  could  be  provided 
by  either  the  government  through  a one  percent 
payroll  tax  or  through  employers’  own  insurance 
plans  in  which  case  employers  could  receive  a 
50  percent  tax  rebate.  A separate  Social  Security 

trust  fund  would  finance  this  provision. 

^ 

Processing  of  Medicare  Bills 

Private  health  insurance  organizations  do  a 
better  and  cheaper  job  of  handling  Medicare  bills 
than  the  Social  Security  Administration,  accord- 
ing to  a General  Accounting  Office  (GAO) 
report. 

High  federal  pay  and  administrative  ineffi- 
ciencies were  blamed  for  Social  Security’s  poor 
showing  in  comparison  with  private  organizations. 

The  report  was  sent  to  the  House  Ways  and 
Means  Committee  which  requested  it  last  year. 
The  Ways  and  Means  Health  Subcommittee  will 
open  Autumn  legislative  hearings  soon  on  Na- 
tional Health  Insurance.  A major  issue  is 
whether  a Social  Security-financed  catastrophic 
program  should  be  part  of  NHI. 

The  GAO  is  an  agency  of  Congress  that  in- 
vestigates the  activities  of  the  Federal  Govern- 
ment as  a function  of  Congress’  oversight  role. 

GAO  compared  with  SSA's  Bureau  of  Health 
Insurance  performance  and  cost  for  1973  with 
that  of  four  contract  intermediaries — Mutual  of 
Omaha,  Travelers,  the  Maryland  Blue  Cross 
Plan,  and  Hospital  Service  Corporation  (the 
Chicago  Blue  Cross  Plan). 

The  GAO  report  found  that  the  average  cost, 
excluding  audit,  of  a bill  processed  by  SSA  was 
$12.39  compared  to  $7.31  for  Travelers,  $7.28 
for  Mutual,  $3.81  for  Chicago,  and  $3.55  for 
Maryland. 

Social  Security  and  intermediaries  like 


Travelers  and  Mutual  serve  providers  in  a num- 
ber of  states,  thus  requiring  field  offices,  and 
serve  a higher  percentage  of  skilled-nursing  facil- 
ities, whose  bills  are  considered  more  difficult  to 
process  than  hospital  bills,  GAO  said.  “Such 
intermediaries  can  be  expected  to  have  higher 
costs  than  Blue  Cross  Plans,  which  primarily 
serve  hospitals  in  only  one  state  or  part  of  a 
state,”  the  report  said. 

GAO  said  it  believes  the  Committee  should 
allow  HEW  to  redesignate  an  intermediary  “when 
because  of  geographic  dispersion,  the  provider’s 
selection  appears  to  inhibit  efficient  administra- 
tion.” 

The  report  said  Social  Security’s  Administra- 
tive costs  “substantially  exceed  the  costs  of 
Mutual  and  Travelers.  Higher  salaries  and  lower 
productivity  appear  to  be  major  reasons  for  the 
higher  costs  of  the  division,  which,  unlike  the 
private  intermediaries,  had  no  production 
standards.” 

Social  Security  “generally  took  longer  than  the 
private  intermediaries  to  pay  bills  and  make  final 
settlements  with  providers.  Its  error  rate  was 
about  average,”  the  report  asserted. 

Noting  that  personnel  costs  account  for  about 
65  percent  of  an  intermediary’s  expenses,  GAO 
said  Social  Security  personnel  were  consistently 
higher  paid  than  personnel  in  comparable  jobs 
with  the  four  private  intermediaries.”  For 
example,  accountants  and  auditors  at  Social 
Security  were  paid  $21,600  compared  with  an 
average  $15,900  in  the  private  groups.  Social 
Security  claims  examiners  got  $11,600  compared 
with  $7,900;  Registered  Nurses  $13,600,  com- 
pared with  $11,700. 

Social  Security’s  annual  compensation  ex- 
ceeded the  average  annual  compensation  of  the 
four  private  intermediaries  by  36  percent  for 
accountants  and  auditors,  47  percent  for  claims 
examiners,  and  16  percent  for  Registered  Nurses, 
the  report  said. 


North  Dakota  Physician  Named 
Chairman  of  UT  0B-GYN  Unit 

Dr.  Preston  V.  Dilts,  Jr.,  M.D.,  until  recently 
head  of  Obstetrics  and  Gynecology  at  the  Uni- 
versity of  North  Dakota  College  of  Medicine,  has 
been  named  chairman  of  the  Department  of  Ob- 
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stetrics  and  Gynecology  at  the  University  of 
Tennessee  Center  for  the  Health  Sciences. 

The  new  chairman  is  a native  of  Missouri 
and  earned  his  bachelor’s  degree  at  Washington 
University  in  St.  Louis.  He  received  his  M.D. 
degree  from  Northwestern  University  Medical 
School  as  well  as  a master’s  degree  in  gynecologic 
pathology. 

Dr.  Dilts  has  served  as  president  and  vice 
president  of  the  Society  of  Obstetrical  Anesthesia 
and  Perinatology,  is  an  examiner  for  the  Ameri- 
can Board  of  Obstetrics  and  Gynecology  and  is 
a member  of  numerous  professional  and  academic 
organizations  and  committees. 

U-T  Acquires  Chest  Hospital; 

ETCDH  May  Close 

The  University  of  Tennessee  Center  for  the 
Health  Sciences  now  has  its  own  teaching  hospital 
in  the  heart  of  the  Memphis  Medical  Center  with 
the  acquisition  of  the  West  Tennessee  Chest 
Disease  Hospital. 

The  Tennessee  Department  of  Public  Health 
has  deeded  the  320-bed  hospital,  its  grounds  and 
equipment  to  UTCHS,  which  took  over  operation 
under  contract  July  1.  The  state  also  has  trans- 
ferred its  $2.34  million  appropriation  for  next 
year  to  the  university  which  will  continue  to 
treat  a maximum  of  125  chest  disease  inpatients, 
the  average  occupancy  rate,  next  year. 

Physicians  and  administrators  met  recently  in 
Knox  County  for  an  informal  discussion  of  possi- 
ble uses  of  the  East  Tennessee  Chest  Disease 
Hospital  if  the  state  should  close  out  its  opera- 
tions at  the  facility  by  the  middle  of  1977. 

In  a meeting  with  the  Knox  County  Legisla- 
tive Delegation  earlier,  Dr.  Eugene  Fowinkle, 
state  commissioner  of  public  health,  told  the 
lawmakers  his  department  is  considering  a phase 
out  of  its  tuberculosis  care  at  the  hospital. 

The  commissioner  explained  that  with  modern 
drug  therapy  and  the  major  medical  advances 
which  have  been  made  in  the  area  of  TB,  it  is 
cheaper  for  the  state  to  contract  for  TB  patient 
care  instead  of  operating  the  hospitals. 

The  state  and  county  officials  will  meet  again 
over  the  next  few  weeks  to  discuss  the  future  of 
the  hospital. 

Pact  Officially  Establishes 
ET  Cancer  Research  Unit 

UT  Knoxville,  the  Knoxville  unit  of  the  UT 
Center  for  the  Health  Sciences,  Oak  Ridge  Asso- 
ciated Universities  and  Oak  Ridge  National 
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Laboratory  have  signed  an  agreement  officially 
establishing  the  East  Tennessee  Cancer  Research 
Center  (ETCRC). 

The  primary  goals  of  the  center,  according  to 
ETCRC  director  Dr.  Anthony  Girardi,  will  be  to 
coordinate  research  and  patient  care  activities  and 
to  provide  educational  programs  for  health  pro- 
fessionals and  the  public. 

Planning  for  the  center  has  been  under  way 
since  1972.  Research  is  conducted  in  the  labora- 
tories of  the  institutions  and  headquarters  is  in 
the  IBM  Building  near  Cedar  Bluff  Road. 

Included  among  the  cancer  studies  under  way 
in  the  area  are  projects  involving  the  use  of 
nuclear  medicine  in  detection  and  diagnosis,  the 
genetics  of  cancer,  cancer  chemotherapy,  nutri- 
tion and  cancer,  tumor  immunology,  chemical  and 
viral  carcinogens  and  the  genetics  of  cancer. 


per/oflol  new/ 


DR.  CRAWFORD  W.  ADAMS,  Nashville,  has  been 
installed  as  president  of  the  American  College  of 
Chest  Physicians. 

DR.  JAMES  KELLEY  AVERY,  Union  City,  has  been 
made  a fellow  in  the  American  Academy  of  Family 
Physicians.  Other  Tennessee  physicians  receiving  fellow- 
ships were:  DR.  JAMES  BOWERS  BELL,  Seymour; 
DR.  WALTER  A.  BELL,  Dickson;  DR.  JAMES  C. 
BRADSHAW,  JR.,  Lebanon;  DR.  CHARLES  C.  CHIT- 
WOOD. JR.,  Lafayette;  DR.  DAVID  E.  DARRAH, 
Gallatin;  DR.  FLOYD  DAVIS,  Kingsport;  DR.  JOHN 
DERRYBERRY,  Shelby ville;  DR.  ELIJAH  MORGAN 
DUDNEY,  Gainesboro;  DR.  WILLIAM  CLARK 
FRANCIS,  Cookeville;  DR.  SIDNEY  ALLEN  GAR- 
RETT, Johnson  City;  DR.  CHARLES  BEN  HARVEY, 
Tullahoma;  DR.  GORDON  P.  HOPPE,  Greeneville; 
DR.  GEORGE  L.  KIRKPATRICK,  Englewood;  DR. 
FRED  D.  LANSFORD,  JR.,  Chattanooga;  DR.  EVER- 
ETTE  G.  LYNCH,  Morristown;  DR.  KENNETH 
CLYDE  LYNCH,  Kingsport;  DR.  HASKELL  B.  Mc- 
COLLUM,  Greeneville;  DR.  ALBERT  J.  MITCHUM, 
Erin;  DR.  WILLIAM  OLANDA  MURRAY,  Newbem; 
DR.  MICHAEL  O'DELL,  Greeneville;  DR.  ARTHUR 
M.  OWENS,  Dunlap;  DR.  KENNETH  J.  PHELPS, 
Lewisburg;  DR.  JAMES  M.  TOZER,  Harriman,  and 
DR.  MONTIE  E.  SMITH,  JR..  Selmer. 

DR.  JAMES  HARRIS  BARKER,  Jackson,  has  become 
a fellow  of  the  American  College  of  Surgeons.  Other 
Tennessee  physicians  being  made  Fellows  were:  DR. 
PHIL  DOUGLAS  CRAFT,  Chattanooga;  DR.  A.  C. 
FORONDA,  Pulaski;  DR.  JERRY  L.  KENNEDY, 
Tullahoma;  DR.  CHARLES  DeFIORE,  JR.,  Knoxville; 
and  DR.  ROBERT  H.  HARALSON,  III,  Maryville. 

DR.  BENJAMIN  F.  BYRD,  JR.,  Nashville,  has  been 
installed  as  President  of  the  American  Cancer  Society. 
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DR.  JOHN  DERRYBERRY,  Shelbyville,  has  been 
elected  to  the  board  of  directors  of  the  American 
Academy  of  Family  Physicians. 

DR.  L.  D.  MULLINS,  Erwin,  has  been  elected  Unicoi 
County  medical  examiner. 

DR.  JAMES  W.  PATE,  Memphis,  has  been  presented 
the  “Golden  Apple”  award  by  the  American  Medical 
Student  Association  at  UT. 

DR.  JOSEPH  PARKER,  Memphis,  has  been  elected 
president  of  the  Tennessee  State  Pediatrics  Society. 

DR.  JOHN  D.  PIGOTT,  Memphis,  has  been  elected 
a member  of  the  Board  of  Directors  of  the  American 
Cancer  Society. 

DR.  H.  WILLIAM  SCOTT,  JR.,  Nashville,  has  been 
installed  as  President  of  the  American  College  of 
Surgeons. 

DR.  CURTIS  C.  SEXTON,  Lake  City,  has  been  elected 
to  the  Board  of  Directors  of  the  Bank  of  Oak  Ridge. 

DR.  PAUL  SPRAY,  Oak  Ridge,  has  been  named  chair- 
man of  the  Society  of  Alumni  and  Friends  of  MEDICO. 


Feb.  8-12  Southeastern  Surgical  Congress,  Mariott, 
New  Orleans. 


Feb.  26-28  Symposium  on  Modern  Concepts  in  Brain 
Tumor  Therapy,  Laboratory  and  Clinical 
Investigation,  Sheraton  Biltmore,  Atlanta. 

Mar.  3-6  Neurosurgical  Society  of  America,  Mar- 
co Island  Hotel,  Marco  Island,  Fla. 


Mar.  5-10  American  Academy  of  Allergy,  Ameri- 
cana-El  San  Juan.  San  Juan,  PR. 

Mar.  19-25  American  Society  of  Clinical  Pathologists 
and  College  of  American  Pathologists, 
Fairmont  Hotel,  Dallas,  Texas. 


Mar.  20-23  American  Association  of  Pathologists  and 
Bacteriologists,  Boston  Sheraton  Hotel, 
Boston. 


Mar.  23-27  International  Academy  of  Pathology, 
Sheraton  Boston  Hotel,  Boston. 


DR.  JOHN  B.  THOMISON,  Nashville,  was  awarded 
the  Annual  Divisional  Award  of  the  American  Cancer 
Society  for  Outstanding  Contributions  to  the  Control 
of  Cancer. 


Mar.  26-27  Symposium  on  Home  Care  of  the  Dying 
Patient  and  the  Family,  sponsored  by 
Foundation  of  Thanatology,  New  York. 


DR.  JOHN  R.  THOMPSON,  JR.,  Jackson,  has  received 
the  Tennessee  Hospital  Association's  meritorius  service 
award. 


Mar.  27-31  American  Society  of  Abdominal  Surgeons, 
Pick  Congress  Hotel,  Chicago. 


DR.  THOMAS  L.  WARING,  Memphis,  has  been 
awarded  the  Memphis  Rotary  Club  Award  for  Out- 
standing Service  to  the  Handicapped. 


Mar.  29- 
Apr.  2 


American  College  of  Radiology,  Wash- 
ington Hilton.  Washington  DC. 


announcement/ 


CALENDAR  OF  MEETINGS 


NATIONAL 

1976 

Jan.  19-22  Forty-third  annual  meeting  of  National 

Association  of  Private  Psychiatric  Hospi- 
tals, Canyon  Hotel  Raquet  and  Golf  Re- 
sort, Palm  Springs,  California. 

Ian.  26-28  Society  of  Thoracic  Surgeons,  Washington 
Hilton,  Washington,  D.C. 

Ian.  28-  American  College  of  Psychiatrists,  del 

Feb.  2 Coronado  Hotel,  Coronado,  Calif. 


Jan.  30- 
Feb.  1 


AMA  Congress  on  Medical.  Education, 
72nd,  Palmer  House,  Chicago. 


Jan.  31- 
Feb.  4 


American  Academy  of  Orthopaedic  Sur- 
geons, Marriott-Rivergate,  New  Orleans. 


(WwfkK 

It's  a get-well  card  from  all  the  nurses  on  the  floor.' 
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The  continuing  medical  education  accredita- 
tion program  of  TMA  has  full  approval  by 
AMA’s  Council  on  Medical  Education.  If  the 
continuing  medical  education  program  of  your 
hospital  or  medical  society  is  accredited  by 
TMA’s  committee , you  may  receive  for  your 
attendance  at  its  functions  Category  I credit  for 
the  AM  A Physician's  Recognition  Award.  If 
you  wish  information  as  to  how  your  hospital 
or  society  may  receive  accreditation,  write: 
Director  of  Continuing  Medical  Education,  Ten- 
nessee Medical  Association,  112  Louise  Avenue, 
Nashville,  Tennessee  37203. 

IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportuni- 
ties which  come  to  our  attention  which  might  be  of 
interest  to  our  membership,  as  some  of  these  are  very 
long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses.  In  order  to  conserve  space,  most  of 
them  will  be  published  in  only  one  issue  of  the  Journal. 

Clinical  Training  Program 
For  Practicing  Physicians 

Opportunities  for  advanced  clinical  education  for 
physicians  in  family  practice  and  in  various  sub- 
specialties have  been  developed  by  the  School  of 
Medicine  and  the  Division  of  Continuing  Education  of 
Vanderbilt  University.  The  practicing  physician,  with 
the  guidance  of  the  participating  department  chairman 
can  plan  an  individualized  program  of  one-to-four 
weeks  to  meet  recognized  needs  and  interests.  The 
experience  will  include  contact  with  patients,  discussion 
with  clinical  and  academic  faculty,  conferences,  ward 
rounds,  learning  individual  procedures,  observing  new 
surgical  techniques,  and  access  to  excellent  library 
resources.  Experience  in  more  than  one  discipline 
may  be  included. 

Participating  Departments  and  Divisions 


Anesthesiology  Bradley  E.  Smith,  M.D. 

Medicine  Grant  W.  Liddle,  M.D. 

Cardiology Gottlieb  C.  Friesinger,  III,  M.D. 

Chest  Diseases  James  D.  Snell,  M.D. 

Dermatology  Robert  N.  Buchanan,  Jr.,  M.D. 

Endocrinology  David  Rabin,  M.D.; 

David  N.  Orth,  M.D. 
Diabetes  Oscar  B.  Crofford,  M.D. 

Gastroenterology  Steven  Schenker,  M.D. 

Hematology  . Sanford  B.  Krantz,  M.D. 

Infectious  Diseases  Zell  A.  McGee,  M.D. 

Renal  Diseases H.  Earl  Ginn,  M.D. 

Clinical  Pharmacology  John  A.  Oates,  M.D. 

Neurology Gerald  M.  Fenichel,  M.D. 


Obstetrics  & Gynecology  John  S.  Zelenik,  M.D. 


Orthopaedics  Paul  W.  Griffin,  M.D. 

Pathology  William  H.  Hartmann,  M.D. 

Pediatrics  David  T.  Karzon,  M.D. 

Psychiatry  Marc  H.  Hollender,  M.D. 

Radiology  John  R.  Amberg,  M.D. 

Surgery 

General  H.  William  Scott,  Jr.,  M.D. 

Neurological  William  F.  Meacham,  M.D. 

Ophthalmology  James  H.  Elliott,  M.D. 

Oral  H.  David  Hall,  D.M.D. 

Pediatric  James  A.  O’Neill,  M.D. 

Plastic John  B.  Lynch,  M.D. 

Thoracic  & Cardiac  Harvey  W.  Bender,  M.D. 

Urology  Robert  K.  Rhamy,  M.D. 

Cancer  Chemotherapy  . Vernon  H.  Reynolds,  M.D. 
ELIGIBILITY : All  licensed  physicians  are  eligible. 
ADMINISTRATIVE  FEE:  $200.00  per  week. 
CREDIT:  American  Medical  Association  Physician’s 
Recognition  Award  and  American  Academy  of  Family 
Physician’s  Continuing  Education  accreditation. 
APPLICATION:  For  further  information  and  appli- 
cation, contact: 

Paul  E.  Slaton,  M.D.,  Director,  Continuing  Education 
305  Medical  Arts  Building 

Nashville,  TN  37212  Tel.  615/322-2716 


Cancer  Information 

D-l-A-L  A-C-C-E-S-S  S-Y-S-T-E-M 

WHAT?  A valuable  cancer  education  service  through 
toll-free  telephone  calls  that  bring  the  most 
recent  diagnostic  and  therapeutic  informa- 
tion on  specific  neoplastic  disease  problems. 

WHERE?  In  the  Southern  Medical  Association  area 
through  co-sponsorship  of  The  University 
of  Texas  System  Cancer  Center. 

WHEN?  Monday-Friday,  8:00  a.m.  to  7:00  p.m., 
CST;  Saturday,  8:00  a.m.  to  11:00  a.m., 
CST. 

Write:  Southern  Medical  Association 
Cancer  Information  Center 
2601  Highland  Avenue 
Birmingham,  Alabama  35205 
Ask  for  DIAL  ACCESS  SYSTEM  catalogue. 


University  of  Tennessee  Clinical 
Education  Center-Chattanooga 
1976  Program  Schedule 


Feb.  11 
Feb.  19-20 
March  4-5 
March  18-19 
April  22-23 


Use  of  Blood  and  Blood  Products 
Ear,  Nose  and  Throat  Problems 
Orthopaedics 

Recent  Advances  in  Pediatrics 
Allergies 
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May  13-14 
June  3-4 
Spring  1976 


Spring  1976 


Pulmonary  Functions 
Infectious  Disease 

Diagnostic  Radiology  for  the  F.P.  and 
E.R.  Physician  (One  week  in  Gatlin- 
burg) 

Tax  and  Estate  Planning  for  Physicians 
(2-3  days  in  Callaway  Gardens  or  Hil- 
ton Head  Island) 


Courses  approved  for  Category  I credit  for  AMA 
Physician’s  Recognition  Award. 

For  information,  contact  LeRoy  J.  Pickles,  Director 
of  Continuing  Medical  Education,  Suite  300,  921  East 
Third  Street,  Chattanooga,  Tennessee  37403. 


School  of  Medicine 
Medical  School  of  Georgia 
Augusta,  Georgia 

1976 

CONTINUING  MEDICAL  EDUCATION 

BASIC  NEUROLOGY.  February  19-21 
CLINICAL  PSYCHIATRY.  February  26-27 
MAKING  SURGICAL  DECISIONS.  March  4-6 
HORMONAL  REPLACEMENT.  March  15-16 

THE  AGED  PATIENT-PSYCHIATRIC  AND 
NEUROLOGIC  ASPECTS,  May  6-8 

THE  PITUITARY,  May  20-22 

INTERNAL  MEDICINE,  Holiday  Inn  of 
Jekyll  Island,  Georgia,  June  10-12 

PHYSICIANS  CONTINUING  EDUCATION  SERIES, 
in  Dalton,  Georgia,  January  8.  February  12.  March 
11,  and  April  1. 

In  Dublin.  Georgia.  January  27,  February  24,  and 
March  23. 


Division  of  Continuing  Education 
Medical  College  of  Georgia 
Augusta,  Georgia  30902 


Feb.  9-11  BASIC  MECHANISMS  OF  DISEASE, 
Louisiana  State  University  Medical  Center 
School  of  Medicine,  Shreveport,  LA. 
Feb.  18-20  IMMUNOLOGICAL  MECHANISMS  OF 
DISEASE,  University  of  Florida  College 
of  Medicine,  Hilton  Hotel,  Gainesville, 
FL. 

Information:  Registrar,  Postgraduate  Courses,  ACP, 

4200  Pine  Street,  Philadelphia,  PA  19104. 

See  August,  1975  issue  for  complete  1975-76  listing  of 
Regional  meetings  and  Postgraduate  courses. 

Infectious  Disease  Course 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a five-day  postgraduate  course  on  infectious 
diseases  on  January  26-30,  1976.  in  Keystone,  Colo. 
The  course  will  be  held  in  conjunction  with  the  Stan- 
ford University  Medical  Center. 

The  course  is  designed  for  the  internists  and  general 
practitioners,  and  will  provide  a thorough  and  up-to- 
date  review  of  topics  in  infectious  diseases  of  special 
interest  in  internal  medicine.  Emphasis  will  be  on 
the  newer  concepts  of  diagnosis,  treatment,  and  pre- 
vention of  infectious  diseases;  a session  will  be  devoted 
to  the  clinical  relevance  of  the  advances  in  knowledge 
of  host  defense  mechanisms  against  infection. 

Infectious  Disease  Update 

The  American  College  of  Physicians  (ACP)  will 
sponsor  a three-day  postgraduate  course  entitled  “Up- 
date in  Infectious  Diseases”  on  January  28-30,  1976, 
in  Valley  Forge,  Pa.  The  course,  held  in  conjunction 
with  the  Medical  College  of  Pennsylvania,  Philadelphia, 
will  take  place  at  the  Sheraton  Hotel. 

The  course  will  present  an  up-to-date  review  of  pre- 
vention. diagnosis,  and  therapy  of  certain  changing  or 
unusual  aspects  of  infectious  diseases.  Topics  of  dis- 
cussion will  include  newer  antibiotics,  syphilis,  leprosy, 
respiratory  viruses,  and  bacterial  infections.  Emphasis 
will  be  on  pathophysiology,  diagnosis,  and  management 
based  on  recent  developments  in  microbiology,  phar- 
macology, and  clinical  investigation. 


American  College  of  Physicians 
Postgraduate  Courses 

Jan.  5-9  WORKSHOPS  IN  THE  PHYSIOLOGY, 
DIAGNOSIS  AND  TREATMENT  OF 
ELECTROLYTE  AND  ACID-BASE  DIS- 
ORDERS, University  Pennsylvania  School 
of  Medicine,  Philadelphia,  PA. 

Jan.  20-23  INTERNAL  MEDICINES  AND  THE 

PRACTICE  OF  INTERNAL  MEDICINE, 
Letterman  Army  Medical  Center,  San 
Francisco,  CA. 

Jan.  26-30  SECOND  STANFORD  WINTER 

COURSE  IN  INFECTIOUS  DISEASES, 
Stanford  University  Medical  (Tenter,  Stan- 
ford, CA,  Keystone,  CO. 

Jan.  28-30  UPDATE  IN  INFECTIOUS  DISEASES, 
Medical  College  of  Pennsylvania,  Phila- 
delphia, PA. 


University  of  Maryland,  School  of  Medicine 
Baltimore,  Maryland 


Jan.  17-18 

Feb.  12-14 
Feb.  20 
Feb.  28 
Mar.  3- 
Apr.  7 

Mar.  5-6 

Mar.  18 
Mar.  25-27 
Apr.  3-4 


1976  Program  Schedule 

Family  Medicine  Intensive  Learning  Week- 
end— No.  1 
Dermatology  Days 
Obstetrics  Day 
Traumatology 

Selected  Topics  in  General  and  Family 
Practice — Part  II  (6  Consecutive  Wednes- 
day evenings) 

Gastroenterology — Management  of  the 
Problem  Patient 

Perspectives  in  Child  Development 
Cancer  Seminar — No.  2 
Family  Medicine  Intensive  Learning  Week- 
end— No.  2 
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Apr.  22-23 
May  6-7 

May  8 
June  13-19 


Blood  Diseases  and  Transfusion 
Symposium  of  Acute  Pulmonary  Condi- 
tions and  Trauma 
Drugs  and  the  Anesthesiologist 
Family  Practice  Review  Program 


For  further  information  and  brochures,  contact:  Pro- 
gram of  Continuing  Education,  University  of  Maryland 
School  of  Medicine,  29  South  Greene  Street,  Baltimore, 
Maryland  21201. 


Emory  University  School  of  Medicine 
Continuing  Medical  Education 
Atlanta,  Georgia 

1976  Program  Schedule 

Jan.  23  Physical  Medicine  & Rehabilitation,  “Skel- 

etal Muscle  Spasms  of  Local  Origin,” 
Georgia  Mental  Health  Institute,  Altanta. 

Feb.  19-21  Obstetrics  & Gynecology,  “Infections  in 
Gynecology-Obstetrics  Practice,”  Pine  Isle 
Hotel,  Lake  Lanier,  Atlanta. 


Feb.  23-27 


Mar.  3-6 
Mar.  17-21 


Physical  Medicine  & Rehabilitation,  “Clin- 
ical Biofeedback  Training  Course,” 
Georgia  Mental  Health  Institute,  Atlanta. 

Urology,  “Urology  Seminar  on  Urologic 
Surgery,”  Marriott  Motor  Hotel,  Atlanta. 

Obstetrics  & Gynecology,  “A  Snow  Job 
in  Gynecology-Obstetrics,”  Snowmass  at 
Aspen,  Colorado. 


Apr.  Physical  Medicine  & Rehabilitation,  “Phy- 

sical Impairment  and  Disability  Evalua- 
tion,” Atlanta,  to  be  announced. 


Apr.  1-3  Surgery,  “General  Surgical  Approach  to 
Vascular  Disease,”  Omni  International, 
Atlanta. 


Apr.  1-3  Anesthesiology,  "Pharmacology  for  the 
Anesthesiologist,”  Center  for  Disease 
Control  Auditorium,  Atlanta. 

Apr.  5-7  Pediatrics,  “Neonatology  for  the  Pedi- 
atrician,” Grady  Memorial  Hospital, 
Atlanta. 


Apr.  8-10 


Apr.  8-10 


Apr.  8-10 


Apr.  19-22 


May  8-10 


Obstetrics  & Gynecology,  “Gynecology 
Onocology  & Instruction  in  Colposcopy,” 
Crawford  W.  Long  Memorial  Hospital, 
Atlanta. 

Orthopedic  Surgery,  “Techniques  in  Or- 
thopedic Surgery,”  Grady  Memorial  Hos- 
pital, Atlanta. 

Gastroenterology,  “Three  Days  of  Gastro- 
enterology” (sponsored  by  the  American 
College  of  Gastroenterology),  Royal 
Coach  Motor  Hotel,  Atlanta. 

Cardiovascular,  “The  Treatment  of  Heart 
Disease,”  Royal  Coach  Motor  Hotel, 
Atlanta. 

Plastic  Surgery,  “Plastic  & Reconstructive 
4th  Annual  Hand  Symposium,”  Atlanta, 
to  be  announced. 


May  10-14 


May  20-22 


Sept,  to  be 
announced 
Sept.  1, 
1975- 
Sept.  1, 
1976 


Cardiovascular  Disease,  “Frontiers  in 
Cardiology,”  Royal  Coach  Motor  Hotel, 
Atlanta. 

Obstetrics  & Gynecology,  “Clinical  Topics 
in  Gynecology  and  Obstetrics,”  Grady 
Memorial  Hospital,  Atlanta. 

Chest  Disease,  “Tri-State  Consecutive 
Case  Conference,”  Ponte  Vedra,  Florida. 
Postgraduate  Courses  on  Videocassettes 
available  for  rental,  purchase  or  mem- 
bership. (Catalogue  by  request). 


Accreditations:  These  courses  are  all  approved  by  the 
AMA  in  Category  1 toward  the  AMA’s  Physician’s 
Recognition  Award  and  by  the  AAFP  when  appropriate. 
For  further  information  write  to: 

Associate  Dean  for 
Continuing  Medical  Education 
69  Butler  St. 

Atlanta,  GA  30303 
Tel:  (404)  659-1676 


Bowman  Gray  School  of  Medicine 
Division  of  Continuing  Education 
Winston-Salem,  North  Carolina 


Jan.  5-9 

Jan.  12-16 
Jan.  18-23 
Jan.  26-30 
Feb.  2-6 
Feb.  9-13 
Feb.  16-20 
Feb.  23-27 
Mar.  1-5 
Mar.  8-12 


Apr.  20-23 

Apr.  26-30 
May  3-7 
May  10-14 
May  17-21 
May  24-28 
May  31- 
June  4 
June  6-1 1 
June  14-18 
June  21-25 


1976  Winter  Course 

Acoustics  & Instrumentation,  Laboratory 

Administration 

Doppler— Breast 

Neurosonology 

Urinary  Tract,  Abdomen 

Abdomen 

Obstetrics  & Gynecology 
Radiation  Therapy,  Ophthalmology 
Adult  Cardiology 
Adult  Cardiology 
Pediatric  Cardiology 

1976  Spring  Course 

Acoustics  & Instrumentation,  Laboratory 

Administration 

Doppler — Breast 

Neurosonology 

Urinary  Trace,  Abdomen 

Abdomen 

Obstetrics  & Gynecology 
Radiation  Therapy.  Ophthalmology 

Adult  Cardiology 
Adult  Cardiology 
Pediatric  Cardiology 


Contact:  Application  forms  and  further  information 
may  be  obtained  by  writing  to: 

Division  of  Continuing  Education 
Bowman  Gray  School  of  Medicine 
300  South  Hawthorne  Road 
Winston-Salem,  NC  27103 
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Duke  University  Medical  Center 
Department  of  Community  Health  Sciences 
Durham,  North  Carolina 

The  First  American-German  Postgraduate  Medical 
Congress  will  be  held  between  December  26,  1975 
and  January  9,  1976  at  the  Holiday  Inn  in  Nassau 
followed  by  a Caribbean  cruise.  Fifteen  qualified  Uni- 
versity Professors  from  the  United  States  and  Germany, 
all  bi-lingual,  will  participate  in  teaching  seminars  rec- 
ommended for  practicing  physicians,  internists,  cardi- 
ologists, family  physicians. 

Further  details  may  be  obtained  by  writing  to: 

S.  Heyden,  M.D. 

Department  of  Community  Health  Sciences 
Duke  University  Medical  Center 
Durham,  NC  27710 


American  Thoracic  Society  of  Louisiana 
Medical  Section  of  American  Lung 
Association  of  Louisiana,  Inc. 

New  Orleans,  Louisiana 

The  three  annual  national  and  international  post- 
graduate courses  in  pulmonary  diseases  held  in  New 
Orleans  each  winter  will  be  consolidated  into  a single 
week  in  1976  and  called  “SUPERCOURSE”  starting 
February  16. 

The  Respiratory  Care  Course  will  open  that  Monday, 
February  16,  1976;  followed  by  the  Pulmonary  Func- 
tion Course  on  Tuesday,  February  17;  and  the  Pedi- 
atric Pulmonary  Course  beginning  on  Wednesday, 
February  18. 

Professionals  interested  in  receiving  final  registration 
information  may  do  so  by  contacting  the  American 
Thoracic  Society,  1740  Broadway,  New  York,  New 
York  10019;  or  the  American  Thoracic  Society  of 
Louisiana,  Suite  1504,  333  St.  Charles  Avenue,  New 
Orleans,  LA  70130.  Inquiries  should  be  directed  to 
Mr.  Ben  Fontaine,  Course  Coordinator. 


Behavior  Modification  Technology 
1976  Workshop  Schedule 


Feb.  4-6 
Feb.  9-13 
March  3-6 
March  31- 
April  3 
April  21-24 
May  5-8 
May  17-21 


Philadelphia 
Chicago 
Atlanta 
New  York 

Cleveland 

Boston 

Chicago 


For  information,  contact:  BMT  Inc. 

P.  O.  Box  597 
Libertyville,  IL  60048 
Telephone:  (312)  367-0606 


New  York  University 
Postgraduate  Medical  School 
New  York,  New  York 
Heart  Disease  Course 

New  York  University  Post-Graduate  Medical  School 
and  St.  Vincent’s  Medical  Center  of  Richmond,  Staten 
Island,  will  offer  a course  on  “Recent  Advances  in 


Medical  and  Surgical  Management  of  Congenital  and 
Rheumatic  Heart  Disease”  Jan.  9 through  Feb.  13, 
1976. 

This  course  with  a tuition  of  $75  has  been  approved 
for  the  American  Academy  of  Family  Practice  and 
for  8 hours  credit  in  Category  I for  the  Physician’s 
Recognition  Award  of  the  American  Medical  Associ- 
ation. 

Respiratory  Disease  Course 

New  York  University  Post-Graduate  Medical  School 
will  present  a three-day  course  on  “Current  Topics  in 
Respiratory  Disease,”  Jan.  22  to  24,  1976. 

The  course  is  designed  for  internists  and  family 
physicians  who  wish  a detailed  and  comprehensive 
review  of  some  of  the  more  commonly  encountered 
respiratory  diseases.  Special  emphasis  will  be  placed 
on  newer  concepts  of  disease  mechanisms,  diagnosis 
and  effective  patient  management  in  the  office  and 
hospital  setting.  The  course  material  is  particularly 
appropriate  for  physicians  preparing  for  certification 
or  recertification  in  medicine,  as  well  as  those  who 
wish  to  update  their  clinical  skills  in  pulmonary  di- 
seases. Instruction  will  be  by  lectures,  case  presenta- 
tions and  panel  discussions  with  ample  time  allotted 
for  free  interchange  between  physicians  and  faculty. 
Lecture  abstracts  and  annotated  references  will  be 
provided. 

Subjects  include  “Pulmonary  Infections,”  “Chronic 
Obstructive  Pulmonary  Disease,”  “Asthma  and  Hyper- 
sensitivity Pneumonitis,”  “Acute  Respiratory  Failure” 
and  “Physiologic  Derangements  in  Lung  Disease.” 

This  course  is  approved  for  17  hours  credit  in 
Category  I for  the  Physician’s  Recognition  Award  of 
the  American  Medical  Association. 

A tuition  fee  of  $185  is  payable  when  submitting 
application. 

Applications  and  a detailed  brochure  of  the  course 
may  be  obtained  from  Office  of  the  Associate  Dean, 
New  York  University  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York,  NY  10016;  or  telephone 
(212)  679-3200,  Ext.  4037. 

SIXTH  ANNUAL 

Aspen  Radiology  Conference 

The  sixth  annual  Aspen  Radiology  Conference  will 
be  held  March  lst-5th,  1976  at  the  Aspen  Institute 
for  Humanistic  Studies,  Aspen,  Colorado.  The  Con- 
ference is  designed  for  physicians  and  scientists  inter- 
ested in  diagnostic  radiology,  nuclear  medicine  and 
radiation  therapy  and  will  explore  the  impact  of  clin- 
ical and  technological  advances  on  radiologic  practice. 

The  topics  for  discussions  will  include  advances  in 
cardiovascular,  gastrointestinal,  bone  and  neuroradi- 
ology involving  a tri-radiological  approach.  Each  morn- 
ing will  survey  the  advances  in  a single  radiology 
subdivision  as  a refresher  course  with  independent  paral- 
lel diagnostic,  nuclear  medicine  and  therapy  sessions. 
Instructive  cases,  illustrating  these  topics  and  previewed 
by  the  audience  will  be  presented  for  open  discussion 
in  the  afternoons. 

Further  information  may  be  obtained  from  Emanuel 
Salzman,  M.D.,  Conference  Chairman,  Division  of 
Radiology,  Beth  Israel  Hospital,  Denver,  Colorado 
80204. 


DECEMBER,  1975 
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Notice  To  All  Members! 


if  Your  Memberships  in  the  Tennessee  Medical  Association  and  Ameri- 
can Medical  Association,  including  subscriptions  to  The  Journal  of 
the  Tennessee  Medical  Association  and  The  Journal  of  the  AM  A 
expired  on  December  31.  Here’s  how  to  renew  them: 

if  Mail  your  dues  immediately  to  the  Secretary  of  Your  County 
Medical  Society. 

ic  TMA  dues  are  $80.00.  AMA  membership  dues  are  $250.00.  If  you 
don’t  know  the  amount  of  your  County  Medical  Society  dues,  check 
with  your  local  Secretary. 

if  Many  members  probably  will  want  to  send  one  check  to  cover  local, 
state,  and  national  dues.  Make  Check  Payable  To  Your  County 
Medical  Society. 

if  Your  local  Secretary  or  Treasurer  will  forward  state  and  AMA 
dues  for  you  and  other  members  to  the  Nashville  Office  of  the  TMA. 
That  office  will  transmit  AMA  dues  to  Chicago. 

if  Remember:  As  a part  of  the  privileges  and  services  offered  to  all 
members  of  TMA,  you  will  receive  a year’s  subscription  to  The 
Journal  of  the  Tennessee  Medical  Association  without  cost.  Dues- 
paying  members  of  the  AMA  will  receive  a year’s  subscription  to 
The  Journal  of  the  AMA,  Today’s  Health,  and  American  Medical 
News. 

if  The  member  who  becomes  eligible  for  exemption  from  dues,  and  wishes 
to  take  advantage  of  exemption,  should  make  his  wishes  known  to 
the  Secretary  of  his  County  Medical  Society.  After  exemption  has 
once  been  established,  the  member  is  carried  over  from  year  to  year, 
unless  the  status  changes  and  notification  is  received  from  your 
County  Medical  Society. 
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1975 

MEMBERSHIP  ROSTER 
TENNESSEE  MEDICAL  ASSOCIATION 

1975  MEMBERS  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 

An  alphabetical  listing  of  members  of  The  Tennessee  Medical  Association  by  County  Medical  Society 
is  published  as  a service  to  the  membership.  The  various  membership  categories  are  noted  by 
special  symbols.  * denotes  Veteran  Status;  $ denotes  Post-Graduate  Status;  t denotes  Military 
Status. 


BEDFORD  COUNTY 
MEDICAL  SOCIETY 

Shelbyville 
W.  L.  Chambers 
Albert  L.  Cooper 
Tohn  S.  Derryberry 
“H.  Alfred  Farrar 
Taylor  Farrar 
Joseph  H.  Feldhaus 
Sue  W.  Johnson 
Grace  E.  Moulder 
Earl  Rich 

Aubrey  T.  Richards 

B.  Carl  Rogers 

C.  T.  Stubblefield 
Sara  Womack 

BENTON-HUMPHREYS 
MEDICAL  SOCIETY 

Camden 

W.  H.  Blackburn 

R.  I.  Bourne,  Jr. 

Joe  S.  Butterworth 

New  Johnsonville 
James  J.  Lawson 

Waverly 

Harold  L.  Blanton 
Wallace  J.  McClure 
Dorris  A.  Sanders 
Joseph  W.  Stephens 
Arthur  W.  Walker 

BLOUNT  COUNTY 
MEDICAL  SOCIETY 

Alcoa 

T.  S.  Henderson,  Jr. 
Colin  L.  Kamperman 
J.  Thomas  Mandrell 

Maryville 
O.  K.  Agee 
Billy  H.  Blanks 
John  A.  Bollinger,  Jr. 
John  H.  Bowen 
H.  A.  Callaway,  Jr. 
James  M.  Callaway 
J.  W.  Christofferson 
Mary  D.  Cragan 
William  C.  Crowder 
W.  W.  Crowder 
Lynn  F.  Curtis 
Barbara  Donaldson 
William  E.  Elliot 
Ted  L.  Flickinger 
R.  H.  Haralson,  Jr. 

R.  H.  Haralson,  ill 

C.  N.  Hatfield 
Louis  E.  Haun 
Paul  W.  Hoffmann 
James  T.  Holder 
Cecil  B.  Howard 
John  R.  Huffman 
Horner  L.  Isbell 
Elgin  P.  Kintner 
Sam  S.  Lambeth 
Roy  W.  Laughmiller 
Frank  S.  Lovingood 
John  F.  Manning 
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Kenneth  Marmon 
Gordon  McCall 
David  L.  McCroskey 

N.  A.  McKinnon,  Jr. 
Robert  D.  Mynatt 
H.  S.  Nelson 

M.  D.  Peterson 
Jack  Phelan 
James  N.  Proffitt 
Robert  D.  Proffitt 
Bainard  P.  Ramsey 
James  Ricciardi 
Robert  W.  Seaton 

O.  L.  Simpson,  Jr. 

J.  B.  Smalley 

H.  T.  Vandergriff 
Lowell  E.  Vinsant 
J.  A.  Yarborough 

Rockford 
Robert  F.  Leyen 

Prescott,  Arizona 
Julian  C.  Lentz 

BRADLEY  COUNTY 
MEDICAL  SOCIETY 

Cleveland 
Robert  L.  Allen 
John  M.  Appling 
Charles  W.  Arnold,  Jr. 
Marvin  R.  Batchelor 
John  M.  Bryan 
Glenn  Byers 
Peter  Bzik 
Chalmer  Chastain 
Robert  H.  Cofer 

A.  Estes  Felker 
Jack  R.  Free 
Robert  D.  Hays 
C.  Richard  Hughes 
Ivan  C.  Humphries 
William  W.  Johnson 
Frank  K.  Jones 
Cecil  H.  Kimball 
C.  A.  Kyle,  Jr. 

James  C.  Lowe 
Gary  K.  McAllister 
Joseph  McCoin 
Hayes  Mitchell 
John  Murphy 
Fred  A.  Muths 
John  Parkinson 
E.  Harris  Pierce 
John  Powell 
William  Proffitt 
John  A.  Rogness 
Charles  Romaine 
Fenton  L.  Scruggs 
James  H.  Simrall 
William  R.  Smith 
W.  C.  Stanbery 
Claud  H.  Taylor 
James  R.  Thurman 
James  R.  Van  Arsdall 
Gilbert  A.  Varnell 

Copperhill 

William  O.  Campbell 
W.  C.  Zachary,  Jr. 

Duclctown 
William  R.  Lee 


BUFFALO 
RIVER  VALLEY 
MEDICAL  SOCIETY 

Centerville 
Parker  D.  Elrod 
Bertie  L.  Holladay 

Hohenwald 

Veena  Anand 
Virender  Anand 
Harvey  Anderson 

Linden 

“Neil  Jay  Kellman 
Gordon  H.  Turner,  Jr. 
Parsons 

Charles  M.  Alderson 

James  A.  Meeks 

CAMPBELL  COUNTY 
MEDICAL  SOCIETY 

Harrogate 
George  L.  Day 
Roy  C.  Ellis 
G.  Stanley  Thompson 
Jesse  L.  Walker 

Jellico 
William  Y.  Oh 
Charles  A.  Prater 
Charles  H.  Wilkens 

LaF ollette 
E.  G.  Cline,  Jr. 

J.  D.  Crutchfield 
M.  L.  Davis 
James  C.  Farris 
John  C.  Pryse 
“Roscoe  C.  Pryse 
L.  J.  Seargeant 
Burgin  H.  Wood 

Lake  City 
Ronald  D.  Hall,  III 

CHATTANOOGA- 
HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Chattanooga 
Jerome  H.  Abramson 
Chester  G.  Adams 
J.  E.  Adams,  Jr. 

John  W.  Adams,  Jr. 
William  P.  Aiken 
Edgar  D.  Akin 
J.  T.  Albritton 
Hilda  N.  Alisago 
Billy  Jason  Allen 
Charles  H.  Alper 
“E.  R.  Anderson 
Harry  S.  Anderson 
Ira  Lee  Arnold 
Joseph  S.  Atkinson 
Stewart  H.  Auerbach 
Joel  Eugene  Avery 

A.  Merton  Baker,  Jr. 
Fred  B.  Ballard,  Jr. 
Samuel  L.  Banks 
W.  A.  Banks 
Juancho  C.  Bautista 
G.  E.  Beckmann,  Jr. 
John  Bruce  Berry 
William  B.  Berry 


E.  F.  Besemann 
Samuel  S.  Binder 
W.  R.  Bishop 
Billy  Gene  Black 
Catherine  Boatwright 
Lonnie  Roy  Boaz,  Jr. 
Walter  E.  Boehm 
Walter  M.  Boehm 
Harry  Vanzandt  Bork 
J.  O.  Bowers,  Jr. 
Robert  E.  Bowers 
John  F.  Boxell 
William  D.  Brackett 
Frank  S.  Brannen 
Robert  D.  Braun 
John  Brimi 
Neil  Charles  Brown 
R.  L.  Brown 
T.  F.  Buchanan,  Jr. 
E.  F.  Buchner,  III 
William  F.  Buchner 
Arch  H.  Bullard 
John  Arthur  Burke 
Thomas  L.  Buttram 
W.  R.  Buttram,  Jr. 
Winston  P.  Caine,  Jr. 
Gary  B.  Caldwell 
Donald  R.  Campbell 
E.  R.  Campbell,  Jr. 
Don  Allen  Cannon 
Maurice  A.  Canon 
Ramon  L.  Carroll,  Jr. 
Bennett  W.  Caughran 
David  A.  Chadwick 
C.  Robert  Clark 
R.  B.  Clark,  III 
C.  R.  Cleaveland 
Joel  B.  Clements 
Oscar  H.  Clements 
R.  C.  Coddington 
J.  R.  Collins 
Frank  C.  Combes 
“John  L.  Cooley 
J.  H.  Corey,  Jr. 
George  Edwin  Cox 
M.  Sue  C.  Cox 
Phil  D.  Craft 
Robert  E.  Lee  Craig 
J.  F.  Crawley,  Jr. 
James  H.  Creel,  Jr. 
John  M.  Crowell 
“Tolbert  C-  Crowell 
Doyle  E.  Currey 
“Joe  Tom  Currey 
Thomas  W.  Currey 
Thomas  H.  Curtis 

B.  E.  Dahrling,  II 
Malcolm  B.  Daniell 
James  Wilson  Davis 
Jimmy  B.  Davis 
Robert  G.  Demos 
P.  L.  DeRuiter 
Joseph  James  Dodds 
R.  B.  Donaldson 
W.  C.  Dowell 
James  Robert  Drake 
Stanley  J.  Dressier 
Philip  J.  Dugan 
Daniel  Dupourque 
John  Q.  Durfey 

P.  M.  DuVoisin 
William  K.  Dwyer 
W.  C.  Dyer,  Jr. 

Frank  R.  Eldridge 
John  C.  Ellis 


Bruce  A.  Elrod 
Henry  Clay  Evans,  Jr. 
John  Thomas  Evans 
R.  E.  Eyssen 
James  R.  Fancher 
Theodore  A.  Feintuch 
Francis  M.  Fesmire 
William  B.  Findley* 

R.  V.  Fletcher 
J.  M.  Foley 
Augustus  C.  Ford 
N.  G.  Forlidas 
W.  R.  Fowler 
Guy  M.  Francis 

A.  H.  Frye,  Jr. 

D.  G.  Garrett,  Tr. 

“Orville  Carlos  Gass 
George  Clive  Gibson 
Robert  H.  Giles,  Jr. 
Edwin  Wayne  Gilley 
“Dean  W.  Golley 
James  K.  Goodlad 
A1  W.  Gothard 
Frank  B.  Graham,  III 
Joseph  W.  Graves 
William  R.  Green 
W.  C.  Greer 
Wallace  D.  Grissom 

B.  F.  Grotts 

R.  B.  Hagood,  Jr. 
David  Parks  Hall 
Foster  Hampton,  III 
Richard  A.  Hansen 
“John  C.  Hampton 

B.  D.  Hamsberger 
“Elliott  F.  Harrison 
“Carl  A.  Hartung 
H.  K.  Harvey 

D.  E.  Haskins,  III 
Charles  W.  Hawkins 
J.  Henry  Hawkins 
Paul  E.  Hawkins 
Cauley  W.  Hayes,  Jr. 
Thomas  E.  Hayes 
James  Martin  Hays 
James  R.  Headrick 
James  W.  Hedden 
R.  S.  Hellmann 

H.  B.  Henning 
Warren  B.  Henry 

G.  K.  Henshall,  Jr. 

H.  B.  Heywood,  III 
Homer  David  Hickey 
J.  M.  Higgason 

J.  M.  Higginbotham 
R.  G.  Hofmeister 
P.  B.  Holliday,  Jr. 
Moon  Wha  Hong 
Charles  M.  Hooper 
R.  A.  Hoppe 
“Donald  Ross  Hornsby 
John  O.  House 
Noel  C.  Hunt 
W.  P.  Hutcherson 
“D.  Isbell 
Dewitt  B.  James 
Oliver  W.  Jenkins 

E.  G.  Johnson 

J.  Paul  Johnson,  Jr. 

J.  W.  Johnson,  Jr. 
Gerald  Isom  Jones 
Harry  E.  Jones 
Hyman  M.  Kaplan 
David  Bernard  Karr 
Yutaka  Kato 


C.  D.  Kennedy 
J.  J.  Killeffer 

C.  W.  Kimsey 
Warren  H.  Kimsey 
Walter  H.  King,  Jr. 
Clyde  Roy  Kirk 
Durwood  L.  Kirk 

G.  H.  Kistler 

D.  K.  Kitchen 
Barry  R.  Klein 
Michael  Kosanovich 
Ethem  Y.  Kuzucu 
Irene  J.  Labrador 

D.  P.  Labrador,  fr. 

F.  D.  Lansford,  Jr. 
Richard  S.  Lasky 
L.  H.  Lassiter 

J.  V.  Lavecchia,  Jr. 

H.  M.  Lawrence,  Jr. 
Stewart  Lawwill,  Jr. 
Jay  F.  Lewis,  II 

E.  C.  Lineberger 
P.  H.  Livingston 
Ira  Morris  Long 
Robert  E.  Mabe 

W.  B.  MacGuire,  Jr. 

D.  V.  MacNaughton 
Philip  F.  Macon 
Luis  G.  Maldonado 
Venk  Mani 

Tim  Joseph  Manson 

C.  B.  Marsh 
“Frederick  E.  Marsh 
“W.  H.  Marsh 

Hossein  Massoud 
Cooper  H.  McCall 
David  P.  McCallie 
Augustus  McCravey 
Charles  D.  McDonald 
John  S.  McDougal 
Preston  C.  McDow 
George  R.  McElroy 
Ralph  McGraw,  Jr. 
Edel  F.  McIntosh 
fames  E.  McKinney 
Thomas  P.  McNeill 
Avelino  V.  Mercado 
Robert  T.  Miller 
Don  Gilbert  Mills 
George  A.  Mitchell 
Ronald  L.  Molloy 
Thomas  C.  Monroe 
John  R.  Morgan 

S.  H.  Morrow,  III 

T.  F.  Mullady,  III 
Fay  B.  Murphey,  Jr. 
R.  Smith  Murray 

R.  W.  Myers 
Fujie  Nakamura 
Marvin  M.  Nathan 
Merrill  F.  Nelson 
Cecil  E.  Newell 

E.  T.  Newell,  Jr. 
Robert  L.  Nichols 
Paul  V.  Nolan 
Barrv  Parker  Norton 

D.  M.  O’Neal 
Robert  N.  Osmundsen 
W.  C.  Pallas 

Ih  Koo  Park 
Robert  L.  Patterson 
Ernest  White  Patton 
Levi  R.  Patton 
William  C.  Patton 
John  G.  Paty,  Jr. 
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Stanley  R.  Rayne 
Martin  Allen  Pere2 
Thornton  D.  Perkins 
Millard  Foy  Perrin 
W.  A.  Peterson,  Jr. 
Wesley  Petty 
W.  E.  Plauche 

C.  A.  Portera 
W.  H.  Price 
M.  C.  Pruitt 
Walter  Puckett,  III 
Jesse  O.  Quillian 
Joe  Anne  Quillian 
James  G.  Quinn 
Maurice  S.  Rawlings 
Charles  Jackson  Ray 
'’Charles  W.  Reavis 
“W.  David  Record 

E.  E.  lieisman,  Jr. 

J.  E.  Reynolds 

J.  R.  Reynolds 
Alexander  Rhoton 
C.  E.  Richardson 
Deloris  E.  Rissling 

G.  M.  Roberts,  Jr. 

A.  P.  Rogers 
William  E.  Rowe 
Esperanza  A.  Rowell 
James  R.  Royal 
Peter  E.  Rubin 
Don  Jere  Russell 
Benjamin  G.  Santos 

H.  A.  Schwartz 
Edgar  L.  Scott,  Jr. 
Molly  E.  R.  Seal 
Charles  F.  Seman 
Clarence  Shaw 
George  W.  Shelton 
Adel  N.  Shenouda 
James  W.  Sherrell 
Leroy  Sherrill 

°W.  J'.  Sheridan 
Edwin  H.  Shuck,  Jr. 
Chas.  W.  Sienknecht 
George  Lete  Sivils 

F.  J.  Smiley 
M.  J.  Smith,  Jr. 

S.  P.  Smith 

Paul  E.  Snyder,  Jr. 

Pete  S.  Soteres 

R.  T.  Spalding 
James  H.  Spaulding 
Eleanor  Stafford 
R.  F.  Stappenbeck 
Harold  Jones  Starr 
W.  H.  Steele,  Jr. 

W.  A.  Stem 
W.  C.  A. 

Stembergh,  Jr. 
Joseph  H.  Stickley 
Harry  Alfred  Stone 
Larry  Damas  Stone 
W.  H.  Stonebumer 
J.  E.  Strickland.  Jr. 
William  K.  Striker 
Mary  E.  Stroud 

C.  L.  Suggs,  Jr. 

Nat  H.  Swann,  Jr. 
Charles  Ray  Swift 
Myron  J.  Szczukowski 
George  N.  Taylor 
Thomas  E.  Taylor 
Raymond  Tenenbaum 
Bernard  Tepper 
David  J.  Tepper 
Jack  Tepper 

M.  O.  Tepper 
Lloyd  W.  Thompson 
Paid  C.  Thompson 
Robert  C.  Thompson 

D.  H.  Turner 
A.  Steven  Ulin 
Louis  Ulin 

M.  R.  Vance 
“W.  E.  VanOrder 
Roger  Gordon  Vieth 
Gus  John  Vlasis 
C.  H.  Von  Cannon 
M.  Von  Werssowetz 
Harry  Lee  Walton 
W.  Weathers.  Jr. 
Sanford  L.  Weiler 
M.  W.  Westermeyer 
L.  Spires  Whitaker,  Jr. 
J.  L.  Williams,  Jr. 

W.  B.  Willingham,  Jr. 
Jackson  Joe  Yium 
Julian  Macow  Yood 
George  G.  Young 
Joseph  I.  Zuckerman 

Collegedale 

Robert  L.  Jensen 
C.  M.  von  Henner 


Copperhill 
“Herschel  H.  Hyatt 
J.  T.  Layne 

Dayton 

Ernest  A.  Forsten 
L.  F.  Littell,  Jr. 
James  Jacob  Rodgers 

Dunlap 

C.  G.  Graves,  Jr. 
Arthur  M.  Owens 

Hixson 

R.  W.  Boatwright 
Thomas  R.  Cox 
R.  F.  Dominguez 
Zolia  G.  Dominguez 
Millard  W.  Ramsey 

Jasper 

James  G.  McMillan 

Lookout  Mountain 
'’J.  Jesse  Armstrong 
James  L.  Caldwell 
Rudolph  M.  Landry 
Thomas  S.  Long 

Ooltewah 
“C.  L.  Lassiter 

Pikeville 

Thomas  G.  Cranwell 
Rufus  S.  Morgan 

Signal  Mountain 
George  M.  Cannon 
O.  M.  Derry  berry 
B.  B.  Holt,  Jr. 

°M,  F.  Langston 
Allen  D.  Lewis 
H.  G.  Sibold 
A.  Y.  Smith,  III 
Philipp  Sottong 

South  Pittsburg 
Paul  M.  Burd 
Marvin  E.  Deck 
J.  B.  Hackworth,  Jr. 
J.  B.  Havron 
William  L.  Headrick 
Hiram  Beene  Moore 

E.  M.  Ryan 
Viston  Taylor,  Jr. 

Whitwell 
“Cleo  Chastain 
W.  G.  Shull 

Bridgeport,  Ala. 

H.  L.  Elmore 
Boulder,  Co. 
Gene  L.  Rogers 
Ft.  Oglethorpe,  Ga. 
A.  S.  Alisago,  Jr. 
Robert  W.  Montague 

Rossville,  Georgia 
W.  D.  Crawley,  Jr. 

Saltville,  Va. 

* Irvin  S.  Miller 
South  America 
tR.  D.  Neufield 

COCKE  COUNTY 
MEDICAL  SOCIETY 

Newport 

Reece  B.  DeBerry 
A.  J.  Garbarino 

D.  H.  McConnell 
Glenn  Shults 

F.  M.  Valentine,  Jr. 


COFFEE  COUNTY 
MEDICAL  SOCIETY 

Manchester 
C.  H.  Farrar 
Howard  Farrar 
Coulter  S.  Young 
Ja-Nan  Yu 

Tullahoma 
Ralph  Brickell 
Marvin  C.  Fraley 
Bruce  E.  Galbraith 


Edwin  E.  Gray 

G.  B.  Harvey 
Jerry  L.  Kennedy 
Ho  Kyun  Kim 
James  M.  King 
Seung  Hoo  Lee 
Charles  W.  Marsh 
Lari  E.  Roles 
Claude  C.  Snoddy 
Francisco  Vallejo 
Luz  A.  Vallejo 
Charles  H.  Webb 

M.  Clark  Woodfin,  Jr. 

CONSOLIDATED 
MEDICAL  ASSEMBLY 

Alamo 

J.  H.  Donnell 
Bells 

Charles  Hickman 
Russell  W.  Mayfield 

Bemis 

A.  N.  Williams,  Jr. 
Bolivar 

Harvey  H.  Barham 
“C.  L.  Durham 
Charles  L.  Frost 
Earl  H.  Ninow 
Raymond  W.  Rhear 
R.  C.  Sasser 
William  R.  Sullivan 
°James  K.  Tate,  Jr. 

Brownsville 
“Thomas  C.  Chapman 
Bobby  D.  Hale 
David  E.  Stewart 
J.  C.  Thornton,  Jr. 

Bruceton 

“Robert  T.  Keeton 

Camden 
Alvin  T.  Hicks 
Robert  L.  Horton 

Grand  Junction 

N.  H.  Edwards 

Henderson 
Darrell  King 
Oscar  M.  McCallum 

R.  L.  Wilson 

Humboldt 
Billy  L.  Couch 
J.  H.  Crenshaw 
f.  M.  Crenshaw 
Albert  H.  Fick 
Nelson  C.  Harrison 

Huntingdon 
John  Albamese 
Jerry  F.  Atkins 
N.  B.  Bhat 
Herbert  G.  Giddens 
Bill  Scott  Portis 
Robert  B.  Wilson 

Jackson 

C.  V.  Alexander,  Jr. 
Roy  Appleton 
Thomas  K.  Ballard 
James  Barker 
Jim  Barnes 
Robert  J.  Barnett 
“G.  H.  Berryhill 

S.  L.  Bicknell 
Jack  H.  Booth 
William  F.  Burnett 
Swan  Burruss,  Jr. 

“Swan  Burruss,  Sr. 

J.  H.  Chandler 
Charles  W.  Cox 
James  T.  Craig,  Jr. 
Edward  F.  Crocker 
William  G.  Crook 
John  P.  Curlin 
Ruth  E.  Dinkins 
George  D.  Dodson 
Jack  E.  Douglass 
R.  A.  Douglass,  Jr. 
Clarence  Driver 
Blanche  S.  Emerson 
Blair  D.  Erb 
Loren  Fleckenstein 
James  R.  French 
Fred  Friedman 


Oliver  H.  Graves 
Robert  C.  Hall 
Walton  W.  Harrison 
George  Harvey 
G.  E.  Hazelhurst,  Jr. 
Charles  B.  Herron 
Bobby  Higgs 
Robert  S.  Hill 
Ben  F.  House 

G.  B.  Hubbard 

T.  James  Humphreys 
Leland  M.  Johnston 
Chester  Jones 
“G.  Frank  Jones 
John  A.  Kendall 
Duval  H.  Koonce 
Donald  S.  LaFont 
James  D.  Lane 
J.  A.  Langdon,  Jr. 
Donald  R.  Lewis 
Fred  Looper 
Robert  B.  Man  die 
William  C.  McAfee 
Harold  T.  Mclver 
Jesse  Miller,  Jr. 

Henry  N,  Moore 
Alfred  J.  Mueller 
Lamb  B.  Myhr 
George  Pakis,  Jr. 

James  A.  Phillips 
J.  A.  Price,  Jr. 

John  G.  Riddler 
Russell  H.  Robbins 
W.  H.  Roberts 
Joseph  R.  Rowland 
Allen  L.  Schlamp 
Barnett  Scott 
Benjamin  Sharpe,  Jr. 
Lee  C.  Sheppard,  Jr. 
Harris  L.  Smith 
Robert  T.  Smith 
James  Spruill 
Charles  Stauffer 
James  T.  Swindle 
James  L.  Thomas 
J.  R.  Thompson,  Jr. 

S.  A.  Truex,  Jr. 

R.  T.  Tucker,  Jr. 

James  Warmbrod,  Jr. 

Jimmy  F.  Webb 
F.  E.  Williamson,  Jr. 
Wayne  H.  Wolfe 
George  Wyatt 
Paul  E.  Wylie 
Harold  R.  Yarbro 

Kenton 
A.  H.  Gray 

Lexington 
Wesley  F.  Jones 
Maurice  N.  Lowry 
Warren  C.  Ramer 
Warren  Ramer,  Jr. 
Tack  C.  Stripling 
Charles  W.  White 

McKenzie 
James  T.  Holmes 
Tames  H.  Robertson 

S.  S.  Walker,  Jr. 

Medina 

“Robert  H,  Morris 
Milan 

Hubert  P.  Clemmer 
James  O.  Fields 
“P.  D.  Jones 
James  H.  Williams 
Phillip  G.  Williams 

Parsons 

George  Shannon 
Saltillo 

Howard  W.  Thomas 
Savannah 

H.  D.  Blankenship,  Jr. 
A.  G.  Churchwell 
John  D.  Lay 
Thomas  V.  Roe 
Howard  Whitaker,  Jr. 
Thomas  R.  Williams 

Selmer 

T.  N.  Humphrey 
Harry  Peeler 
James  H.  Smith 
Monte  E.  Smith,  Jr. 


Somerville 
John  L.  Armstrong 
John  M.  Bishop 
Frank  S.  McKnight 
“John  W.  Morris 
L.  H.  Plemmons 
Karl  Byington  Rhea 
Lee  Rush,  Jr. 

T teuton 

J.  F.  Bradley,  Jr. 

E.  C.  Grafton,  Jr. 
William  G.  DeSouza 
John  Wesley  Ellis 
John  Green 
James  W.  Hall 
C.  L.  Holmes 
Leon  Koen 
J.  L.  Williams 

Whiteville 
Aubrey  Richards 
Green  Valley,  Ariz. 
“William  T.  Fitts 
Gainesville,  Ga. 
Edward  C.  Barker 
Lexington,  Ky. 
Max  A.  Crocker 


CUMBERLAND 

COUNTY 

MEDICAL  SOCIETY 

Clarkrange 
Shelby  O.  Turner 
Crossville 
Richard  L.  Bilbrey 
Joe  E.  Burton 
James  1.  Caliis 
David  E.  Campbell 
J.  T.  Campbell,  Jr. 
Jack  C.  Clark 
R.  E.  Cravens 
P.  M.  Deatherage 
Carl  T.  Duer 
Paul  A.  Ervin,  Jr. 
William  E.  Evans 
R.  Donathan  Ivey 
Joei  F.  Johnson,  Jr. 
Fred  W.  Munson 
Ray  A.  Olaechea 
Larry  D.  Reed 
“Stuart  P.  Seaton 
Ramon  S.  Vinas 
Joe  K.  Wallace 
R.  H.  Wood,  Jr. 

Pleasant  Hill 
“Laurence  A.  Chroucb 
“Margaret  K.  Stewart 

Rockwood 
J.  W.  Lindsay 


DAVIDSON  COUNTY 
MEDICAL  SOCIETY 

Ashland  City 
James  Baldwin 

Brentwood 
W.  F.  Sheridan,  Jr. 

Goodlettsville 
James  S.  Hastie 
Lee  F.  Kramer 
*G.  S.  McClellan 
Wm.  O.  T.  Smith 

II  endersonville 
Owen  C.  Bell 
Andrew  S.  Boskind 
Helen  C.  Burks 
Charles  M.  Cowden 
W.  Gordon  Doss 
“Cyrus  E.  Kendall 
D.  C.  Ludington,  Jr. 
Daniel  Mendoza 
Robert  D.  Pilkinton 
Divina  Tan  Po 
C.  G.  Stockard,  Jr. 

R.  L.  Strom 

Hermitage 
“John  M.  Lee 

Madison 
Joe  Gary  Allison 
Zillur  Athar 


John  B.  Bassel 
Charles  B.  Beck 

I. .  Dale  Beck 
W.  J.  Binkley 
James  E.  Burnes 
Robert  E.  Burr 
William  J.  Card 
Sam  W.  Carney,  Jr. 

S.  G.  Chikkannaiah 
Kenneth  E.  Classen 
Frederee  B.  Cothren 
Joseph  M.  Crane 
Arthur  R.  Cushman 
William  G.  Davis 
llillis  F.  Evans 
William  F.  Fleet,  Jr. 
John  R.  Furman 

“Julian  Gant 
Harold  L.  Gentry 
George  B.  Hagan 
Robert  L.  Haley,  Jr. 
James  M.  High 
Warren  T.  Hill 
William  H.  Hill 
LaDon  W.  Homer 
Jerry  Hunt 
I '’ale  Maurice  Isaeff 
Elwin  C.  Lanz 
Robert  [.  Linn 
II.  T.  McCall 
Barton  McSwain 
W.  H.  Marshall 

J.  O.  Miller,  Jr. 

P.  G.  Pascua 
Conchita  T.  Pecache 
J.  C.  Pennington,  Jr. 
li.  L.  Pettus,  Jr. 

Fred  W.  Ryden 
Joseph  W.  Scobey 
Norman  L.  Sims 
Choon  Duck  Son 

V.  W.  Stuyvesant 
“Joe  Sutherland 
Richard  P.  Taber 
Harry  Witztum 

M emph  is 

“Harold  M.  Truebger 

Mt.  Juliet 

E.  D.  Magpantay 
A.  Z.  Manalac,  Sr. 

Nashville 

Eduardo  Abisellan 
Georgina  Abisellan 
Harry  S.  Abram 
David  Acker 
M aurice  M . Acree,  Jr. 
Crawford  Adams 
Robert  W.  Adams,  Jr. 
R.  B.  Addlestone 
Benton  Adkins 

I.  A.  Alcantara 
Clyde  W.  Alexander 

“Joseph  W.  Alford,  Jr. 
William  C.  Alford 
David  T.  Allen 

J.  H.  Allen,  Jr. 

Terry  R.  Allen 
Clyde  Alley,  Jr. 

“William  E.  Allison 
Ben  J.  Alper 
Arthur  R.  Anderson 
“E.  E.  Anderson 
Edward  E.  Anderson 
Edwin  B.  Anderson 
H.  R.  Anderson 
J.  E.  Anderson,  Jr. 

J.  S.  Anderson,  Jr. 
Robert  S.  Anderson 
William  C.  Anderson 
George  W.  Andrews 
Larry  T.  Arnold 
Ilarvev  Asher 
Gerald  F.  Atwood 
Elizabeth  Backus 
Harry  Baer 
“J.  Mansfield  Bailey 
Roderick  I.  Bahner 
Thurman  Dee  Baker 
“Sidney  W.  Ballard 
Preston  Hite  Bandy 
Robert  L.  Banner 
“Edward  H.  Barksdale 
Paul  Harold  Barnett 
Robert  B.  Barnett 
David  Barton 
Allan  D.  Bass 
Jack  M.  Batson 
Randolph  Batson 
Mahin  Bayatpour 
D.  Scott  Bayer 
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C.  Patrick  Beatty 
Luther  A.  Beaziey 
Robert  L.  Bell 
H.  W.  Bender,  Jr. 
Lynch  D.  Bennett 
George  N.  Benson 
Edmund  W.  Benz 
M.  Lawrence  Berman 
Louis  J.  Bernard 
Stanley  Bernard 
Geoffrey  Berry 
John  H.  Beveridge 
Otto  Billig 

F.  T.  Billings,  Jr. 
George  T.  Binkley 
Ben  J.  Birdwell 
R.  T.  Birmingham 

E.  L.  Bishop,  Jr. 
Lindsay  K.  Bishop 
Joseph  M.  Bistovvish 
Joseph  N.  Blunk 
Stanley  J.  Bodner 
Frank  H.  Boehm 
Robert  L.  Bomar,  Jr. 
Arthur  G.  Bond 
John  Benjamin  Bond 
Robert  C.  Bone 

G.  W.  Bounds,  Jr. 
David  G.  Bowers,  Jr. 

'Anna  M.  Bowie 
John  M.  Boylin 

H.  B.  Brackm,  Jr. 
Cloyce  F.  Bradley 

'G.  Hearn  Bradley 
James  M.  Brakefield 
H.  Victor  Braren 
John  B.  Breinig 

A.  Bertrand  Brill 
T.  E.  Brittingham 
Arthur  L.  Brooks 
Lloyd  R.  Broomes 
John  C.  Brothers 
Dorothy  Brown 
Helena  P.  Brown 
James  H.  Brown 
Kermit  R.  Brown 
W.  E.  Brown,  Jr. 

E.  W.  Browne,  Jr. 
Harry  Gray  Browne 
J.  Thomas  Bryan 
R.  D.  Buchanan 

R.  N.  Buchanan,  Jr. 
Reuben  A.  Bueno 
'John  C.  Burch 
Joseph  G.  Burd 
Henry  Burko 
Gerald  R.  Bums 
Ian  M.  Burr 
George  R.  Burrus 
Roger  B.  Burrus 

B.  F.  Byrd,  Jr. 
Guillermo  Cadena 

B.  H.  Caldwell 
Calvin  L.  Calhoun 
James  J.  Callaway 
W.  Barton  Campbell 

C.  G.  Cannon,  Jr. 
Richard  O.  Cannon 

E.  Tom  Carney 

G.  K.  Carpenter,  Jr. 
®G.  K.  Carpenter,  Sr. 

Charles  M.  Carr 
Oscar  W.  Carter 
Robert  A.  Carter 
Anthony  D.  Casparis 
Norman  M.  Cassell 
'John  S.  Cayce 
Lee  F.  Cayce 
Ralph  J.  Cazort 
Robert  L.  Chalfant 
Pong  Moon  Chang 
John  E.  Chapman 
Eric  M.  Chazen 
William  J.  Cheatham 
Abraham  Pacha  Cheij 
'Amos  Christie 
Arkom  Chulamorkodf 
William  M.  Clark 
Jeannine  A.  Classen 
Cully  A.  Cobb 
Robert  T.  Cochran 
William  M.  Cocke 
John  H.  Coles,  III 
George  Edward  Cooke 
William  E.  Coopwood 
Henry  P.  Coppolillo 
Charles  Corbin,  Jr. 
Robert  T.  Comey 
Jackson  D.  Cothren 
Orrie  A.  Couch,  Jr. 
Frederic  E.  Cowden 
George  Boyd  Crafton 
Paul  S.  Crane 

H.  James  Crecraft 


William  B.  Crenshaw 
Angus  M.  G.  Crook 
Jerrall  P.  Crook 
®R.  R.  Crowe 
E.  Perry  Crump 
W.  Andrew  Dale 
Rollin  A.  Daniel,  Jr. 
William  J.  Darby 
Philip  V.  Daugherty 
George  William  Davis 
Michael  David  Davis 
'Theodore  W.  Davis 
Thomas  J.  Davis,  Jr. 
Richard  H.  Dean 
Thos.  C.  Delvaux,  Jr. 
H.  C.  Dennison,  Jr. 
David  M.  Denny 
Samuel  H.  Dillard 
Walter  L.  Diveley 
William  M.  Doak 
William  D.  Donald 
'Earl  D.  Dorris 
Robert  T.  Doster,  Jr. 
“Henry  L.  Douglass 
William  L.  Downey 
Mark  A.  Doyne 

L.  Rowe  Driver 
Ray  L.  Dubuisson 
Price  H.  Duff 

G.  Dewey  Dunn 
George  E.  Duncan 
William  P.  Dutton 
Doran  D.  Edwards 
Joe  M.  Edwards 
Robert  H.  Edwards 
William  H.  Edwards 
Lloyd  C.  Elam 
Paid  D.  Elcan 
lames  H.  Elliott 
'P.  C.  Elliott 
James  W.  Ellis 
Melvin  L.  Elson 
Charles  W.  Emerson 
Yilmaz  Eryasa 
Irwin  B.  Eskind 
T.  Horace  Estes 
E.  William  Ewers 
Don  L.  Eyler 
Roy  C.  Ezell 

A.  K.  M.  Fakhruddin 
Leslie  Falk 
W’illiam  T.  Farrar 
R.  James  Farrer 
J.  L.  Farrmger,  Jr. 

W.  H.  Faulk,  Jr. 
Charles  T.  Faulkner 
Gerald  M.  Fenichel 
Harold  A.  Ferguson 
Rav  O.  Fessev 
J.  N.  Fidelholtz 
John  P.  Fields 
Robert  M.  Finks 
Joseph  H.  Fishbein 
Benjamin  Fisher 
'Laura  M.  Fisher 

R.  Darryl  Fisher 
James  H.  Fleming,  Jr. 
Ross  Fleming,  Jr. 

John  M.  Flexner 
Howard  R.  Foreman 
Garth  E.  Fort 
Henry  W.  Foster 
John  H.  Foster 
Nelson  R.  Foster 
Eugene  W.  Fowinkle 

S.  Benjamin  Fowler 
Rand  T.  Frederiksen 
R.  J.  Freeman 
Frank  R.  Freemon 
Walter  W.  Frey 
Thomas  Friddell 
Gottlieb  C.  Friesinger 
John  C.  Frist,  Jr. 
Robert  A.  Frist 
Thomas  F.  Frist 
Thomas  F.  Frist,  Jr. 
James  L.  Fuqua 
Don  L.  Gaines 
Charles  K.  Gardner 

'James  C.  Gardner 
Sam  Young  Garrett 
William  E.  Garrett,  Jr. 
Fay  M.  Gaskins 
Robert  B.  Gaston 
David  W.  Gaw 
William  R.  Gaw 
Daniel  C.  Geddie 
Erol  Genca 
J.  Anjou  German 
C.  N.  Gessler 
Charles  M.  Gill 

M.  E.  Glasscock,  III 
Alan  D.  Glick 
John  P.  Glover,  Jr. 


John  R.  Glover 

F.  W.  Gluck,  Jr. 

\V.  G.  Gobbel,  Jr. 
Fred  Goldner,  Jr. 
James  E.  Goldsberry 
Paul  C.  Gomez 
Richard  Gordon 
Donald  A.  Goss 

H.  C.  K.  Gowda 
Alan  L.  Graber 
Louis  S.  Graham,  Jr. 
Thomas  P.  Graham 
Burton  Paine  Grant 
H.  A.  Graves,  Jr. 
Edmon  L.  Green 
Louis  D.  Green 
Paul  A.  Green,  Jr. 
Ralph  Greenbaum 
Harry  Lee  Greene 
Clifton  E.  Greer,  Jr. 
David  W.  Gregory 
James  P.  Gregory 
Marvin  G.  Gregory 
Paul  P.  Griffin 
John  W.  Griffith,  Jr. 
John  H.  Griscom 
'Thomas  Grizzard 
Erich  B.  Groos 
Laurence  Grossman 
Milton  Grossman 
James  Growden,  Jr. 
W.  E.  Gupton,  Jr. 
Gary  S.  Gutow 
Arnold  Haber,  Jr. 
Lennelle  W.  Haddox 
Keith  W.  Hagan 
Ruth  C.  Hagstrom 
'David  W.  Hailey 
Charles  E.  Haines 
Wallace  H.  Hall,  Jr. 
Gerald  Halprin 
Thomas  B.  Haitom 
Marcelle  R.  Hamberg 
C.  M.  Hamilton 
J.  R.  Hamilton 
William  M.  Hamilton 
Roy  G.  Hammonds 
Axel  Carl  Hansen 
Robert  A.  Hardin 
Jackson  Harris 
Perry  F.  Harris 
Wm.  H.  Hartmann 
Aubrey  B.  Harwell 
Norman  D.  Hasty 
'O.  S.  Hauk 
'James  T.  Hayes 
H.  Campbell  Haynie 
James  William  Hays 
James  B.  Helme 
R.  R.  Henderson 
J.  L.  Herrington,  Jr. 
Bruce  E.  Herron 
John  G.  Herzfeld 
Ray  W.  Hester 

B.  K.  Hibbett,  III 
°J.  B.  Hibbetts,  Jr. 
'William  Higginson 

Daniel  R.  Hightower 
Elmore  Hill 
Susan  L.  Hill 
Irving  R.  Hillard 
Alan  R.  Hinman 
Charles  S.  Hirshberg 
Charlie  Joe  Hobdy 

G.  W.  Holcomb,  jr. 
Fowler  Hollabaugh 
Marc  H.  Hollender 
J.  W.  Hollifield 
Inpow  Hong 
Robert  G.  Horn 
David  H.  Horowitz 
Everette  Howell,  Jr. 
Yemg-Terng  Hsueh 

C.  H.  Huddleston 
James  M.  Hudgins 
Jerry  K.  Humphreys 
Joseph  E.  Hurt 

R.  H.  Hutcheson,  Jr. 
Vernon  Hutton,  Jr. 
Maurice  Hyman 
Robert  W.  Ikard 
M.  D.  Ingram,  Jr. 

A.  P.  Isenhour,  Jr. 
Mohammed  Ismail 
Joseph  M.  Ivie 
J.  Kenneth  Jacobs 
David  A.  Jarvis 
David  E.  Jenkins 
Alfonso  P.  Johnson 
“Hollis  E.  Johnson 

H.  Keith  Johnson 
Ira  T.  Johnson 
James  W.  Johnson 
John  S.  Johnson 


Marshall  Johnson 
R.  M.  Johnson 
C.  R.  Johnston 
Robert  K.  Johnston 

E.  Palmer  Jones 
Frank  E.  Jones 

'John  R.  Jones 
Orrm  L.  Jones,  Jr. 
Harold  Jordan 
Thomas  M.  Jordan 
“R.  H.  Kampmeier 
Herman  J.  Kaplan 
Peter  R.  Kaplan 
David  T.  Karzon 
Alfred  Kasselberg 
William  S.  Keane 
Paul  C.  Kemmerly 
J.  Allen  Kennedy 
W.  G.  Kennon,  Jr. 
Michael  J.  Keyes 
Qamar  A.  Khan 
Lynn  R.  Kime 
Jack  P.  Kinnard 
Lowry  Dale  Kirby 
Roy  W.  Kirchberg 

F.  Kirchner,  Jr. 
Sandra  G.  Kirchner 
Ralph  R.  Kling,  Jr. 

O.  Morse  Kochtizky 
Leonard  J.  Koenig 
Ronald  Kourany 
Kent  Kyger 
Charles  J.  Ladd 
Robert  H.  Laird 
John  W.  Lamb 
Roland  D.  Lamb 

F.  Hayden  Lambert 
Samuel  D.  Lane 

L.  P.  Laughlin 
H.  T.  Lavely,  Jr. 
Samuel  J.  LaVoi 

G.  Allen  Lawrence 
Albert  R.  Lawson 

H.  K.  Leathers,  III 
Joseph  F.  Lentz 
John  M.  Leonard 
Virgil  S.  Le  Quire 
James  P.  Lester 
Malcolm  R.  Lewis 
Grant  W.  Liddle 
Richard  C.  Light 
Joanne  Lovell  Linn 
A.  B.  Lipscomb 
Richard  L.  Lisella 
Jacinta  J.  Llorens 
James  P.  Loden 
Jimmi  H.  Logan 
Thomas  P.  Logan 
H.  Newton  Lowom 
Jackson  P.  Lowe 

“S.  L.  Lowen stein 
E.  Ray  Lowery,  Jr. 
'Frank  H.  Luton 
Philip  L.  Lyle 
John  B.  Lynch 
Charles  W.  MacMillan 
Robert  D.  MacMillan 
John  A.  MacPhail 
Robert  H.  Magruder 
'Guy  M.  Maness 
®W.  R.  Manlove 
George  V.  Mann 
Edward  H.  Martin 
R.  R.  Martinez 
Ralph  W.  Massie 
J.  J.  Matzelle 
Lilia  D.  Mauricio 
Boyd  May,  Jr. 

Ben  R.  Mayes 
Robert  E.  McClellan 
Robert  L.  McCracken 
Susan  J.  McDaniel 
Charles  W.  McGinnis 
Embry  A.  McKee 
Lee  Wm.  McLain 
Alexander  McLeod 
John  W.  McMahan 

M.  Charles  McMurray 
E.  W.  McPherson 
Warren  McPherson 
William  F.  Meacham 
Clifton  K.  Meador 
Arnold  M.  Meirowsky 
Stephen  P.  Melkin 
Cullen  R.  Merritt,  II 
Robert  M.  Metcalfe 
V.  L.  Metts,  III 
Alvin  H.  Meyer 
Andrew  H.  Miller 
Gale  W.  Miller 

Joe  Morris  Miller 
John  Maurice  Miller 
'Lloyd  C.  Miller 
James  Brown  Millis 


Lee  R.  Minton 

Gita  Mishra 
Mona  K.  Mishu 
Sarda  N.  Misra 
Carl  E.  Mitchell 
Edwin  H.  Mitchell 
Thomas  F.  Mogan 
Roy  W.  Money 
Harry  T.  Moore,  Jr. 
P.  G.  Morrissey,  Jr. 
Charles  Morton,  III 
James  R.  Moyers 
James  P.  Murphy 

I.  Armistead  Nelson 
'Oscar  G.  Nelson 

Dewey  G.  Nemec 
Tom  E.  Nesbitt 
Martin  G.  Netsky 

J.  W.  Nickerson,  Jr. 
Oscar  F.  Noel 
Philip  J.  Noel,  Jr. 
Margaret  S.  Norris 
Charles  G.  Norton 
Denis  M.  O’Day 
John  R.  Olson 
William  H.  Olson 
James  A.  O’Neill,  Jr. 
David  N.  Ortha 

'James  C.  Overall 
Ronald  E.  Overfield 
Robert  C.  Owen 
Richard  P.  Ownbey 
Fred  Dillard  Ownby 
'Homer  M.  Pace,  Jr. 
David  L.  Page 
Harry  Lee  Page,  Jr. 
T.  F.  Paine,  Jr. 

G.  Palacio-Del  Valle 

B.  S.  Paraswanath 
Roy  W.  Parker 

T.  F.  Parrish 
Bernard  J.  Pass 
P.  Takis  Patikas 
Robert  C.  Patterson 
Warren  R.  Patterson 
Dennis  D.  Patton 
Jesse  R.  Peel 

C.  G.  Peerman,  Jr. 

C.  Eugene  Peery,  Jr. 
'Edna  S.  Pennington 

T.  G.  Pennington 
Pedro  J.  Perales 
George  Louis  Perler 
Frank  A.  Perry 
James  M.  Perry,  Jr. 
John  E.  Peters 
Michael  A.  Petrone 
William  A.  Pettit 
Joseph  R.  Phillips 

J.  M.  Phvthyon 

D.  R.  Pickens,  Jr. 
Charles  B.  Pittinger 
Kenneth  L.  Poag 
Phillip  P.  Porch,  Jr. 
Constantine  Potanin 
Thomas  E.  Potts 

'David  B.  P’Pool 
David  B.  P’Pool.  Jr. 
Albert  C.  Prerost 
James  S.  Price 
Jerry  E.  Puckett 
C.  W.  Quimby,  Jr. 
Robert  W.  Quinn 

K.  M.  Rajashekaraiah 
William  B.  Ralph,  Jr. 
Lloyd  H.  Ramsey 
Robert  M.  Reed 

“Eugene  M.  Regen 
Eugene  M.  Regen,  Jr. 
Frank  M.  Rembert 
Roy  J.  Renfro 
Robert  N.  Reynolds 
Vernon  H.  Reynolds 
Robert  K.  Rhamy 
Lenore  De  Sa  Ribeiro 
John  R.  Rice 
Ron  N.  Rice 
James  P.  Richards 
Robert  E.  Richie 
Greer  Ricketson 
Douglas  H.  Riddell 
“Elkin  L.  Rippy 
'Samuel  S.  Riven 

L.  B.  Robbins,  IT 
Joseph  D.  Robertson 
F.  C.  Robinson 
Robert  I.  Roelofs 
Gaylon  R.  Rogers 
Barrett  F.  Rosen 
Howard  E.  Rosen 
Alvin  B.  Rosenbloom 
Marvin  J.  Rosenblum 
Sol  A.  Rosenblum 
Louis  Rosenfeld 


R.  E.  Rosenthal 
Peirce  M.  Ross 
Fred  A.  Rowe,  Jr. 
Robert  Monroe  Roy 
Salil  Roy 
Robert  V.  Russell 
Samuel  B.  Rutledge 
Robert  N.  Sadler 
William  G.  Sale,  IH 
Howard  L.  Salyer 
Louis  Sampson 
Dan  S.  Sanders 
Harvey  S.  Sanders 
Paula  C.  Sandidge 
Joseph  J.  Sannella 
Houston  Sarratt 
John  L.  Sawyers 
Julia  E.  Sawyers 
J.  H.  Sayers,  Jr. 
Charles  D.  Scheibert 
Stephen  Schillig 

R.  P.  Schneider 
Lawrence  G.  Schull 
Herbert  Schulman 
Mary  P.  Schultz 

J.  R.  Schweikert 
N.  R.  Schweikert 

H.  William  Scott,  Jr. 
Addison  B.  Scoville 
C.  Gordon  R.  Sell 
Sarah  W.  Sell 
E.  C.  Shackleford,  Jr. 

S.  A.  Shaffer 
Nelson  E.  Shankle 
John  L.  Shapiro 
W.  J.  Shasteen 
Abram  C.  Shmerling 

“Brian  T.  Shomey 
H.  H.  Shoulders,  Jr. 
Harrison  J.  Shull 
Burton  Silbert 
Rita  A.  Siler 
Thomas  E.  Simpkins 

B.  C.  Sinclair-Smith 
Paul  E.  Slaton,  Jr. 
William  T.  Slonecker 
Bradley  E.  Smith 
Charles  B.  Smith 
Charlie  R.  Smith 
Clyde  W.  Smith 
“Daugh  W.  Smith 
Grover  R.  Smith 
'Henry  Carroll  Smith 
John  Randall  Smith 
Luther  E.  Smith 
Marion  L.  Smith 
Murray  W.  Smith 
Raphael  F.  Smith 
Roderick  G.  Snow 

B.  N.  Somayaji 
Brent  A.  Soper 
M.  J.  Spalding 
Harvey  Spark 
W.  A.  Spickard 
Bertram  E.  Sprofkin 
Daphine  Sprouse 
Joseph  Steranka 
Frank  W.  Stevens 
Lee  William  Stewart 
W.  R.  C.  Stewart 
William  J.  Stone 
William  S.  Stoney 
Dennis  Stouder 

Joe  M.  Strayhom 
'W.  D.  Strayhom 
W.  D.  Strayhom,  III 
Wilbom  D.  Strode 
Steven  Stroup 
Paul  R.  Stumb 
W.  D.  Sumpter,  Jr. 
Hakan  Sundell 
A.  J.  Sutherland,  Jr. 
M.  Suwanawongse 
Loyda  C.  Tacogue 
John  M.  Tanner 

G.  J.  Tarleton,  Jr. 
Edward  L.  Tarpley 
Paul  E.  Teschan 
'Pauline  Tenzel 
R.  T.  Terrv 
A.  B.  Thach.  Jr. 
'Clarence  S.  Thomas 

C.  S.  Thomas,  Jr. 
Emil  Dewey  Thomas 
James  N.  Thomasson 
David  D.  Thombs 
John  B.  Thomison 
Charles  B.  Thome 
Spencer  Thornton 
Crafton  H.  Thurman 
Stephen  S.  Thurman 

K.  Shannon  Tilley 
'Willard  O.  Tirrill 

W.  O.  Tirrill,  III 
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David  B.  Todd,  Jr. 
Kirkland  W.  Todd,  Jr. 
Robert  H.  Tosh 

C.  C.  Trabue,  IV 
William  H.  Tragle 

J.  Douglas  Trapp 

L.  E.  Traughber,  Jr. 

C.  R.  Treadway 
Carr  A.  Treheme 

“Cecil  B.  Tucker 
John  M.  Tudor 
Bruce  I.  Turner 
Dorothy  J.  Turner 
P.  B.  Vasudeo 
Arthur  J.  Viehman 
P.  Z.  Vora 
W.  B.  Wadlington 
R.  W.  Waggoner,  Jr. 
Ethel  Walker 
Matthew  Walker 
Phillip  J.  Walker 
James  C.  Wallwork 
Lloyd  A.  Walwyn 
John  M.  Wampler 
James  W.  Ward 
Russell  D.  Ward 
Thomas  F.  Warder 
John  S.  Warner 
°Robert  J.  Warner 
Ronald  A.  Weaver 
Thomas  S.  Weaver 
Ben  H.  Webster 
Charles  E.  Wells 
Arville  V.  Wheeler 
Roger  K.  White 
fCharles  A.  Wiggins 
E.  E.  Wilkinson 
W.  C.  Williams,  Jr. 
Larry  G.  Willis 
James  P.  Wilson 
John  Aaron  Wilson 
John  T.  Wilson 
Vernon  Wilson 
Nat  T.  Winston 
Frank  G.  Witherspoon 
Norman  E.  Witthauer 
Lawrence  K.  Wolfe 
Frank  C.  Womack 

G.  Wallace  Wood 
C.  C.  Woodcock 

M.  C.  Woodfin 
Leon  F.  Wodruff,  Jr. 
John  R.  Woods 
Dennis  C.  Workman 
Taylor  M.  Wray 
Dorris  J.  Wright 
John  K.  Wright 
Samuel  S.  Wright 
John  Lanier  Wyatt 
David  R.  Yates 
Mario  K.  Yu 

John  S.  Zelenik 
“Kate  Savage  Zerfoss 
“Thomas  B.  Zerfoss 
T.  B.  Zerfoss,  Jr. 

C.  W.  Zimmerman 

Old  Hickory 

A.  A.  Agbunag 
Dominador  Blanco, 
jr. 

Henry  D.  Murray 
Giog  Sing  Po 
Howard  C.  Pomeroy 
“Edward  Bullock  Rhea 
Pepito  Salcedo 
Inocentes  A.  Sator 
David  R.  W.  Shupe 
Robert  G.  Wheeler 
Wendell  W.  Wilson 
Smyrna 
Socrates  Pinto 
Chicago,  11. 

J.  Andrew  Mayer 
San  Francisco,  Ca. 
tj.  E.  Fitzwater,  Jr. 
Venice,  Fla. 
William  B.  Farris 
Goldsboro,  N.C. 
Allen  B.  Harvin 


DICKSON  COUNTY 
MEDICAL  SOCIETY 

Charlotte 

James  C.  Elliott,  Jr. 
Dickson 

Stanley  M.  Anderson 
Walter  A.  Bell,  Jr. 
William  A.  Crosby 
Shannon  R.  Curtis 
Daniel  B.  Drinnen 
Phillip  W.  Hayes 


James  T.  Jackson 
William  M.  Jackson 
Bobby  J.  Smith 
William  W.  Taylor,  Jr. 
Eldred  H.  Wiser 

Erin 

Jack  S.  Kaley 


FENTRESS  COUNTY 
MEDICAL  SOCIETY 

Jamestown 

B.  Fred  Allred 
Patrick  B.  Craven 
Jack  Smith 


FRANKLIN  COUNTY 
MEDICAL  SOCIETY 

Decherd 

Dewey  W.  Hood 
■ Sewanee 
Arthur  Berryman 
Ruth  A.  Cameron 
Dudley  C.  Fort 
Charles  B.  Keppler 
Fletcher  S.  Stuart 
Roger  Way 

Winchester 
Jo  C.  Anderton 
Reynolds  Fite 
Gerald  E.  Johnson 
Rodolfo  Villar 


GILES  COUNTY 
MEDICAL  SOCIETY 

Pulaski 

Robert  B.  Agee 
Buford  P.  Davis 
James  V.  Fentress 

A.  C.  Foronda 
“Walter  J.  Johnson 
William  H.  Murrey 
William  K.  Owen 


GREENE  COUNTY 
MEDICAL  SOCIETY 

Coalmont 
“L.  E.  Coolidge 
Greeneville 
Maynard  Austin 
Ramon  Azaret 
Bill  E.  Barry 
Robert  G.  Brown 
W.  C.  Chapman,  Jr. 
Robert  A.  Cooper 
Robert  S.  Cowles,  Jr. 
Martin  W.  Durkin 
James  F.  Easterly 
Luke  L.  Ellenburg 
Haskell  W.  Fox 
Rae  B.  Gibson 
Hal  H.  Henard 
Gordon  P.  Hoppe 

N.  P.  Homer 
C,  D.  Huffman 
Ben  J.  Keebler 
Richard  C.  Larsen 
W.  L.  Mason 
Marlin  Mathiesen,  Jr. 
Haskell  B.  McCollum 
James  R.  McKinney 
Dee  L.  Metcalf 
Michael  J.  O’Dell 
George  W.  Oden 
David  O.  Patterson 
Calvin  R.  Reviere 
John  L.  Shaw 
Kenneth  Susong 

W.  C.  Thacker 

Mosheim 
Dale  Brown 
Graydon  Evans 

HAMBLEN  COUNTY 
MEDICAL  SOCIETY 

Dandridge 

O.  L.  Merritt 

Jefferson  City 
David  C.  Cawood 
Mary  Chin 


John  W.  Ellis,  Jr. 
Samuel  C.  Fain 
Jessie  E.  Howard 
Frank  L.  Milligan 
Estle  P.  Muncy 

Morristown 
W.  K.  Alexander 
J.  G.  Amadore,  Jr. 
Douglas  Andrews 
John  C.  Backe,  Jr. 

L.  R.  Barclay 
Mack  J.  Bellaire 

C.  C.  Blake 

H.  T.  Brock 

A.  P.  Bukeavich 

M.  E.  Bukovitz 
J.  D.  Caldwell 
Gary  R.  Chambers 
Jerry  Crook 
Kemp  Davis 
Clarence  J.  Duby,  Jr. 
R.  A.  Finney 

P.  L.  Fuson 
Robert  L.  Gray 
David  L.  Greene,  Jr. 
Robert  Gronewald 
W.  J.  Gutch 
Jamshed  V.  Haq 
Crampton  PI.  Helms 
John  II.  Kinser 
O.  R.  Lowry,  III 
Everette  G.  Lynch 
David  W.  McNeil 

0.  C.  Renner,  Jr. 
Josiah  B.  Sams 
Charles  S.  Scott 
Donald  C.  Thompson 
Timothy  W.  Thurston 
Powell  M.  Trusler 
Jose  Wee-Eng 

D.  V.  Willbanks 
Raymond  B.  Yates 

Rutledge 

“Leander  C.  Bryan 
Tenny  J.  Hill 

Whitepine 
Erman  Dale  Allen 

B.  J.  Millard 

HAWKINS  COUNTY 
MEDICAL  SOCIETY 

Rogersville 
R.  B.  Baird,  Jr. 

Ralph  Gambrel 
William  E.  Gibbons 
Walter  L.  Goforth 

E.  M.  Henderson 

Surgoinsville 
George  E.  Miller 

HENRY  COUNTY 
MEDICAL  SOCIETY 

Buchanan 
“W.  P.  Griffey,  Sr. 

“J.  B.  Peebles 

Paris 

Robert  D.  Adams 
W.  R.  Campbell 
W.  P.  Griffey,  Jr. 

I.  W.  Howell 

1.  II.  Jones 
Larry  Long 
Barry  P.  McIntosh 
T.  McSwain  Minor 
E.  P.  Mobley,  Jr. 

J.  D.  Mobley 

J.  E.  Neumann,  Sr. 

D.  M.  Norman 
William  Rhea,  Sr. 
William  G.  Rhea,  Jr, 
Kenneth  G.  Ross 
John  M.  S enter,  Jr. 
Frank  B.  Sleadd 

J.  Ray  Smith 
T.  C.  Wood 

JACKSON  COUNTY 
MEDICAL  SOCIETY 

Gainesboro 
Elijah  M.  Dudney 
Jack  S.  Johnson 

KNOX  COUNTY 
MEDICAL  SOCIETY 

Concord 

K.  B.  Carpenter 


Fred  M.  Furr 
Carl  E.  Gibson 

B.  D.  Goodge 
Donald  E.  Larmee 
Robert  W.  Meadows 

Corryton 

A.  D.  Simmons 

Greeneville 
“R.  H.  Monger 

Knoxville 
“L.  Alton  Absher 
James  J.  Acker 
Joseph  E.  Acker,  Jr. 

Tea  Edward  Acuff 
William  J.  Acuff 
Robert  L.  Akin 
Edmund  B.  Andrews 
“Chas.  M.  Armstrong 
Charles  G.  Ange 
John  W.  Avera 
Anne  B.  Avery 
Robert  B.  Avery 
Shirley  B.  Avery 
William  R.  Bailey 
Martin  R.  Baker 
Gordon  S.  Ballou 
Floyd  N.  Bankston 

G.  William  Bates 
Walter  C.  Beahm 
Daniel  F.  Beals 
Joe  D.  Beals 
Alfred  D.  Beasley 
Thomas  K.  Beene 
John  H.  Bell 
Spencer  York  Bell 
Bruce  Bellomy 
Walter  Benedict 
James  C.  Benton 
Albert  W.  Biggs 
Monte  B.  Biggs 
Charles  W.  Black 
Joe  W.  Black,  Jr. 

H.  A.  Blake 
Lynn  F.  Blake 
Leon  Bogartz 
W.  E.  Bost 
Wade  H.  Boswell 
Leonard  A.  Brabson 
Jacob  T.  Bradsher 
Richard  F.  Brailey 
Aubra  D.  Branson 
Robert  G.  Brashear 
Robert  J.  Brimi 
Joseph  L.  Broady 

“Clayton  M.  Brodine 
Robert  T.  Brooks 
Fred  F.  Brown 
“Horace  E.  Brown 
Raymond  C.  Bunn 
Edward  Buonocore 
John  H.  Burkhart 
J.  M.  Burkhart 
John  T.  Bushore 
Martha  S.  Bushore 
William  G.  Byrd 

J.  Ed.  Campbell,  Jr. 
John  W.  Campbell 
Clyde  L.  Capps 

“P.  H.  Cardwell 

C.  Sanford  Carlson 
Frederick  W.  Carr 
Donald  G.  Catron 
Lloyd  G.  Caylor 
Amoz  Chemoff 
Jack  Chesney 
John  T.  Chesney 

L.  Warren  Chesney 

H.  E.  Christenberry,  Jr. 

K.  W.  Christenberry 
K.  W.  Christenberry,  Jr 
Henry  Christian 

“C.  L.  Chumley 
“Edward  S.  Clayton 
Wm.  W.  Cloud 
Malcolm  F.  Cobb 
R.  H.  Collier,  Jr. 

I.  Reid  Collmann 
Frank  V.  Comas 
Charles  Congdon 

D.  Raymond  Conley 
Edward  D.  Conner 
John  H.  Cooper 
David  A.  Corey 
Dennis  Coughlin,  Jr. 
James  B.  Cox 

John  J.  Craven 
Joe  C.  Crumley 

J.  P.  Cullum 
Morris  N.  Dalton 


Elvyn  V.  Davidson 
Daniel  Davis 
Lloyd  C.  Davis 
Martin  Davis 
Joseph  C.  DeFiore,  Jr 
Josej>h  B.  Delozier 
Oliver  Delozier 
W.  A.  DeSautelle 
Albert  W.  Diddle 
Sheldon  E.  Domm 
Larry  Dorsey 
“Wesley  F.  Dorsey 
John  H.  Dougherty 
Robert  E.  Dougherty 
James  E.  Downs 
Dennis  A.  Drake 
Mary  Brock  Duffy 
James  B.  Dukes 
Orville  J.  Duncan 
R.  H.  Duncan,  Jr. 
John  A.  Eaddy 
C.  R.  Earnest,  Jr. 

C.  S.  A.  Ebenezer 
James  B.  Ely 
Jerry  J.  Embry 
Richard  J.  Erickson 
John  H.  Evans 
David  F.  Fardon 
R.  Kent  Farris 
“Frank  A.  Faulkner 
Mark  P.  Fecher 
George  Fillmore 
George  H.  Finer 
Richard  A.  Fogle 
William  E.  Foster 
J.  Marsh  Frere 
Mellon  A.  Fry,  Jr. 
William  F.  Gallivan 
Frank  B.  Galyon 
Joseph  I.  Garcia 
William  H.  Gardner 
George  L.  Gee,  Jr. 
Robert  H.  Gentry 
C.  F.  George 
David  G.  Gerkin 
J.  Vivian  Gibbs 
Verne  E.  Gilbert 
Robert  B.  Gilbertson 
Richard  A.  Gillespie 
Abner  M.  Glover,  Jr. 
Carl  E.  Godfrey 
Charles  W.  Godwin 
Charles  A.  Gouffon 
Conrad  L.  Grabeel 
Warren  Guffin 
James  R.  Guyton,  Jr. 
T.  F.  Haase,  Jr. 
Robert  E.  Hall 
*J.  Ralph  Hamilton 
Joseph  W.  Harb 
Walter  S.  E.  Hardy 
R.  Leslie  Hargrove 
Kenneth  A.  Harper 
Robert  W.  Harris 
Wm.  E.  Harrison 
J.  C.  Hathaway,  Jr. 
Frank  J.  Haufe 
T.  J.  T.  Hayes,  Jr. 
Ray  M.  Hayworth 
Douglas  K.  Hembree 
James  L.  Hemphill 
Bertram  R.  Henry 
James  E.  Henry,  Jr. 
“George  G.  Henson 
Howard  K.  Hicks 
Hubert  C.  Hill 
Oliver  W.  Hill 
“Victor  Hill 
Milbrey  Hinrichs 
R.  L.  Hobart,  Jr. 
Fred  W.  Hodge 
David  F.  Hoey 
Robert  P.  Hornsby 
Bennett  F.  Horton 
Leon  C.  Hoskins 
William  M.  Hovis 
G.  Turner  Howard 
John  W.  Howe 
C.  I.  Huddleston 
James  F.  Hudgens 
Fred  E.  Hufstedler 
“Perry  M.  Huggin 
Fred  A.  Hurst 
Kristie  H.  Hurst 
Larry  C.  Huskey 
Charles  C.  Hutson 
E.  C.  Idol 
Clifton  E.  Irwin 
A.  L.  Jenkins 
J.  R.  Johnson 
Joe  Breese  Johnson 
Francis  S.  Jones 
Richard  R.  Jost 
Paul  L.  Jourdan 


Margaret  E.  Joyce 
Clark  E.  Julius 
Anthony  A.  Kattine 
A.  Pat  Kelly 
“H.  M.  Kelso 
A.  Glenn  Kennedy 
John  O.  Kennedy 
John  E.  Kesterson 
Val  Khairollahi 
Fred  A.  Killeffer 
Irvin  R.  King 
Stephen  H.  King 
Stacy  H.  Kinlaw 

C.  C.  Kirk,  Jr. 

Victor  H.  Klein,  Jr. 
Lamar  L.  Knight 
Robert  E.  Knowling 
Keith  F.  Kraemer 
Stephen  Krauss 
William  G.  Laing 

“A.  H.  Lancaster 
Robert  D.  Lange 
Robert  F.  Lash 
William  M.  Law 
J.  Serge  LeBel 
Joe  H.  Leonard 
John  H.  Lesher 
Thomas  E.  Lester 
James  V.  Lewis 
Robert  A.  Lewis 
Felix  G.  Line 
Thomas  L.  Lomasney 
Frank  London 
Henry  H.  Long 
Thomas  H.  Lowry 
Joe  L.  Luna 

A.  S.  Luttrell 
John  R.  Maddox,  Jr. 
Robert  R.  Madigan 
Edward  M.  Malone 
J.  H.  L.  Marshall 
Carl  L.  Mathews 
Margaret  Maynard 
Perry  B.  McCallen 
Curtis  P.  McCammon 
Bruce  R.  McCampbell 
William  J.  McCoy 
William  E.  McGhee 
Carroll  W.  McGinnis 
J.  S.  McMurry 
Carter  Miller 
Edwin  E.  Miller 
William  O.  Miller 
Donald  E.  Mitchell 
Foy  B.  Mitchell 
Jack  Murphy  Mobley 
J.  L.  Montgomery,  Jr. 
J.  Tucker 

Montgomery 
Joseph  B.  Moon 
“John  D.  Moore 
John  D.  Moore,  Jr. 
Robert  S.  Moore 

D.  E.  Mooreside 
Travis  E.  Morgan 
Robert  W.  Morris,  Jr. 

“Julius  Floyd  Morrow 
James  E.  Moseley 
£.  Jay  Mounger 
Robert  Mueller 

E.  L.  Murray,  Jr. 
William  S.  Muse 
James  D.  Myers 
Stephen  E.  Natelson 
Donald  T.  Neblett 
Bill  M.  Nelson 
Carl  A.  Nelson,  Jr. 
John  R.  Nelson,  Jr. 
William  A.  Nelson 

H.  L.  Neuenschwandei 
“Park  Niceley 
Hazel  Marie  Nichols 
Elvin  B.  Noxon 
Richard  A.  Obenour 
Kenneth  A.  O’Connor 
Harry  K.  Ogden 
Homer  C.  Ogle 
Bergein  F.  Overholt 

B.  M.  Overholt 
Robert  M.  Overholt 
Herbert  Oxman 
Turan  Ozdil 
Ronald  L.  Pack 
Sam  G.  Pappas 
Francis  K.  Patterson 
R.  W.  Patterson,  Jr. 

R.  F.  Patterson,  Jr. 
William  L.  Patterson 
William  A.  Paulsen 

F.  H.  Payne 

C.  G.  Peagler 
Randall  E.  Pedigo 

“Jarrell  Penn 
Ronald  Perry 
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“H.  Dewey  Peters 
Preston  Phelps,  Jr. 

Ira  S.  Pierce 
Cecil  E.  Pitard 
“Samuel  Joseph  Platt 
William  F.  Powell 
Bruce  R.  Powers 
Wilson  W.  Powers 
Christopher  D.  Prater 
Gilbert  W.  Pratt 
H.  Hammond  Pride 
T.  C.  Prince,  Jr. 
Stephen  C.  Prinz 
James  C.  Prose 
John  T.  Purvis 
Andres  A.  Ramos 
John  A.  Range 
“Joe  L.  Raulston 

K.  L.  Raulston,  Jr. 
Freeman  L.  Rawson 
Thomas  L.  Ray 
W.  Gilmer  Reed 
Rolland  F.  Regester 
Paul  D.  Richards 
Billy  N.  Riggins 
Richard  Robinson 
John  C.  Rochester 
J.  C.  Rodgers,  Jr. 
Frank  T.  Rogers 
William  K.  Rogers 
Cecil  D.  Rowe 
Robert  L.  Rubright 
Norman  H.  Rucker 
Burton  M.  Rudolph 
David  A.  Reuff 
Jack  Rule 
Kenneth  B.  Rule 
William  Rule 
Robert  C.  Russell 
Kyle  O.  Rutherford 
John  H.  Saffold 
Ronald  K.  Sandberg 
Roy  L.  Seals 
Richard  C.  Sexton 
Digby  G.  Seymour 
Samir  B.  Shamiyeh 
Alex  B.  Shipley 
E.  Charles  Sienknecht 
Jon  R.  Simons 
“Frank  J.  Slemons 
Charles  C.  Smeltzer 
E.  B.  Smith 
“Vernon  I.  Smith 
Robert  L.  Smith 
Alan  Solomon 
Takuo  Sonda 
Sheldon  B.  Soss 
William  P.  Stallworth 
Thomas  F.  Stevens 
J.  Hooper  Stiles 
J.  M.  Stockman 
T.  A.  Sullivan,  Jr. 
William  R.  Sullivan 

C.  G.  Sundahl 
William  K.  Swann 
Jo  G.  Sweet 
Jean  C.  Tarwater 
Edward  L.  Tauxe 
Dale  A.  Teague 
Richard  L.  Tenney 
Doris  K.  Thomson 
“Edmond  F.  Tipton 
William  M.  Tipton 
Vincent  B.  Tolley 
Elsie  V.  Tomkinson 
Elmer  L.  Treat 
Billy  C.  Trent 
Lucian  W.  Trent 
George  M.  Trotter 
James  E.  Turner 

M.  Frank  Turney 
M.  D.  Underwood 
William  Vandergriff 
Carlos  L.  Velado 
Emilio  Verastegui 
Dwight  R.  Wade,  Jr. 
Bruce  Walker 
Norma  B.  Walker 
James  W.  Wall 
Calvin  R.  Wallace 
Sidney  L.  Wallace 
Donald  E.  Wallis 
Clifford  L.  Walton 
John  E.  Washer 
David  H.  Waterman 
James  H.  Waters 
David  T.  Watson 
Glenn  F.  Watts 
Alvin  J.  Weber 
Roy  A.  Wedekind 
Arthur  W.  Welling 
Charles  M.  Wender 
“Fred  West 
Herbert  N.  Whanger 


Herbert  F.  White 
Richard  L.  Whittaker 
John  W.  Whittington 
Robert  B.  Whittle 
Lee  L.  Williams 
M.  L.  Williams 
®G.  A.  Williamson,  Jr. 
Perry  J.  Williamson 
Leon  J.  Willien 
Richard  B.  Willingham 
Stephen  G.  Wilson,  Jr. 
John  D.  Winebrenner 
Paul  E.  Wittke 
John  H.  Wolaver 
George  H.  Wood 
“R.  B.  Wood 
Paul  T.  Wooten 
James  P.  Worden 
Glenn  E.  Wright 
O.  H.  Yarberry,  Jr. 
James  D.  Yates 
Ronald  F.  Yatteau 
William  T.  Youmans 
Vernon  H.  Young 
Vincent  T.  Young 
Eugene  G.  Zachary 
Charles  R.  Zirkle 
George  A.  Zirkle,  Jr. 

Lake  City 

John  S.  Burrell 
Curtis  C.  Sexton 

Lenoir  City 
Harold  D.  Freedman 
“J.  H.  L.  Heintzelman 
J.  R.  Rogers 
Walter  C.  Shea,  Jr. 
Peter  G.  Stimpson 

Loudon 
Corrie  Blair 
Samuel  A.  Harrison 
W.  B.  Harrison 
William  T.  McPeake 
J.  R.  Watkins 

Louisville 
Peter  L.  Cason 

A.  Ray  Mayberry 
“John  Raymond  Smoot 

New  Tazewell 
Fred  W.  Reed 
William  N.  Smith 

Oak  Ridge 
Seaton  Garrett 
David  H.  Sexton 

Powell 

Cecil  E.  Russell,  Jr. 

Seymour 
James  B.  Bell 

Sneedville 
T.  H.  Pierce 

Strawberry  Plains 
Robert  W.  Creech 
Roland  M.  Webster 

Vonore 

“Troy  Bagwell 

Sanibel,  Fla. 
“Zelma  L.  Herndon 

Alexandria,  Va. 
“George  L.  Inge 


LAWRENCE  COUNTY 
MEDICAL  SOCIETY 

Lawrenceburg 
“Virgil  H.  Crowder 
Virgil  H.  Crowder,  Jr. 
W.  O.  Crowder,  Jr. 
Boyd  P.  Davidson 
Michael  R.  Gebaeur 
Norman  L.  Henderson 
James  C.  Hudgins,  Jr. 
Laurence  B.  Molloy 
Villard  Parrish 
Jerry  Qualls 
Homer  Lee  Staley 
Walter  S.  Sutherland 
Carson  E.  Taylor 
Henry  L.  Thomas 
Darrell  L.  Vaughan 


Loretto 
Ray  E.  Methvin 
M.  H.  Weathers,  Jr. 

Waynesboro 
Jaime  V.  Mangubat 


LINCOLN  COUNTY 
MEDICAL  SOCIETY 

Ardmore 

Clyde  B.  Marshall 
Fayetteville 
Edwin  E.  Blalack 
Anne  U.  Bolner 
J.  H.  Crumbliss 
H.  R.  M.  Gowda 
Wm.  D.  Jones 
“Robert  E.  McCown 
“J.  V.  McRady 
Bobby  G.  Norwood 
T.  A.  Patrick,  Jr. 

C.  Doyne  Toone 
Paul  E.  Whittemore 
William  Young 

Lynchburg 
“F.  Harlan  Booher 


MACON  COUNTY 
MEDICAL  SOCIETY 

Lafayette 

Charles  Chitwood,  Jr. 
E.  M.  Froedge 
G.  L.  Holmes,  III 
M.  Alfred  Todd 


MARSHALL  COUNTY 
MEDICAL  SOCIETY 

Brentwood 
Thomas  R.  Duncan 

Lewisburg 

Kenneth  P.  Brown,  Jr. 
Hoyt  C.  Harris 
James  L.  Johnson 

J.  C.  Leonard 

K.  J.  Phelps 
Jones  F.  Rutledge 
William  L.  Taylor 
J.  F.  VonAlmen,  Jr. 

C.  J.  Wheeler 

Memphis 

Kenneth  Phelps,  Jr. 

Altamonte  Springs,  Fla. 
Linda  C.  Barnes 


MAURY  COUNTY 
MEDICAL  SOCIETY 

Columbia 

David  Boyd  Andrews 
Wendell  C.  Bennett 
Sidney  A.  Berry 
Charles  R.  Brite 

B.  R.  Clifford.  Jr. 
Thomas  S.  Dake 
Patricia  C.  Davis 
Harold  W.  Ferrell 
G.  A.  Fiedler,  Jr. 
Tames  M.  Fitts 
Harold  H.  Fry,  Jr. 
William  G.  Fuqua 

C.  C.  Gardner,  Jr. 
Daniel  R.  Gray,  Jr. 
Joel  T.  Hargrove 
Roy  F.  Harmon,  Jr. 
Patrick  E.  Hartman 
Valton  C.  Harwell 
Harry  C.  Helm 
James  B.  Kelley 
Ralph  Kustoff 
Ambrose  M.  Langa 
Robin  Lyles 

G.  R.  Mavfield,  Jr. 
Clay  R.  Miller 
Spencer  G.  Mitchell 
Lawrence  R.  Nickell 
John  R.  Olson 
M.  T.  Rayburn,  Jr. 
W.  A.  Robinson,  II 
Billy  J.  Vinson 
T eon  S.  Ward 
Thomas  R.  White 


J.  Wallace  Wilkes,  Jr. 
T.  K.  Young,  Jr. 

Mt.  Pleasant 
J.  O.  Williams,  Jr. 

Nashville 
William  F.  Orr 


McMINN  COUNTY 
MEDICAL  SOCIETY 

Athens 

George  Ackaouy 
James  R.  Boyce 
C.  T.  Carroll 
Lewis  D.  Curtner 
Wm.  M.  Davis 
“Carey  O.  Foree 
Wm.  E.  Foree,  Jr. 
Robert  G.  Hewgley 
Milnor  Jones 
George  Kirkpatrick 
John  C.  McKenzie 
Hollis  C.  Miles 
Helen  M.  Richards 
Lester  H.  Shields 
James  F.  Slowey 
Iris  G.  Snider 
Robert  W.  Trotter 

Big  Springs 
“Charles  F.  Warren 
Charleston 
H.  P.  Whittle,  Jr. 

Decatur 
“W.  L.  Wilhelm 

Englewood 
James  F.  Cleveland 

Etowah 
Yung  Gil  Lee 
Luis  J.  Ordonez 
Antonio  S.  Periut 
Harish  B.  Soni 
Thomas  W.  Williams 


MEMPHIS-SHELBY 

COUNTY 

MEDICAL  SOCIETY 

Arlington 
Malcolm  A.  Baker 

Collierville 
Ernest  F.  Apple 
J.  E.  Outlan 

Cordova 
“L.  W.  Diggs 

Counce 
“H.  D.  Gray 

Forest  Hills 
C.  P.  Cheatham 

Germantown 
G.  H.  Burkle,  III 
John  T.  Carter,  Jr. 
“Robert  S.  Norman 

Humboldt 
Charles  E.  Couch 
Memphis 

Robert  F.  Ackerman 
John  G.  Adams,  Jr. 
John  Q.  Adams 
J.  Robert  Adams 
Lorenzo  H.  Adams 
Robert  F.  Adams 
William  M.  Adams,  Jr. 
Frank  J.  Adcock 
R.  M.  Addington 
Henry  L.  Adkins 
Justin  H.  Adler 
G.  H.  Aivazian 
Howard  T.  Akers 
John  F.  Albritton 
Albert  M.  Alexander 
Chester  G.  Allen 
Frank  S.  Allen 
Robert  G.  Allen 
“F.  H.  Alley 
“Jacob  Alperin 
James  L.  Alston 
Rex  A.  Amonette 


J.  P.  Anderson 

L.  D.  Anderson 
William  F.  Andrews 

D.  N.  Anishanslin 
C.  L.  Anthony,  Jr. 
Robert  A.  Anthony 
John  W.  Apperson,  Jr. 
Billy  S.  Arant,  Jr. 
Charles  R.  Arkin 

W.  H.  Armes,  Jr. 
Sidney  W.  Arnold 
P.  M.  Aronoff 
Malcolm  Asta 
H.  E.  Atherton 
Leland  L.  Atkins 
R.  A.  Atkinson 
John  W.  Atwood 
Edgar  L.  Austin 
John  Andrew  Avgeris 
W.  W.  Aycock 
J.  C.  Ayres,  Jr. 

John  W.  Baird 
Irvin  C.  Baker 
J.  Earl  Baker 
Jack  P.  Baldwin 
George  F.  Bale 
Reid  L.  Ballenger 
Roy  Manning  Barber 

G.  L.  Barker 
Roy  J.  Barnes 
James  R.  Barr 
Jerome  N.  Barrasso 
John  Morgan  Barron 
Reed  C.  Baskin 
George  H.  Bassett 
Joseph  C.  Battaile 

N.  A.  Battaile 
Howard  L.  Beale 
B.  L.  Beatus,  Jr. 

Paul  D.  Beery,  Jr. 
Emmett  D.  Bell,  Jr. 
James  S.  Bell 
Steven  Hunter  Bell 

A.  L.  Bellott,  Jr. 

H.  E.  Bennett 

B.  F.  Benton 
“Ralph  C.  Bethea 

A.  R.  Bevilacqua 
Richard  O.  Bicks 
J.  D.  Biles 

E.  S.  Birdsong,  Jr. 
Calvin  R.  Bishop 
Alan  L.  Bisno 

W.  A.  Bisson 
W.  T.  Black,  Jr. 
Carolyn  F.  Blackwell 
Samuel  J.  Blackwell 
John  R.  Blair 
Basil  A.  Bland,  Jr. 
Breen  Bland 
Phil  B.  Bleecker 
Herbert  Blumen 
H.  B.  Blumenfield 
Joseph  C.  Boals,  III 
Robert  T.  Bobo 
R.  M.  Boehm,  Jr. 

R.  F.  Bonner 
Howard  A.  Boone 
James  L.  Booth 

C.  W.  Borg 
“Mary  S.  Bouldin 

R.  L.  Bourland 
R.  L.  Bourland,  Jr. 
“E.  P.  Bowerman 
“Robert  L.  Bowlin 
Allen  S.  Boyd 
“H.  B.  Boyd 
Henry  R.  Bradford 

B.  M.  Brady 
Winston  Braun 
Clara  A.  Brawner 
J.  T.  Bridges 
Louis  Goodno  Britt 
Louis  P.  Britt 
Maury  W.  Bronstein 
Brown  Brooks 
James  S.  Brown 
Jane  W.  Brown 

Joe  L.  Brown,  II 
Mike  J.  Brown 
W.  R.  Brown 
Thornton  Bryan,  Jr. 

J.  S.  Buchignani,  Jr. 
Robert  Buchalter 
Madison  H.  Buckley 
George  A.  Burghen 
Randel  P.  Bums 
W.  B.  Burrow 
William  D.  Burton 
David  H.  Buss 
Dorothy  H.  Butler 
R.  M.  Butler 

O.  D.  Butterick,  Jr. 
James  S.  Byas 


Shed  Hill  Caffey 
R.  A.  Calandruccio 
Edward  P.  Caldwell 

M.  K.  Callison 
Alvro  M.  Camacho 
“E.  G.  Campbell 
Dee  James  Canale 
James  L.  Canale 
Terrance  Canale 
Bland  W.  Cannon 
Charles  A.  Cape 
Dominic  J.  Cara 
R.  S.  Caradine,  Jr. 
Peter  G.  Camesale 
“Duane  M.  Carr 
David  S.  Carrol] 

Dan  Carruthers,  Jr. 
Harvey  W.  Carter 
J.  Roland  Carter 
L.  L.  Carter 
tLouis  L.  Carter,  Jr. 

E.  L.  Cashion 
Arlie  H.  Chamberlin 
Fenwick  W.  Chappell 
Steven  T.  Charles 
Richard  C.  Cheek 
Carolyn  M.  Chesney 
Richard  E.  Ching 
John  C.  Chisolm 
Robert  P.  Christopher 
Colin  C.  D.  Clarendon 
Dwight  W.  Clark 
Glenn  Clark 
James  A.  Clark,  Jr. 
Charles  L.  Clarke 
Hugh  Adams  Clarke 
Edwin  W.  Cocke,  Jr. 
Lawrence  L.  Cohen 
“Morris  D.  Cohen 
Francis  H.  Cole 
Wm.  L.  Cole,  III 
Sidney  A.  Coleman 
Blaine  C.  Collins 
Frank  H.  Collins 
J.  H.  Collins 

A.  A.  Concon 
Lynn  W.  Conrad 
John  P.  Conway 
Charlie  W.  Cooper 
George  A.  Coors 

G.  D.  Copeland 
Irby  V.  Cassette 
Clair  E.  Cox 
Lloyd  V.  Crawford 

P.  T.  Crawford 
Rufus  E.  Craven 
Andrew  Crenshaw 
T.  K.  Creson,  Jr. 

John  Thomas  Crews 
Herman  A.  Crisler,  Jr. 

“J.  A.  Crisler,  Jr. 

J.  R.  Crockarell 
Robert  A.  Crocker 
Robert  N.  Crockett,  Jr. 
Virgil  G.  Crosby 
Joseph  E.  Crupie 
Terry  Park  Cruthirds 
Alvin  J.  Cummins 
David  L.  Cunningham 
Ray  Eugene  Curie 
Thomas  A.  Currey 
Gilbert  A.  Dale,  Jr. 

S.  N.  Das 

C.  O’Hara  Daugherty 
“Raleigh  R.  Davenport 
Orin  L.  Davidson 
Dean  F.  Davies 
Edna  M.  F.  Davis 
Harry  Davis 
“J.  M.  Davis 
J.  T.  Davis,  Jr. 
Norman  H.  Davis 
Thomas  A.  Davis 
W.  J.  Deaton 
Charles  J.  Deere 

H.  L.  Dellinger,  Jr. 
McCarthy  DeMere 
R.  L.  DeSaussure 
Melvin  W.  Deweese 
Phillip  Hays  Dirmeyer 
Don  E.  Dismukes 
Tere  M.  Disney 

B.  S.  Divic 

Robert  P.  Dobbie,  Jr. 
J.  M.  Dobson 
Mark  L.  Donnell 
John  B.  Dorain 
Thomas  G.  Dorrity 
Lois  W.  Dow 
Charles  V.  Dowling 
Arnold  M.  Drake 
Lynn  A.  Drake 
Paul  T.  Drenning 
R.  D.  Drewry,  Jr. 
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Horton  G.  DuBard 
John  K.  Duckworth 
Patricia  Duckworth 
Danilo  A.  Duenas 
Marion  Dugdale 
Don  DeWindle  Duke 
W.  D.  Dunavant 
Dan  A.  Dunaway 
James  T.  Duncan 
Jerald  M.  Duncan 
Hamel  Bowen  Eason 
Leslie  Edmund  Eason 

E.  S.  Eddins 

A.  S.  Edmonson 
Joseph  Allen  Elgart 
James  L.  Elliott 
Rodney  G.  Elliott 
George  H.  Ellis 
Jerry  Engelberg 
Nancy  Jo  Engeset 

E.  U.  Epstein 
Cyrus  C.  Erickson 
J.  N.  Etteldorf 

C.  Barton  Etter 
Irving  K.  Ettman 
O.  A.  Eubanks,  Jr. 

J.  D.  Evans 
Milton  L.  Evans 

B.  E.  Everett,  Jr. 

W.  H.  Fancher 

C.  C.  Faquin,  Jr. 
Harold  G.  Farley 

T.  Albert  Farmer,  Jr. 
Turley  Farrar 

C.  C.  Farrow,  Jr. 
James  Rodney  Feild 
Harold  Feinstein 
Robert  D.  Fink 
Raymond  J.  Fioranelli 

D.  F.  Fisher 
Charles  Walter  Fitch 
James  B.  Flanagan 
Irvin  Durant  Fleming 
Julian  Glenn  Fleming 

A.  R.  Flowers 
Bobby  F.  Flowers 
William  P.  Flowers 
James  D.  Fogleman 
Max  Foner 
Thirachit  Fongwitoo 

F.  F.  Fountain,  Jr. 
Hugh  Francis,  Jr. 
Jerry  Francisco 
Edgar  R.  Franklin 
C.  E.  Frankum 
Lovely  A.  Free 
Jerre  M.  Freeman 
W.  Edward  French 

B.  I.  Friedman 
Harry  Friedman 
Ira  B.  Fuller,  III 

E.  W.  Gadberry 
Telrao  A.  Galindez 
J.  T.  Galyon 
Stephen  L.  Gammill 
J.  C.  Garbarini,  Jr. 
Abraham  Garcia 

H.  C.  Gardner 

L.  G.  Gardner,  Jr. 
Wade  S.  Gamer 
H.  Edward  Garrett 
Richard  H.  Garrett 
James  R.  Gay 
Elsbeth  Gehorsam 
Benjamin  R.  Gendel 
Lewis  Watson  George 
Barry  E.  Gerald 
Terry  E.  Geshke 
“C.  E.  Gillespie 
John  Joseph  Gilluly 
Richard  C.  Gilmartin 
B.  H.  Ginn 
Frederick  Gioia 
George  E.  Gish 
James  Robert  Givens 
Thomas  C.  Gladding 
Louis  Glazer 
Wm.  Cole  Godsey 
Turgut  K.  Gokturk 
Richard  H.  Gold 
Fred  A.  Goldberg 
Michael  Gompertz 
Willis  M.  Gooch,  III 
T.  F.  Goodman,  Jr. 
Martha  F.  Goss 
“Henry  B.  Gotten 
“Nicholas  Gotten 
Nicholas  Gotten,  Jr. 
Marvin  I.  Gottlieb 
Robt  D.  Gourley 

G.  Winston  Gragg 
Wilford  H.  Gragg,  Jr. 
James  A.  Grant 
William  C.  Grant 


J.  F.  Gratz,  Jr. 

L.  R.  Graves,  Jr. 

C.  R.  Green 
James  B.  Green 
John  M.  Gregory 
Jerry  Wade  Grise 

H.  T.  Grizzard 

A.  J.  Grobmyer,  Jr. 

A.  J.  Grobmyer,  III 

F.  T.  Grogan,  Jr. 
Charles  W.  Gross 
J.  L.  Guyton 

“Lillian  Hadsell 
James  S.  Haimsohn 
H.  H.  Halford,  Jr. 
Jack  R.  Halford 
E.  R.  Hall,  Jr. 

Vonnie  A.  Hall 
Margaret  A.  Halle 
“J.  F.  Hamilton 

R.  S.  Hamilton 
W.  T.  Hamilton 
J.  M.  Hamlett,  III 

B.  L.  Hammack 
John  B.  Hamsher 
James  C.  Hancock 

A.  S.  Hanissian 

“Bedford  F.  Hardin 
Ethel  Ashton  Harrell 
O.  B.  Harrington 
Buford  Terrell  Harris 
John  Harris 
Mallory  Harwell 
Howard  B.  Hasen 
Fred  E.  Hatch,  Jr. 

A.  K.  Hawkes 

C.  Douglas  Hawkes 
Jean  M.  Hawkes 
Cyril  L.  Hay 
William  T.  Hayes 
Thomas  G.  Head 
Mark  E.  Heerdt 
Donald  C.  Henard 
H.  S.  Henderson,  III 
J.  H.  Hendrix,  Jr. 
Walter  H.  Henley 
Louie  C.  Henry 
Bruce  W.  Herndon 

“A.  Lynn  Herring 
W.  T.  Herring 

C.  G.  Herrington,  Jr. 
Roger  Lew  Hiatt 
W.  David  Hickey,  Jr. 
Dennis  A.  Higdon 
T.  W.  Higginbotham 
George  B.  Higley,  Jr. 
George  B.  Higley,  Sr. 

M.  Lloyd  Hiler 
Fontaine  S.  Hill 
James  M.  Hill 
John  R.  Hill 

E.  H.  Himmelfarb 

E.  E.  Hines 
Leonard  H.  Hines 
John  M.  Hodges 
W.  K.  Hoffman,  Jr. 

R.  S.  Hnllabnugb 
Nancy  E.  Holland 
Thomas  L.  Holliday 
David  Holloway 

J.  E.  Holmes 
T.  P.  Holmes,  Jr. 
Perry  D.  Holmes 
Huey  T.  Holt 
Stephen  T.  Hood 
Arthur  E.  Home 
Glenn  E.  Horton 
Hubert  L.  Hotchkiss 
C.  H.  Householder 
John  L.  Houston 
H.  S.  Howard,  Jr. 

W.  T.  Howard 
Robert  J.  Howse 
John  Patton  Howser 
Ronald  E.  Hubbard 
Joseph  S.  Hudson 
John  D.  Huffman 
Allen  H.  Hughes 

F.  A.  Hughes,  Jr. 
James  G.  Hughes 
Tolm  D.  Hughes 

“Max  Hughes 
Robert  Rule  Hughes 
John  V.  Hummel 
Sam  E.  Hunter 
Charles  E.  Hutchins 
Linda  L.  Hutchins 
W.  C.  Hutchins 
T.  H.  Rams 
“C.  W.  Ingle 
A.  J.  Ingram 
W.  Byron  Inmon 
C.  E.  Tabbour 
J.  T.  Jabbour 


Thomas  M.  Jackson 
“David  H.  James 

D.  H.  James,  Jr. 

Hal  P.  James 

“Jesse  A.  James 
L.  K.  Jarred 
Oliver  C.  Jeffers 

G.  W.  Jenkins,  II 
Jon  C.  Jenkins 
Wm.  G.  Jennings 
Anthony  P.  Jerome 

H.  Durell  Johnson 
J.  Don  Johnson 
James  G.  Johnson 
James  R.  Johnson 
Larry  H.  Johnson 
W.  W.  Johnson 
Albert  M.  Jones 
Elise  Jones 
George  P.  Jones,  Jr. 
Joe  Paul  Jones 

R.  Luby  Jones 
Sidney  D.  Jones,  Jr. 
A.  Wilson  Julich 

E.  J.  Justis,  Jr. 
Edward  S.  Kaplan 
Jerry  Kaplan 

S.  B.  Kaplan 

L.  A.  Kasselberg 
Gilbert  Katz 
Gary  L.  Kellett 
Bobby  J.  Kelley 
“Ernest  G.  Kelly 
R.  T.  Kelly 
Robert  A.  Kerlan 
H.  G.  Kessler 
Patsy  Ruth  Kieter 
Vartkes  Kiledjian 
Noah  B.  Kimball 
Charles  M.  King 
“J.  Cash  King 
Lloyd  E.  King,  Jr. 
John  M.  Kington 
Abbas  E.  Kitabchi 
Howard  H.  Kitchens 
Robert  Paul  Kline 
W.  F.  Klotz 
David  H.  Knott 

F.  H.  Knox,  Jr. 

R.  L.  Knox 
Asghar  Koleyni 
Marshall  L.  Koonce 
Charles  E.  Kossman 
Alfred  P.  Kraus 
Bernard  M.  Kraus 
Melvin  M.  Kraus 

“Arlington  C.  Krause 
Frank  W.  Kroetz 
Cary  M.  Kuykendall 

N.  W.  Kuykendall,  Jr. 
J.  Warren  Kyle 

L.  M.  Lamar,  Jr. 
Nelson  Lamkin,  Jr. 

H.  Z.  Landis 

W.  C.  Lane,  III 

C.  T.  Langford,  Jr. 
Frank  A.  Latham 

M.  W.  Lathram 
A.  E.  Laughlin 

A.  E.  Laughlin,  Jr. 

H.  G.  LaVelle,  Jr. 
Jesse  A.  Lawrence 
Robert  E.  Lawson 
Edward  H.  Lazar 
Claude  P.  Ledes 
Line  Hong  Lee 

S.  Thomas  Lee 
“Aaron  M.  Lefkovits 

Helio  Lemmi 
Robert  I.  Lerman 
Michael  J.  Levinson 
Melwn  A.  Levitch 
Toe  S.  Levy 
L.  C.  Lewis 
Myron  Lewis 
Phil  M.  Lewis 
Phillip  L.  Lieberman 
H.  F.  Linder 
Harry  H.  Lippman 
Alys  H.  Lipscomb 

G.  G.  Lipsey 
Melvin  Litch,  Jr. 

G.  R.  Livermore,  Jr. 

D.  G.  Lockwood 
Charles  E.  Long 
William  E.  Long 
Lewis  I.  Loskovitz 
J.  C.  Lougheed 
Vama  Peyton  Love 
George  S.  Lovejoy 
Martha  A.  Loving 
Donald  N.  Lyerly 
Edward  H.  Mabry 
W.  F.  Mackey 


Holt  B.  Maddux 
Albert  L.  Maduska 
Thomas  A.  Maguda 
J.  K.  Maguire 
Battle  Malone 
Alan  I.  Mandell 
John  C.  Mankin 
James  A.  Mann 
Wm.  I.  Mariencheck 
Howard  W.  Marker 
Philip  Markle 
Carl  D.  Marsh 
“Clement  H.  Marshall 
George  W.  Marten 
Roy  W.  Martin 
Tinnin  Martin,  Jr. 
Alfonse  T.  Masi 
“R.  F.  Mason 
William  Watson  Mason 
James  D.  Massie 
Gordon  L.  Mathes 
Oliver  S.  Matthews 
Wm.  P.  Maury,  Jr. 

R.  F.  Mayer 
L.  H.  Mayfield 
James  E.  McAfee 
Robert  P.  McBumey 
John  W.  McCall 
John  G.  McCarter,  Jr. 
“J.  J.  McCaughan 
J.  J.  McCaughan,  Jr. 
Randolph  M . McCloy 
James  G.  McClure 

D.  C.  McCool 

L.  K.  McCown 

E.  F.  McDaniel 

H.  P.  McDonald,  Jr. 
Robert  C.  McEwan 
John  L.  McGee 
“John  A.  McIntosh 

E.  E.  McKenzie,  Jr. 

J.  Wesley  McKinney 

A.  M.  McLarty 

B.  E.  McLarty 

T.  E.  McLemore 
Marilyn  McRae 

M.  P.  Meadows,  Jr. 
Milton  O.  Medeiros 

T.  W.  Meriwether,  III 
William  E.  Metzger 

A.  H.  Meyer,  Jr. 

David  Meyer 
Robert  Miles 

Lee  W.  Milford,  Jr., 
Fox  Miller 
G.  L.  Miller,  Tr. 
“Harold  R.  Miller 
Joseph  Hardy  Miller 
Richard  A.  Miller 
Richard  B.  Miller 
R.  D.  Miller 
“R.  W.  Miller 
Stephen  T.  Miller 
Thomas  I.  Miller 
George  T.  Mills 
J.  Pervis  Milnor,  Jr. 
Irving  C.  Minkin 

B.  G.  Mitchell 
“E.  D.  Mitchell,  Jr. 

W.  R.  Mitchum 

E.  C.  Mobley 

B.  A.  Moeller,  Jr. 
William  L.  Moffatt 
Edward  N.  Mogan 
Mohammed  Moinuddin 
Shamin  M.  Moinuddin 
Edward  M.  Molinski 
R.  H.  Monger,  Jr. 
David  F.  Moore 

F.  B.  Moore,  Jr. 

Hugh  C.  Moore 
James  A.  Moore 
Marion  R.  Moore 
Moore  Moore,  Jr. 

John  T.  Morris 
Tandy  G.  Morris 
William  R.  Morris 

JJohn  C.  Morrison 
Larry  B.  Morrison 
William  H.  Morse 
William  Hill  Moshier 
Henry  Moskowitz 
M.  L.  Moskowitz 
J.  Palmer  Moss 
“T.  C.  Moss 
William  B.  Moss 
Ernest  E.  Muirhead 
Wade  T.  Murdock 
“Francis  Murphey 
J.  Garnett  Murphv 
Walter  H.  Murphy 
W.  F.  Murrah,  Jr. 


William  S.  Myers 
John  Paul  Nash 
Wilmer  L.  Neal 
Charles  L.  Neely,  Jr. 
Catherine 
Netchuoloff 
Larry  B.  Newman 
JE.  D.  Newton 
John  C.  Newton 
Thomas  W.  Nichols 
G.  C.  Nichopoulos 
James  J.  Nickson 
Eugene  R.  Nobles,  Jr. 
“Robert  S.  Norman 
W.  C.  North 
W.  L.  Northern,  Jr. 

D.  W.  Oelker 
Evelyn  Bassi  Ogle 
“W.  S.  Ogle 
Claude  D.  Oglesby 
Charles  B.  Olim 
“Joseph  C.  Orman 
Phil  E.  Orpet,  Jr. 
Frank  J.  Osborn 
Patrick  J.  O’Sullivan 
William  J.  Oswald 
Henry  Packer 
Alfred  H.  Page 
Gene  R.  Page 
Roy  Calvin  Page 
Martin  D.  Palmer 
R.  E.  Palmer,  IV 
Joseph  Parker 
C.  W.  Parrott,  Jr. 

R.  A.  Paskowitz 
Samuel  Paster 
Morris  Pasternack 
James  W.  Pate 
R.  E.  Patterson 

R.  H.  Patterson,  Jr. 
Sam  Polk  Patterson 
Raphael  N.  Paul 

G.  E.  Paullus.  Tr. 
Phillip  A.  Pedigo 
John  D.  Peeples,  Jr. 
John  V.  Pender,  Jr. 
Modesto  G.  Peralta 
Edgar  E.  Perry 
John  C.  Peyton 
William  C.  Phelps 
Jerry  C.  Phillips 

“William  E.  Phillips 
Maurice  C.  Pian,  Jr. 
John  D.  Pigott 
James  A.  Pitcock 
Samuel  E.  Pitner,  Jr. 
Alan  Bailey  Platkin 
Gerald  I.  Plitman 
Marvin  Polsky 
“R.  M.  Pool 
“Arthur  R.  Porter,  Jr. 

C.  H.  Porter 
Huey  H.  Porter 
James  H.  Powell 
James  J.  Presswood 
Carolyn  A.  C.  Price 
James  H.  Price 

S.  A.  Pridgen 
Wm.  Roby  Pridgen 
L.  C.  Prieto 
Billie  H.  Putman 
P.  J.  Quinn,  III 

J.  G.  Rabinowitz 
Rica  A.  Rabinowitz 
“John  W.  Ragsdale 
Richard  B.  Raines 
“Sam  L.  Raines 
William  T.  Rainey 

D.  R.  Ramey,  III 
Jerry  F.  Randolph 
Paul  D.  Randolph 
Morris  W.  Ray 

R.  Beverley  Ray 
Edward  M.  Reaves 
“John  J.  Redmon 
Edward  W.  Reed 
Robert  C.  Reeder 

H.  Eugene  Reese 
Harvey  C.  Reese,  Jr. 

“J.  R.  Reinberger 
John  M.  Reisser,  Jr. 
Walter  A.  Rentrop 
W.  E.  Rentrop 
L.  B.  Reynolds,  Jr. 
Hal  S.  Rhea 
Chas.  T.  Rhodes,  Jr. 
R.  L.  Richardson 
John  T.  Riggin,  Jr. 
Charles  R.  Riggs 
W.  W.  Riggs,  Jr. 
Robert  W.  Riikola 
Frances  O.  Riley 
George  A.  Riley 
J.  A.  Roane 


S.  Gwin  Robbins 
“Frank  L.  Roberts 
J,  T.  Robertson 

C.  G.  Robinson 
J.  A.  Robinson 
J.  E.  Robinson,  Jr. 
“W.  W.  Robinson 
L.  B.  Robison,  Jr. 

John  F.  Rockett 
Gordon  K.  Rogers 

N.  R.  Rojas 
Gerald  M.  Rosen 
E.  W.  Rosenberg 
Jacob  Rosensweig 
J.  A.  Rothschild 
Shane  Roy,  III 

R.  M.  Ruch 
Walter  A.  Ruch,  Jr. 

“H.  G.  Rudner 
Henry  G.  Rudner,  Jr. 
John  W.  Runyan,  Jr. 

J.  M.  Russell 

C.  P.  Safley,  Jr. 

Fred  P.  Sage 
Nathan  K.  Salky 

L.  C.  Sammons,  Jr. 
Alan  D.  Samuels 

S.  H.  Sanders 
David  M.  Sanford 
Jack  C.  Sanford,  Jr. 
W.  T.  Satterfield 
W.  T.  Satterfield,  Jr. 
A.  F.  Saville,  Jr. 

S.  J.  Schaeffer,  Jr. 
Donald  E.  Schaffer 
“D.  E.  Scheinberg 
Betty  J.  Schettler 
William  H.  Schettler 
V.  A.  Schlesinger 
“Phil  C.  Schreier 
Harriet  L.  Schroeder 
Jerome  Schroff 

S.  S.  Schwartz 
Benjamin  F.  Scott 

“C.  B.  Scott 
Daniel  J.  Scott,  Jr. 
Edwin  L.  Scott 
Joseph  M.  Scott 
James  L.  Seale 
Jeno  I.  Sebes 
Anthony  Segal 
Jack  Segal 
Maurice  P.  Segal 

E.  C.  Segerson 
“Milton  B.  Seligstein 
“R.  E.  Semmes 

Ray  O.  Sexton 
Norman  D.  Shapiro 
John  L.  Shaw 
John  J.  Shea,  Jr. 

M.  C.  Shea,  Jr. 

Wm.  E.  Sheffield 
James  R.  Shelton 

F.  H.  Shipkey,  Jr. 
John  A.  Shively 
Leslie  B.  Shumake 
J.  S.  Siegel 

Saul  Siegel 
Robert  L.  Siegle 
Fredric  T.  Silverblatt 
M.  N.  Silverman 
James  C.  H.  Simmons 
John  D.  Simpson,  Jr. 
“W.  Likely  Simpson 
Thomas  D.  Sisk 
Paul  R.  Sissman 
Marvin  R.  Skaggs 
Bovce  M.  Skinner 
“Edward  F.  Skinner 

H.  T.  Slawson,  Jr. 
Avron  Abe  Slutsky 
Alvin  E.  Smith 

C.  Gaylon  Smith 
Hugh  Smith 
Kirby  Lee  Smith 
Vernon  T.  Smith.  Jr. 
William  C.  Smith 
“F.  W.  Smythe,  Jr. 
Charles  V.  Snider 
Dowen  E.  Snyder 
Edward  D.  Snyder 
J.  J.  Sohm 
A.  N.  Sollee.  Tr. 
Vincent  L.  Solomito 
C.  Sotelo-Avila 
“Phineas  J.  Sparer 
David  L.  Speer 
Eugene  J.  Spiotta 
“D.  H.  Sprunt 
Charles  E.  Stallings 
C.  Cooper  Stanford 
James  F.  Stanford 

T.  V.  Stanley,  Jr. 

Ray  G.  Stark 
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Jason  L.  Starr 

A.  Frank  St.  Clair 
W.  P.  Stepp 
Eugene  N.  Stem 
Thomas  N.  Stem 
Cleo  W.  Stevenson 
E.  N.  Stevenson 
Robin  M.  Stevenson 

C.  V.  Stewart,  Jr. 
Marcus  J.  Stewart 
S.  B.  Stewart 

G.  H.  Stollerman 
°S.  Fred  Strain,  Sr. 

H.  T.  Stratton 

A.  N.  Streeter 

R.  J.  Stubblefield 
Jay  M.  Sullivan 
Joseph  A.  Sullivan 
R.  L.  Summitt 

A.  J.  Sutherland,  III 
"W.  D.  Sutliff 
JO.  W.  Swamer 
E.  W.  Sydnor,  Jr. 
Owen  B.  Tabor 
Hall  S.  Tacket 
"B.  S.  Talley 
M.  H.  Tanenbaum 
Dean  G.  Taylor 
°Norman  Taube 
Herbert  A.  Taylor 
"Robert  C.  Taylor 
Paul  F.  Teague 
Idu  A.  Tejwani 
John  W.  Templeton 
Ronald  L.  Terhune 
Michael  C.  Thomas 
Paul  A.  Thompson 
William  C.  Threlkeld 
Samuel  M.  Tickle 
JDon  R.  Tielens 
Ralph  C.  Tierney 
Robert  E.  Tooms 
John  W.  Tosh 

A.  S.  Townes 
Robert  J.  Trautman 
“ Alvin  B.  Tripp 
M'.  L.  Trumbull 

I.  F.  Tullis,  Jr. 
Kenneth  F.  Tullis 

H.  K.  Turley,  Jr. 
John  C.  Turley 
John  C.  Turley,  III 
Prentiss  A.  Turman 
R.  B.  Turnbull 
Steve  H.  Turnbull 

°Carrol  C.  Turner 
G.  Randolph  Turner 
Louis  Edward  Tyler 

A.  Roy  Tyrer,  Jr. 

W.  T.  Tyson,  Jr. 

J.  D.  Upshaw,  Jr. 
Jeremiah  Upshaw 
David  A.  Usdan 
Edmund  Utkov 
Eugene  A.  Vaccaro 

K.  D.  Vanden  Brink 
R.  A.  Vanden  Molen 
Helen  Van  Fossen 
C.  F.  Varner 
Walter  E.  Vemer 
Leonard  J.  Vernon 
Sidney  D.  Vick 
Leonard  B.  Victor 
John  Robert  Vincent 
John  T.  Vookles 
Charles  Votava,  Jr. 
David  Everett  Wade 

"Samuel  L.  Wadley 
Frances  C.  Walker 
James  W.  Walker 
"Lillie  C.  Walker 
Parks  W.  Walker,  Jr. 
R.  P.  Walker 
"W.  W.  Walker 
W.  W.  Walker,  Jr. 
Fred  C.  Wallace 
James  A.  Wallace 
Peter  B.  Wallace 
“Cecil  Warde 
Lee  L.  Wardlaw 
"T.  L.  Waring 
O.  S.  Warr 
O.  S.  Warr,  III 
W.  W.  Watkins 
Wm.  L.  Webb,  Jr. 
Bill  C.  Weber 
J.  J.  Weems 
Joseph  L.  Weems 
Thomas  D.  Weems 
Alva  B.  Weir,  Jr. 

Van  H.  Wells 
Samuel  Wener 
James  R.  Wennemark 
J.  M.  Wesberry 


Harold  Maxell  West 
Robert  R.  West 
Thomas  L.  West 
John  N.  Whitaker 
Charles  E.  White 
James  H.  White,  Jr. 
Thomas  J.  White,  Jr. 
Thomas  j.  White,  HI 
William  G.  White 
W.  J.  Whitehead 
Gene  L.  Whitington 
W.  L.  Whittemore 
Sheldon  Wieder 

I.  D.  Wiener 

W.  Wiggins  Wilder 
Joe  L.  Wilhite 

E.  B.  Wilkinson,  Jr. 
H.  Glenn  Williams 
Linkwood  Williams 
Paul  H.  Williams 
R.  D.  Brooke 

Williams 
Van  R.  Williams 
"W.  L.  Williamson 
Gordon  L.  Wills 
John  Ross  Wills 
R.  S.  Wilroy,  Jr. 
Edgar  Seth  Wilson 
Harry  W.  Wilson 
Harwell  Wilson 

J.  E.  Wilson 

J.  E.  Wilson,  Jr. 

John  M.  Wilson 
Winfred  L.  Wiser 
J.  B.  Witherington 
Rodney  Y.  Wolf 
Matthew  W.  Wood 
Thomas  O.  Wood 
J.  C.  Woodall,  Jr. 

G.  R.  Woodbury 
Linda  P.  Woodbury 
Clifton  W.  Woolley 
Richard  L.  Wooten 
C.  H.  Workman,  Jr. 
Jerry  Lewis  Worrell 
Earle  L.  Wrenn,  Jr. 

L.  D.  Wright,  Jr. 

L.  D.  Wruble 
Henry  Wurzburg 
C.  F.  Yates 
J.  G.  Young 
John  D.  Young,  Jr. 
Paulus  Zee 

B.  M.  Zussman 

Millington 
"James  F.  Bradley 

F.  H.  Goode 

W.  R.  Kendrick,  Jr. 
Billy  W.  King 

C.  G.  Landsee 

Southaven,  Miss. 
Jack  C.  Biggs 
Tulsa,  Ok. 
William 

Cuthbertson,  Jr. 

Houston,  Tx. 
John  C.  Peyton 


MONROE  COUNTY 
MEDICAL  SOCIETY 

Madisonville 
Frank  H.  Lowry 
H.  M.  McGuire 

Sweetwater 
James  L.  Allen 
James  H.  Barnes 
“W.  J.  Cameron 
Joe  H.  Henshaw 
Telford  A.  Lowry 
J.  E.  Young 


MONTGOMERY 

COUNTY 

MEDICAL  SOCIETY 

Clarksville 
E.  R.  Atkinson 
R.  T.  Barrett 
James  F.  Bellenger 
A.  R.  Boyd 
Carlos  Brewer 
J.  G.  Bush 
Ed  Cutter 
Sam  N.  Doane,  Jr. 

D.  W.  Durrett,  Jr. 

J.  T.  Farrar 


"Mack  Green 

V.  H.  Griffin 
David  L.  Gullett 

B.  T.  Hall 
James  Hampton 
Thomas  K.  Hepler 

B.  T.  Inglehart 

D.  J.  Jackson 
Howard  R.  Kennedy 
Robert  C.  Koehn,  Jr. 
J.  H.  Ledbetter,  Jr. 
Fritz  F.  Lemoine 

J.  W.  Limbaugh,  Jr. 
R.  S.  Lowe,  Jr. 

O.  S.  Luton 
William  G.  Lyle 
F.  G.  McCampbell 
J.  R.  Milam 
T.  J.  Montgomery 
Arthur  S.  Morse,  Jr. 
Wm.  W.  Prine,  Jr. 
Don  Richardson 
Jack  W.  Ross,  Jr. 
James  R.  Smith 
Marion  Spurgeon 

W.  P.  Titus,  III 
Harold  Vann 
Roy  Vermillion 
W.  H.  Wall,  Jr. 

Frank  Wilson 
Paul  Wilson 

John  F.  Wright,  Jr. 

R.  W.  Young,  Jr. 

Dover 

Robert  Henry  Lee 
Erin 

Douglas  W.  Ligon 
Albert  Mitchum 

Trenton,  Ky. 

Jesse  C.  Woodall 

NORTHWEST 
TENNESSEE 
ACADEMY  OF 
MEDICINE 

Dresden 

Edward  H.  Welles,  Jr. 
Paul  W.  Wilson 

Dyersburg 
Jesse  Paul  Baird 
Thomas  V.  Banks 
James  W.  Bonds 
J.  D.  Connell 
William  F.  Craddock 
Walter  E.  David 
Daniel  P.  Green 
Robert  L.  Harrington 
Douglas  Haynes 
John  D.  Hunter,  Jr. 

A.  Peter  Inclan 
Jerry  M.  Jemigan 
Robert  T.  Kerr 
Elton  King 
Orren  B.  Landrum 
Jas.  Chalmers  Moore 
Olyn  Fred  Moore,  Jr. 
Tames  R.  Noonan 
John  A.  Reaves,  Jr. 
James  R.  Reynolds 
James  H.  Smith 
Richard  David  Taylor 
Thomas  R.  Thompson 
W.  I.  Thornton,  Jr. 

L.  A.  Warner,  Jr. 
Lydia  V.  Watson 

Gleason 
R.  M.  Jeter 

Greenfield 
Nathan  F.  Porter 

Lewisburg 
H.  A.  Morgan,  Jr. 

Martin 

Hobart  H.  Beale 
R.  W.  Brandon,  Jr. 
William  L.  Duncan 
Robert  G.  Patrick 
Ira  F.  Porter 
J.  W.  Shore 
O.  K.  Smith,  Jr. 

Enos  C.  Thudmond 
Jose  A.  Veciana 

Nashville 

Rodger  T.  Wallace 


Newbern 
W.  O.  Murray 

William  L.  Phillips 

Ridgely 

William  B.  Acree 
Ripley 

Arden  J.  Butler,  Jr. 

B.  G.  Robbins 
William  H.  Tucker 
Claude  R.  Webb 

T iptonville 
Jack  R.  Holifield 
Edward  B.  Smythe 

Trimble 
V.  Art  Murphy 

Troy 

Chesley  H.  Hill 

Union  City 
Charles  W.  Akins,  Jr. 
J.  Kelley  Avery 

M.  A.  Blanton,  III 
Harold  Butler 
Robert  L.  Cameron 
Joe  Campbell 
R.  E.  Clendenin,  Jr. 
Byron  O.  Gamer 
O.  P.  Gamer,  Jr. 

Dan  C.  Gary 
William  V.  Ginn,  Jr. 
Laurence  W.  Jones 

E.  P.  Kingsbury,  Jr. 
R.  G.  Latimer,  Jr. 
Rodger  P.  Lewis 
James  W.  Polk 
James  H.  Ragsdale 
Grover  F.  Schliefer 
Robert  R.  Young,  Jr. 

Kansas  City,  Mo. 
Thomas  W.  Johnson 


OVERTON  COUNTY 
MEDICAL  SOCIETY 

Byrdstown 

B.  H.  Copeland 

Celina 

Champ  E.  Clark 

Livingston 
Malcolm  E.  Clark 
Herman  B.  Nevans 
Denton  D.  Norris 
Will  G.  Quarles,  Jr. 
Jack  M.  Roe 
Jerry  L.  Shipley 


PUTNAM  COUNTY 
MEDICAL  SOCIETY 

Algood 
J.  T.  Moore 

Cookeville 
Roy  R.  Anderson 
David  L.  Beaver 
Phillip  D.  Bertram 
James  L.  Breyer 
Jack  L.  Clark 
William  N.  Cook 
John  D.  Crabtree 

S.  U.  Crawford,  Jr. 
James  T.  DeBerry 
Walter  Derrvberry 
Stanley  W.  Erwin 
William  C.  Francis 
William  A.  Hensley 
W.  M.  Humphrey 

C.  L.  Jones,  Ji. 
Charles  E.  Jordan 
"Robert  V.  Larrick 
Jere  W.  Lowe 
Boyce  B.  Pryor 
James  W.  Shaw 
"Thurman  Shipley 
Donald  W.  Tansil 
William  S.  Taylor 
"J.  Fred  Terry 
Claude  M.  Williams 
Katherine  G.  Wolfe 
Chas.  T.  Womack,  III 
Guy  Zimmerman 


Monterey 

“Claude  A.  Collins 
“T.  M.  Crain 


ROANE-ANDERSON 
MEDICAL  SOCIETY 

Clinton 
A.  W.  Bishop 
Parley  M.  Dings 
Henry  Hedden 
William  M.  Hicks 
John  J.  Smith 

Harriman 
A.  Julian  Ahler 
“Thomas  L.  Bowman 

E.  C.  Cunningham 
R.  S.  Heilman,  Jr. 

H.  Stratton  Jones 
Louis  A.  Killeffer 
Vernon  E.  McNeilus 
John  R.  Sisk 
James  M.  Tozer 

Kingston 

Carolyn  A.  Beard 
Nathan  Sugarman 
R.  E.  Wilson 

Norris 

Samuel  G.  McNeeley 

Oak  Ridge 
Gould  Andrews 
“Robert  P.  Ball 
R.  R.  Bigelow 
Richard  G.  Brantley 
Geron  Brown 
Marvin  G.  Caldwell 
Charles  L.  Campbell 
Alex  G.  Carabia 
John  P.  Crews 

C.  E.  Darling,  Jr. 
Dexter  Davis 
John  D.  DePersio 
Robert  E.  DePersio 
Armando  De  Vega 
Richard  A.  Dew 
Laurence  R.  Dry 
Robert  W.  Dunlap 

C.  Lowell  Edwards 
Earl  Eversole,  Jr. 

T.  Guy  Fortney 
Frank  Genella 
James  T.  Gillespie 
Francis  Goswitz 
Helen  V.  Goswitz 
Thomas  J.  Grause 
Charles  Gurney 
William  P.  Hardy 
Donald  Hartman 
Ernest  Hendrix 
James  1.  Hilton 
H.  J.  Hostetler 
Karl  F.  Hubner 
Raymond  A.  Johnson 
Mark  Judge 
Elliott  E.  Kaebnick 
Avery  P.  King 
IRalph  Kniseley 
Thomas  A.  Lincoln 
Lynn  Lockett 

C.  C.  Lushbaugh 
Joseph  S.  Lyon 
Sam  O.  Massey 
V.  W.  McLaughlin 
M.  W.  Morris 
Charles  P.  Oderr 
Etna  M.  Palmer 
Charles  C.  Patterson 
Samuel  J.  Pieper 
Lewis  F.  Preston 
William  W.  Pugh,  Jr, 
C.  Julian  Ragan 
John  Riggsbee 
Henry  B.  Ruley 
John  K.  Schanze 
David  W.  Seay 
C.  W.  Sensenback 
L.  L.  Sheely 
Paul  E.  Spray 
David  G.  Stanley 
George  Stevens,  III 

C.  R.  Sullivan,  Jr. 
Marjorie  J.  Swint 
Daniel  M.  Thomas 
Joe  E.  Tittle 

D.  T.  Upchurch 
Dorris  L.  Upchurch 
Joan  Woods 

Gino  Zanolli 


Oliver  Springs 
S.  J.  Van  Hook 

Rockwood 
Isham  M.  Cox 
C.  Harwell  Dabbs 
Tom  W.  Evans 
Thomas  A.  Fuller 
John  V.  Snodgrass 

Summit,  New  Jersey 

Jock  L.  Graeme 


ROBERTSON  COUNTY 
MEDICAL  SOCIETY 

Cedar  Hill 
Robert  H.  Elder 
Cross  Plains 
Ora  W.  Ramsey 
Springfield 
Warren  G.  Hayes 
Bevley  D.  Holt 
John  M.  Jackson 
Carroll  M.  Looney 
James  R.  Quarles 
William  P.  Stone 
John  B.  Turner 
Raymond  H.  Webster 
John  E.  Wilkison 

White  House 
Raymond  Hirsch 


RUTHERFORD 

COUNTY 

MEDICAL  SOCIETY 

Murfreesboro 
J.  Paul  Abernathy 
Carl  E.  Adams 
Harold  Akin 
J.  H.  Alexander 
James  T.  Allen 
Joseph  C.  Bailey 
“W.  S.  Barham 
Richard  B.  Bell 
Jerry  N.  Campbell 
J.  T.  Cunningham 
Bernard  S.  Davison 
David  T.  Dodd 
Paul  C.  Estes 
Rufus  J.  Garrison 
S.  C.  Garrison,  Jr. 

C.  E.  Goodman,  Jr. 
Thos.  G.  Gordon,  Sr. 
Richard  E.  Green 
Robert  H.  Hackman 
Sam  H.  Hay 
Chas.  A.  Heffington 
George  S.  Hester 
“R.  D.  Hollowell 
David  L.  Hudson 
Kenneth  D.  Hunt 
J.  K.  Kaufman 
Douglas  W.  Kendall 
Joseph  Knight 
R.  T.  Knight 
Charles  W.  Lewis 
Fred  R.  Lovelace 
Matt  B.  Murfree 
Eugene  P.  Odom 
Stephen  G.  Odom 
Robert  G.  Ransom 
"W.  D.  Rosborough 
Robert  S.  Sanders 
William  W.  Shacklett 
Ben  A.  Shelton 
Charles  D.  Smith 
Wm.  Radford  Smith 
James  A.  Starrett 
J.  W.  Tenpenny 

E.  C.  Tolbert 
Robert  P.  Tuma 
Tom  A.  Turner 
Terry  James  Witt 
Olin  O.  Williams 
Jesse  H.  Young,  Jr. 

Woodbury 
Rodney  C.  Bryant 
William  A.  Bryant 
Russell  E.  Myers 
L.  L.  Reuhland 
J.  Van  Blaricum 
Herbert  R.  Wolf 

Loweland,  Colorado 
R.  B.  Moore 
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SCOTT  COUNTY 
MEDICAL  SOCIETY 

Corbin,  Ky. 

Thomas  P.  Buckley 
Aubrey  D.  Wills 

Oneida 

Maxwell  E.  Huff 
Horace  Leeds 
Roy  McDonald 
Milford  Thompson 

Robbins 
George  Kline 


SEVIER  COUNTY 
MEDICAL  SOCIETY 

Gatlinburg 
Terrell  B.  Tanner 
Charles  E.  Waldroup 

Sevierville 
“Robert  A.  Broady 
John  M.  Hickey,  Jr 
John  C.  Jacobs 
M.  B.  McKinney 
Charles  L.  Roach 
John  L.  Sonner,  II 
“Robert  F.  Thomas 
“Otha  H.  Yarberry 


SMITH  COUNTY 
MEDICAL  SOCIETY 

Carthage 
Hugh  E.  Green 
David  G.  Petty 
John  M.  Roe 
Frank  T.  Rutherford 

Celina 

Nora  B.  Tiongson 
R.  V.  Tiongson 

Hartsville 
Edgar  K.  Bratton 
Nashville 

“W.  Carter  Williams 
Smithville 

Melvin  L.  Blevins 
Hugh  Don  Cripps 
John  K.  Twilla 


SULLIVAN -JOHNSON 
MEDICAL  SOCIETY 

Blountville 

J.  W.  Erwin 

Bristol 

“Harry  W.  Bachman 
H.  W.  Bachman,  Jr, 
Gerardo  Bellodas 
Frank  S.  Blanton,  Jr, 
Herbert  H.  Bockian 
“Thaddeus  R.  Bowers 
William  J.  Boyd 
Billy  Booth  Brinkley 
F,  T.  Buchanan 
R.  S.  Buddington 

J.  E.  Butterworth 
Claude  M.  Calcote 
Ronald  D.  Caldwell 
H.  Austin  Carr 
Wilfred  C.  Carreras 
Nathaniel  J.  Chew 
Bennett  Y.  Cowan 
Alvin  S.  Crawford 
W.  S.  Credle 
Claude  Crockett,  Jr. 


Julian  Q.  Early 
R.  L.  Fankhouser 
John  R.  Fenoglio 
Walter  R.  Gaylor 
Robert  M.  Glasgow 
Fred  B.  Greear,  Jr. 
Thomas  W,  Green 
W.  S.  Green,  Jr. 

W.  C.  Grigsby,  Jr. 
Everette  L.  Haas 

C.  J.  Harkrader,  Jr. 
Basil  T.  Harter 
King  A.  Jamison 
William  H.  Johnson 
Ronald  C.  Kelly 
Thomas  H.  Kuhnert 
Nelson  E.  Link 
Kermit  Lowry 
John  O.  Marcy 
James  G.  McFaddin 
Joe  E.  Mitchell 
Bruce  W.  Mongle 
Neil  F.  Mooney 
Phil  H.  Morrison 
Marion  J.  Murray,  Jr. 
Floyd  E.  Nicley 
Wade  H.  Nowlin 

J.  A.  Pettigrew 
Robert  A.  Repass 
Alvin  C.  Rolen 
William  F.  Schmidt 
Frank  S.  Sikora 

F.  D.  Slaughter 
“Philip  D.  Stout 
Hal  S.  Stubbs 
Frank  W.  Sutterlin 
Robert  C.  Taylor 
Thomas  C.  Todd 
“Allen  K.  Turner 

E.  A.  Turpin,  Jr. 
“Douglas  D.  Vance 

F.  V.  Vance,  Jr. 
“William  K.  Vance 

Robert  L.  Vann 
Sidney  S.  Whitaker 
Sidney  A.  Wike 
Homer  P.  Williams 
Walter  W.  Wolfe,  Jr. 

Church  Hill 

Warner  L.  Clark 
T.  H.  Roberson,  Jr. 

Kingsport 
Edmond  L.  Alley 
Donald  B.  Aspley 
Richard  D.  Baker 
Donald  W.  Bales 
J.  Kent  Blazier 
Ballard  H.  Blevins 
James  H.  Boles 
P.  F.  Brookshire,  Jr. 
*R.  Hyatt  Brown 
H.  Jim  Brown 

D.  G.  Burmeister 
Keith  H.  Byrd 

E.  Kent  Carter 
Locke  Y.  Carter 
Donald  P.  Chance 

C.  E.  Chapman 
Dennis  C.  Chipman 
R.  C.  Christensen 
James  L.  Combs 
Howard  B.  Condren 
Joe  B.  Cooper 

“L.  C.  Cox 
David  L.  Cox 
John  L.  Dallas 
Floyd  Davis 
Leo  J.  Davis 
Robert  D.  Doty 
William  C.  Eversole 
William  Allen  Exum 
Frank  St.  Flanary 
Joe  F.  Fleming 
Don  A.  Flora 


David  K.  Garriott 
Willard  G.  Glass 
Billy  N.  Golden 
Elmer  A.  Greene 
W.  C.  Griffin,  Jr. 
William  P.  Grigsby 
William  Harrison,  J f. 

G.  E.  Hernandez 

M.  D.  Hogan,  Jr. 
Henry  G.  Jackson 
Roy  J.  Jarvis 
Robert  H.  Jemigan 
Malcolm  M.  Jones,  Jr. 
Robert  C.  Jones 
Samuel  R.  Jones 
Thomas  B.  Jones 
Robert  Earl  Keith 
Kenneth  R.  Kiesau 
Joseph  A.  King 

John  A.  Knapp 
Kenneth  C.  Lynch 
Robert  E.  Maddox 
Joseph  K.  Maloy 

F.  G.  McConnell 
John  R.  McDonough 
James  E.  McGuire 
Herbert  J.  Michals 
Lee  H.  Miller 
John  H.  Moore,  III 
Ralph  F.  Morton 

A.  J.  Mosrie 
James  B.  Nichols,  Jr. 
Robert  E.  Northrop 
C.  Richard  Owen 
C.  Mack  Patton 
R.  E.  Pearson 
John  N.  Perdue 
“J.  R.  Pierce 
John  S.  Powers,  Jr. 
Norman  S.  Propper 
J.  Shelton  Reed 
Clay  A.  Renfro 

N.  A.  Ridgeway,  Jr. 
Malcolm  E.  Rogers 
Thos.  Nelson  Rucker 
Hugh  W.  Rule 
Julio  A.  Salcedo 
Ricardo  D.  Sambat 

“Walter  E.  Scribner 
Merritt  B.  Shobe 
Tames  E.  Shull 
Joseph  F.  Smiddy 
Lyle  R.  Smith 
Warren  Y,  Smith 

A.  Isaac  Sobel 
Robert  T.  Strang 
L.  J.  Stubblefield 
James  S.  Vermillion 
Peter  Wadewitz 
William  C.  W alley 
Paul  F.  White 

H.  Jackson  Whitt 
T.  Dwight  Whitt 

“William  A.  Wiley 
T.  E.  Williams 
Robert  Williams 

Mountain  City 
Robert  O.  Glenn 

SUMNER  COUNTY 
MEDICAL  SOCIETY 

Gallatin 

Lloyd  T.  Brown 
Kenneth  R.  Case,  Jr. 
Joe  David  Cox 
David  E.  Darrah 
Haldon  W.  Hooper 
W.  R.  Massey 
Robert  A.  Moore 
Norman  Saliba 
Clarence  R.  Sanders 
W.  H.  Stephenson 
Wm.  David  Stewart 
James  R.  Troutt 


J.  B.  Wallace 
R.  C.  Webster 

Hartsville 
Ira  Neeley  Kelley 
Portland 
Albert  G.  Dittes 
James  T.  Ladd 
Lu  Ponce 

R.  W.  Simonton,  Jr. 

Westmoreland 
Thomas  F.  Carter 

TIPTON  COUNTY 
MEDICAL  SOCIETY 

Covington 
W.  A.  Alexander 
Travis  L.  Bolton 
Norman  L.  Hyatt 
John  R.  Janovich 

B.  S.  McCullough 
James  S.  Ruffin,  Jr. 

“H.  Stirl  Rule 
J.  D.  Witherington 

Millington 

Richard  J.  Lombardo 
Munford 

Hugh  W.  Vaughn 

A.  S.  Witherington,  Jr. 


WARREN  COUNTY 
MEDICAL  SOCIETY 

McMinnville 
Wallace  B.  Bigbee 
“Julius  P.  Dietrich 
Joseph  F.  Fisher 
John  C.  Gaw 
James  L.  Moore 
Barun  A.  Mukherji 
Norman  K.  Pal 
T.  L.  Pedigo 
James  E.  Phillips 

K.  C.  Richmond 
Bethel  C.  Smoot 
Joseph  E.  S wanton 
J.  R.  Troop 

Smithville 

William  Knowles,  Jr. 
Spencer 

Margaret  Rhinehart 

WASHINGTON-CARTER 
UNICOI  COUNTY 
MEDICAL  SOCIETY 

Elizabethton 
Hoyle  Bowman 
S.  Martin  Bronson 
Richard  Bucher 
“Estill  L.  Caudill 
Estill  L.  Caudill,  Jr. 
“W.  G.  Frost 
R.  Eugene  Galloway 
J.  L.  Gastineau 
Royce  L.  Holsey 
Robert  D.  Jones,  Jr. 
Ricardo  Martin,  Jr. 
Floyd  E.  May 
W.  Joyce  May 
Ralph  E.  Myers 
“Elmer  T.  Pearson 

D.  J.  Slagle 
Charles  J.  Wells 

Erwin 
Earl  Baines 
Robert  PI.  Harvey 


Lawrence  D.  Mullins 

Johnson  City 
Charles  E.  Allen 
W.  P.  Bailey,  Jr. 

Gay  K.  Battle 

J.  Wayne  Battle,  Jr. 
Willard  H.  Bennett 
Boyce  M.  Berry 
Clyde  O.  Brindley 
George  H.  Brown 
Duane  C.  Budd 

G.  J.  Budd 

H.  W.  Burnette 

E.  Malcolm  Campbell 
Richard  Carver 
Robert  L.  Clark 
William  J.  Cone 
Lewis  F.  Cosby 
Alfred  N.  Costner 

C.  M.  Creech 
Douglas  H.  Crockett 
Teodorico  P.  Cruz,  Jr. 
Horace  B.  Cupp 
Robert  G.  Dennis 
Jan  DeWitt 

B.  E.  Dossett,  Jr. 

B.  H.  Dunkelberger 
Richard  L.  Elliott 
Mackinnon  Ellis 
Thomas  J.  Ellis 
Charles  A.  Fish 

“Walter  Fleischmann 
Byron  W.  Frizzell 
“Ira  M.  Gambill 
Newton  F.  Garland 
Sidney  A.  Garrett 
James  W.  Gibson,  Jr. 

L.  E.  Gordon,  Jr. 

C.  E.  Goulding,  Jr. 
“Charles  S.  Gresham 

Robert  J.  Gubler 
James  O.  Hale 
Ben  D.  Hall 
Walter  D.  Hankins 
Arthur  S.  Harris 
Richard  B.  Heintz 
Charles  H.  Hillman 
Robert  S.  Hines,  Jr. 
Sam  W.  Huddleston 
Nat  E.  Hyder,  Jr. 

W.  E.  Kennedy 
Martin  Kerlan 
John  F.  Lawson 
Carroll  H.  Long 
Alphonso  Lopez 
James  C.  Mahoney 
Gordon  L.  Mason 
W.  T.  Mathes,  Jr. 

W.  R.  McGowan 
Thomas  P.  McKee 
John  B.  McKinnon 
Walter  A.  McLeod 
Edwin  A.  Meeks 
Ray  W.  Mettetal 
John  M.  Miller 
W.  Rutledge  Miller 
Lawrence  S.  Moffatt 
Calvin  Morgan,  Jr. 

R.  S.  Morrison,  Jr. 
Cowan  Moss,  Jr. 
Harry  Myron,  Jr. 
Peter  A.  Oliva 
Orland  S.  Olsen 

C.  O.  Parker,  Jr. 

W.  A.  Phillips 
John  P.  Platt 
Thomas  P.  Potter,  Jr. 
Randolph  P.  Powell 
James  Jacob  Range 

G.  A.  Rannick 
B.  A.  Richardson 

K.  L.  Roark 
Clarence  L.  Ruffin 
J.  M.  Sams 
George  K.  Scholl 


Alvin  D.  Shelton 

H.  H.  Sherrod 

D.  M.  Sholes,  Jr. 

M.  Sidky-Afifi 
Charles  K.  Slade 
Edward  B.  Steffner 
H.  F.  Swingle,  Jr. 

C.  T.  R.  Underwood 
C.  J.  Vandiver,  Jr. 

S.  E.  Vermillion 

“Harry  N.  Waggoner 
Phil  V.  Walters 
Clinton  Steve  Webb 
Edward  T.  West 
Norman  E.  White 
William  A.  Wiley,  Jr 
H.  J.  Williams 
John  M.  Wilson 
Charles  P.  Wofford 
James  F.  Wood 

Mountain  Home 
Lyman  A.  Fulton 

E.  M.  Nielsen 
Fred  Robinson 
Shelboume  D.  Wilson 

Palm  Beach,  Fla. 
Joseph  R.  Bowman 
Montezuma,  N.C. 
“Mel  D.  Smith 
Columbia,  S.C. 
Richard  S.  Carter 


WHITE  COUNTY 
MEDICAL  SOCIETY 

Sparta 

Wm.  Harold  Andrews 
Robert  F.  Baker 
Donald  H.  Bradley 
Charles  A.  Mitchell 
Charles  B.  Roberts 

L.  H.  Smith,  Jr. 


WILLIAMSON  COUNTY 
MEDICAL  SOCIETY 

Franklin 

Richard  M.  Anderson 
William  F.  Encke 
Fulton  M.  Greer,  Jr. 
Harry  J.  Guffee 
Robert  M.  Hollister 
Howell  P.  Hoover,  Jr. 
Anthony  J.  Lee 
Roberto  S.  Mauricio 
William  Walter  Pyle 
“James  Otey  Walker 
Joseph  L.  Willoughby 
Eugene  S.  Wolcott 
“John  B.  Youmans 


WILSON  COUNTY 
MEDICAL  SOCIETY 

Lebanon 

J.  C.  Bradshaw,  Jr. 
Joe  F.  Bryant 
Morris  D.  Ferguson 
Harvey  H.  Grime 
“O.  Reed  Hill 
Roscoe  C.  Kash 
James  P.  Leathers 
Sam  B.  McFarland 
Thomas  R.  Puryear 
George  W.  Robertson 
Gerald  R.  Summers 
“John  H.  Tilley 
Robert  P.  Turner 
Dexter  L.  Woods,  Jr. 


DECEASED  PHYSICIANS  — 1975 


Sara  Abbott,  Memphis 
Samuel  B.  Anderson,  Memphis 
Daniel  H.  Anthony,  Memphis 
Eric  Bell,  Jr.,  Nashville 
Marvin  A.  Blanton,  Jr., 

Union  City 

Louis  F.  Boyd,  Memphis 
James  T.  Boykin,  Murfreesboro 
Carey  Bringle,  Memphis 
Douglas  L.  Brint,  Bolivar 
Daniel  A.  Brody,  Memphis 
Kuebel  A.  Bryant,  Maryville 
Paul  J.  Bundy,  Mountain  City 


William  Neal  Carpenter,  Union 
City 

Joseph  M.  Chisolm,  Memphis 
Henry  K.  Cunningham,  Knoxville 
Wilburta  Daltroff,  Memphis 
Ray  V.  DePue,  Knoxville 
Beverly  Douglas,  Nashville 
A.  C.  Dunlap,  Paris 
Paul  W.  Elsea,  Memphis 
Thomas  A.  Grubbs,  Jr., 
Chattanooga 

Robert  H.  Hutcheson,  Sr., 

F ranklin 


John  Marcus  Ivie,  Memphis 
Lois  M.  Kennedy,  Murfreesboro 

F.  K.  Lawson,  Knoxville 
H.  F.  Lawson,  Crossville 
Gilbert  J.  Levy,  Memphis 
Franklin  J.  Malone,  Jr., 
Clarksville 

Eugene  M.  Maul,  Kingsport 
Martin  A.  Meacham,  Franklin 
Drew  A.  Mims,  Newport 
George  W.  McCall,  Bristol 
Theodore  Norley,  Nashville 


Frank  B.  O’Connell,  Jr., 
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